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Alternatives in Management of

Carcinoma of the Esophagus

In spite of continued advances in surgical and

anesthetic techniques and the introduction of

potentially curative radiotherapy, the prognosis

for the 6,000 Americans afflicted yearly with car-

cinoma of the esophagus remains poor. In most

published series, the most optimistic cure rates

are only in the range of 10% to 15%, with more
pessimistic series showing cure rates of less than

5%. The single factor which contributes most to

this high mortality is the almost uniformly late

diagnosis. These tumors seldom cause pain in the

early stages; the first symptoms are almost al-

ways transient and nonspecific, and are like the

occasional functional complaints of the majority

of the population. Dysphagia, the presenting

symptom in the majority of cases, occurs late in

the natural history of the disease because the

esophagus is a highly distensible organ, requiring

more than a 50% reduction in luminal diameter

before dysphagia occurs.

The patient typically first notices that solid

foods such as meat or bread stick in his throat,

and he initially overcomes this by careful chew-

ing, by producing more saliva, or by using more
liquids with his meals. Next, he encounters diffi-

culty with other solid food, and then soft foods.

Frequently it is not until the patient has difficulty

with liquids that he sees his physician.

If the patient presents himself early to his

physician, dietary management or antispasmodic

treatment are often tried rather than diagnostic

studies. When the physician does decide on a

diagnostic evaluation, he is likely to order a

gastrointestinal series which is an unsatisfactory

From the Surgical Service of the St. Thomas, Park
View, and Baptist hospitals, Nashville.

J. LUCIAN DAVIS, M.D., and TERRY R. ALLEN, M.D.

Study for observation of an esophageal lesion.

The result of this delay in arriving at a defini-

tive diagnosis means that the patient often does

not reach the treatment center until he is able

to swallow only liquids, has lost a lot of weight

and frequently may have pain. By this time the

small chance the patient had for cure when the

tumor was first symptomatic and diagnosable

often has been forfeited. Even the chance for

palliation may be minimal because of the pa-

tient’s poor general condition and the extent of

his disease.

There are several local anatomic factors which

favor extension of the tumor before significant

symptoms occur. The first is the absence in the

esophagus of a serosal layer, which appears else-

where in the gastrointestinal tract to be a barrier

to the extraluminal extension of tumor. The sec-

ond factor is the rich lymphatic network in the

esophagus which favors longitudinal spread of

the tumor. Because of local tumor extension, or

less commonly distant metastasis, curative resec-

tion becomes clinically a less realistic goal than

that of palliation. Simply defined, palliation is the

restoration in the most expeditious and simplest

manner possible of the patient’s ability to swal-

low comfortably.

Histologically carcinomas of the esophagus are

most commonly epidermoid, arising from the

esophageal mucosa. However, adenocarcinomas

arising at the esophagogastric junction are not

uncommon. The site of origin of the neoplasm is

probably the most important single consideration

in the selection of therapy. Lesions in the upper

esophagus have traditionally had an exceedingly

poor prognosis, whereas lesions in the lower

esophagus have had the best prognosis. There are

JANUARY, 1979 11
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three principal modes of therapy for carcinoma

of the esophagus, i.e., intubation, radiotherapy,

and surgery.

Intubation involves either the operative or en-

doscopic stenting of the esophagus with an in-

dwelling rigid prosthetic tube which maintains the

esophageal lumen. Its advantages are its ease of

insertion when compared to extirpative proce-

dures, thereby avoiding the operative mortality

and expense. This procedure is only applicable,

however, to those lesions which can be safely

dilated. The disadvantages of intubation are that

it obviates any chance of cure, and it does not

allow the patient to eat normally because of the

limited luminal diameter, so that patients fre-

quently must be maintained on blenderized diets.

The clinical course of these patients is charac-

terized by frequent obstructions of the tube, sig-

nificant problems with regurgitation, and free

gastroesophageal reflux. Dislodgments of the tube

are frequent and can be life-threatening if they

cause airway obstruction. Finally, the potential

for erosion and perforation of the esophagus with

these rigid tubes is quite real.

Supervoltage radiation provides a valuable al-

ternative treatment in many patients with car-

cinoma of the esophagus. It avoids the operative

mortality and morbidity which may be a very

significant consideration in lesions of the upper

esophagus. In fact, radiotherapy is the treatment

of choice in virtually all lesions of the cervical

esophagus, as resections here pose difficult recon-

structive problems, usually requiring a laryngec-

tomy, which is rarely indicated as a palliative

procedure. Also, radiotherapy is probably less

expensive than surgery if hospitalization is not

required for treatment. Although the vast major-

ity of reports demonstrate higher cure rates in

patients treated with surgery when compared to

those treated with radiotherapy,^ at least one re-

port from Scotland shows radiotherapy to be

superior to surgery in terms of cure.^

On the other hand, radiotherapy has several

important disadvantages. One is that the length of

treatment often represents a major portion of the

patient’s remaining life span. It should be borne

in mind that radiation therapy requires weeks at

best, and during much of this time the patient’s

dysphagia will remain unrelieved. It may, in fact,

be temporarily worsened, resulting not only in the

inability to eat but the inability of the patient to

manage his own saliva. There is also the potential

12

of esophageal perforation with radiotherapy, but

more importantly, radiotherapy fails to relieve

dysphagia in the majority of patients with annular

tumors causing high-grade obstruction. Further-

more, there is danger of radiation pneumonitis,

mediastinitis, and spinal cord damage with re-

sulting paralysis. In patients with adenocarci-

nomas of the esophagus, radiotherapy is not a

suitable alternative at all, and for those lesions in

the midesophagus which have eroded into the

tracheobronchial tree, radiotherapy is contrain-

dicated.

The case for surgery can be based on two

sound principles. With the use of surgery, the

patient’s chance of survival, though poor, is at

least as good as with any other mode of treat-

ment and probably better. More importantly,

surgery restores normal esophageal function more
quickly than does radiation therapy. Its im-

portance in terms of quality of life can hardly

be overemphasized. The failure to cure patients

with carcinoma of the esophagus is more fre-

quently related to the inability to eradicate local

mediastinal disease than to widespread distant

metastasis at the time of presentation. It is there-

fore very difficult to select preoperatively those

patients who are potentially curable and those in

whom palliation is the only possible goal. In a

series of 140 patients presented by Belsey,^ 119

were thought by the operating surgeon to have

had only palliative resections, but of these 119,

nine were long-term survivors and presumably

cured. In some series as many as 15% of pa-

tients surviving surgery may be cured. As noted

in Table 1, the average survival of patients re-

sected for carcinoma of the esophagus averaged

18 months in Belsey’s series from England,^ 15

months from Fisher’s series in Baltimore,"* and

from the Mayo Clinic series presented by Ellis,

the average survival was 18 months.^

Furthermore, it is very rare for the patient

who has undergone a successful resection for

carcinoma of the esophagus not to experience

restoration of swallowing. These patients are

spared the unpleasant death of constant aspira-

tion, unpleasant fetor, and constant drooling be-

cause of the inability to manage secretions.

Disadvantages to surgery are the significant

operative and perioperative mortality, which

ranges from as low as 5% to 10% in experienced

hands to greater than 50% in those less expe-

rienced.

There are multiple surgical approaches to the

management of carcinoma of the esophagus.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



TABLE 1

RESULTS OF COMBINED SERIES

Series

No.

Patients

%
Explored

% Not

Resected
Operative

Mortality

Average

Survival

5-Yr

Cure

(1974) Belseys 198 85% 4% 28% 18 Mo 3%

(1972) Fisher4 31 100% 0% 6% 15 Mo 3%

(1974) EllisS 1657 54% 33% 13% 18 Mo 9%

These can be divided into two separate categor-

ies. The first is bypass procedures which are

for restoration of swallowing and which do not

deal surgically with the carcinoma itself. The

second and more common category is esopha-

gectomy and reconstruction. After esophagec-

tomy, either stomach, colon, or small intestine

can be used as a substitute for the resected

esophagus. For patients with carcinoma of the

esophagus, it is our opinion that with the po-

tential for cure so small, the simplest and safest

method should be used, and we have found the

stomach the most versatile and safe substitute for

the esophagus. For lesions in the lower third of

the esophagus and especially those lesions in-

volving the esophagogastric junction, which are

almost invariably adenocarcinomas, resection of

both the esophagus and a portion of the stomach

is necessary. Even though this procedure requires

resection of the lower portion of the esophagus

and from 30% to 40% of the stomach, it still

allows the greater curvature of the stomach to

be brought into the chest as high as the aortic

arch for an intrathoracic esophagogastrostomy.

For lesions in the body of the esophagus, we

favor a total thoracic esophagectomy with trans-

position of the stomach into the neck for a cervi-

cal esophagogastrostomy. This has three distinct

advantages. As esophageal carcinomas tend to

spread in the submucosal lymphatics, sometimes

quite far distant from the grossly visible tumor,

a total thoracic esophagectomy allows the

widest possible margins of resection. Secondly,

and most importantly, because of the tenuous

nature of the esophageal blood supply and the

consequent difficulty of healing of esophagogastric

anastomoses, much of the mortality and mor-

bidity of this operation stems from the high rate

of anastomotic leaks. By performing the anasto-

mosis in the neck, any leaks which may occur

result in a localized, easily drained collection in

the neck and do not generally result in medias-

tinitis and empyema, as do intrathoracic leaks.

A third advantage is that the cervical esophago-

gastric anastomosis offers protection from the

rather frequent problem of gastroesophageal re-

flux which accompanies intrathoracic esophago-

gastric anastomoses.

Although continued surgical and anesthetic ad-

vancements, along with greater experience of the

operating surgeons, have contributed significantly

to the decreased mortality and morbidity of this

formidable procedure and also to the increase in

the number of patients who are operated upon,

there has been little increase in the cure rate in

patients surviving resection. It must be admitted

that as far as cure rates are concerned, surgery

has apparently been extended to its limits. Al-

though combined surgery and radiation have been

favorably reported upon by certain authors,

radiotherapy has not been proven capable of

adding to surgical cure rates in any controlled

series.® If cure rates are to be increased, early

diagnosis must be emphasized. In the patient

over 40 with dysphagia, this requires that nothing

less than an esophagram with viscous barium and

esophagoscopy be done. r ^
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Wanderings of a Latvian Surgeon

—

World War II
KLAUS R. METRA, M.D.

To the Editor:

I enclose a manuscript which I hope you will find of

interest.

Daily our news media remind us of people displaced

from their homeland. The homelands of the Balts,

the most ancient settlers of Northern Europe, have been

captive states for centuries, independent again only for

the years between the World Wars. The tragic end of

one of these offers background for the reminiscences

of Dr. Metra, a friend and former member of the

faculty, the University of Riga.

Having spent a month in Berlin after the Russians

permitted our army to enter the city and about four

months after Dr. Metra left there in the last days of the

battle of Berlin, I often questioned him in piecing to-

gether bits of history.

He wrote these words upon my urging.

—R. H. Kampmeier, M.D.

Shortly before Germany invaded Poland in

1939 the local newspapers in Riga, the capitol of

Latvia, reported that representatives of Germany

and Russia had met in Moscow to discuss prob-

lems of mutual interest (the Russo-German Non-

aggression Pact, 1939). The communique is-

sued after the meeting revealed no important in-

formation. However, a rumor was soon spreading

that agreement between these powers contained

a secret clause concerning the Baltic states and

Eastern Europe. Some people had heard that at

that meeting Eastern Europe was divided into

two zones of interest. Stalin was interested in

Finland and the Baltic states and Hitler in Poland.

Soon after that meeting, an ominous thing hap-

pened: Hitler gave the order to all Germans to

leave the Baltic states and be repatriated to

Germany. All Germans, with very few excep-

tions, faithfully followed Hitler’s order. Gradually

the rumors about the secret clause turned out to

be true.

In 1939, Hitler invaded Poland and in 1940

the Russian army almost simultaneously occupied

the Baltic states—Latvia, Lithuania and Estonia.

Although these three small states protested, they

KLAUS R. METRA, R.I.P.

Klaus R. Metra, M.D., died Oct. 1, 1978.

—Ed

could not protect themselves against the over-

whelming force of Russia. Shortly before this,

Russia also had attacked Finland. Finland fought,

but lost and had to give up some of its territory

to the Russians.

The Russians ruled in Latvia for one year. At
the end of June, 1941, Germany attacked Rus-

sia, and in a few weeks German armed forces

overran the Baltic states and Poland and moved
deep into Russia. Riga became an important

transit point for the needs of the German army.

Soon transport trains of wounded German sol-

diers started to arrive in Riga.

At that time I was working as a senior as-

sistant and resident (my sixth year after gradu-

ation) in surgery at the Surgical Clinic of the

Faculty of Medicine, University of Latvia, lo-

cated in the Second Hospital of Riga. The
Germans were badly in need of medical help.

They took over the larger part of the Second

Hospital, the First Hospital and the Red Cross

Hospital of Riga, all of which were public hos-

pitals: The Second was the University Hospital

staffed by faculty; the First was affiliated, super-

vised by University faculty and housed the teach-

ing ambulatory clinics; the Red Cross had faculty

supervision. Although German medical officers

assumed charge, the Latvian doctors had to do

most of the treatment. We were overwhelmed

with war surgery. The German army doctors did

not interfere in professional care and did not see

many of their soldier casualties.

After a few months the Russians stopped the

rapid forward march of the German armies near

Moscow and also at Leningrad. This actually was
the beginning of the end of the grandiose German
hopes as Hitler met the same fate before Moscow
that Napoleon met in 1812. In November of

1941 trains loaded with German soldiers having

severe frostbite of the hands and particularly of

the feet started to arrive, and on each operating

day we were busy with amputating toes or parts

of feet. Those with the most severe injuries, who
could stand transportation, were sent directly to

Germany. The German soldiers were not pre-

pared for the Russian winter, and in addition.

14 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Heaven knows why, the winter of 1941-1942 was

the coldest and worst in many years.

Several years passed, but the war still was

going on. In the middle of 1943 the Germans

reached their peak of achievement of the war,

and then the decline started. At the beginning

it was slow, and then progressively faster. Their

armies had to retreat from the Caucasus, Lenin-

grad, and other areas. The fight at Stalingrad

raged for months, but finally the Germans lost it.

In 1944 the Eastern front began to approach

the borders of the Baltic states. Apprehension

and anxiety started to grow in my country. The

one year under Russian rule and terror left deep

wounds in the Latvian nation and turned the

people into enemies and haters of communism
and Russians. Hundreds of people had been ar-

rested, jailed and killed without cause—especial-

ly military officers, policemen and well-to-do

people. Tens of thousands of families with small

children, as well as old and sick people, were

sent to Siberian slave camps. Small children were

separated from parents, wives from husbands.

They were sent there to die and they did die; only

a few returned home after Stalin’s death many
years later.

Gradually it became clear to everybody that the

Germans were losing the war and that the Rus-

sians would be coming back, and a second Rus-

sian occupation was inevitable. We faced only

two possibilities—stay and suffer, or flee. If

we chose to flee, the only choices were Germany
or Scandinavia. In the latter part of the summer
of 1944 the flight began—by car, by train, by

boat, or by horse and buggy. Tne route by boat

to Sweden was most dangerous, because Russian

ships guarded the coast, and many ships and boats

were sunk and many people died.

On Oct. 30, 1944, we embarked on a ship

in Liepaja (the harbor of Latvia) to go to Dan-

zig, Germany. We were fortunate because the

weather was foggy and the Russian planes, which

bombed Liepaja constantly, did not attack. Next

morning, after the foggy night, we reached Dan-

zig. It was crowded with all sorts of refugees and

military personnel. We were placed in a large

bam-like building full of refugees of both sexes

of all different nationalities and ages. The large

room was so full that there was hardly a place

to sit on the floor. We spent two days and nights

in that room.

Our family consisted of seven members: my-

self; my wife (she is a doctor too); our two

small children, ages four and six; my wife’s par-

ents, both in their 70s; and a friend—our house-

keeper. When we left our apartment in Riga we
took with us only the most necessary things,

those which we could carry by ourselves. We
had to leave our furniture, china, books and

paintings, etc. We locked our apartment and

gave the keys to the janitor.

After a couple of days we were transferred to

a small town by the name of Guben, Germany.

We now found ourselves in a foreign country

among people of whose language we knew only

a little. However, wherever we went the people

were friendly and helpful. We found a tempor-

ary shelter run by the N.S.V. organization, whose

duty it was to care for and help the refugees and

persons displaced by bombing. Food was rationed

in all Germany, and the rations were small. The

saying went, “too big to die, too small to survive.”

Often the food which one was supposed to get

was not available.

It was clear I had to find work. I went to a

nearby hospital and talked with the director, a

friendly colleague who met me with outstretched

hands. He told me how short he was of help,

and after asking me about my education and ex-

periences, advised me to see him again in two

days. When I met him again, he told me I had

been appointed to treat the foreign workers. Alas,

this duty did not last long, because I was too

“soft” for that job. The foreigners (slave labor-

ers) were of French nationality. They lived in the

attic of a large house, and when I first visited

them, many had a severe cold or bronchitis be-

cause the room was cold, dusty and stuffy. They

surrounded me and complained about hundreds

of things: bad food, long working hours, poor

sanitation, and lack of help in sickness. I re-

leased some of them from work, prescribed

medicine, and promised to talk to their supervisors

about the poor conditions. The German who
accompanied me as interpreter only shook his

head. I continued to treat the foreigners for only

a few more days before I was released from this

duty.

At the same time the N.S.V. organization

transferred us to our permanent location in

Fiirstenberg an der Oder (river). There too we

met friendly and helpful people. The officials of

the town found a small nice apartment for us and

issued permission to buy all the necessary things

we needed. Now, after a rather long traveling

and living in different places, we finally could re-

lax in our own new home, but at the end of

November 1944 I received an order from the
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Aerste Kamera in Berlin (administrative physi-

cians’ organization) to report to a certain Dr.

Weber in Wansce, a western suburb of Berlin. I

was to work with him as an assistant. It was

“bad news” since it presented a new problem.

Berlin was being bombed by Allied forces day

and night, and any German who had to go to

Berlin asked his family to pray for him that he

could return alive. However, it was clear that

this order had to be obeyed, because the Nazi

motto was “The Fiihrer commands, we follow.”

Berlin was only some 100 miles from Fiirsten-

berg. I picked up my few belongings and boarded

the train to Berlin, which I had never visited

before. I had heard how badly Berlin was ruined,

but what I saw on my way to Wansee was un-

believable. For miles on both sides of the rail-

road there was nothing to be seen but ruins of

houses. The picture was better in the neighbor-

hood of Dr. Weber’s home, where although there

were ruins too, most of the houses were not

damaged.

When I arrived Dr. Weber was busy in his

office, which was in his house. He was a short

stooped man in his 70s, with a sad expression.

When I told him who I was, his face brightened,

and he said he had been expecting me and now
was glad to meet me in person. There were no
patients at the moment, so he led me to their

living room to meet his wife, who was taller and

younger than the doctor. Without hesitation Dr.

Weber told me my duties would be to make all

the home visits and replace him in the office

whenever necessary, as he was suffering from

“stomach ulcers,” with bleeding, although he had
refused operation. He said he needed to stay in

bed rather often. Mrs. Weber showed me to my
room, which was located on the third floor, and

advised me that I would be boarding with the

family. Now everything was settled and I could

start to work.

The next morning Dr. Weber gave me a map
of the surroundings and a list of several addresses

of patients. The houses in that neighborhood

were scattered rather far from one another, and

the area I had to cover was about three miles in

diameter. Most of the time I walked and only

when the weather was very cold and rainy did Dr.

Weber provide me with his car and driver. Gaso-

line was very scarce, and if the patient had a

car, he had to come and pick me up. The vi-

cinity of Wansee was not severely bombed, so that
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I seldom had wounded patients; Dr. Weber ex-

amined the seriously wounded patients and sent

them to the hospital himself. On the days when

I worked in the office Mrs. Weber, who was a

nurse, helped me.

Soldiers and civilians who returned from the

Eastern front as a rule had to go through quar-

antine, but in spite of that, occasionally we had

cases of infectious diseases such as dysentery,

diphtheria and typhoid fever. In the summer

of 1944 there was a very severe epidemic of

diphtheria here and in Russia and the Baltic

states which affected adults and elderly people

too; many died. Drugs and dressing materials

were scarce, and we often had to improvise and

replace one drug with something similar.

Once in a while I had a desire to look around

in Berlin. Because of the bombing, Berliners

stuck to the rule not to go anywhere without real

necessity. The people moving around in the city

subconsciously developed a habit of constantly

looking for air-raid shelters or other hiding places,

and so did I when one day I decided to visit the

zoo, even though the zoo had been bombed by

that time. Many of the animals were killed and

the rest were starving and dying from lack of

food. The caretakers told me that quite a few

of the animals had been stolen and killed for

food. The general appearance of the zoo was

miserable. I left it in a depressed mood.

I needed to return to Dr. Weber’s home by

train and had hoped I would reach Wansee with-

out trouble, but that was not to be. Suddenly

sirens started to waO. The train stopped after a

short distance, and the guard ordered the pas-

sengers to leave the train immediately and look

for shelter. We all jumped out in a hurry. I did

not know where to go but noticed that most of

the people were running toward a huge round

building, like a small mountain. I followed them

and found it was an air-raid shelter. I was sur-

prised how orderly people entered it. There was

no pushing, shouting or fighting. The first three

floors were already full. With difficulty I found

a place on the fourth floor. The huge room

was so full, and the people were standing so close

together that it was not possible to sit on the

floor. Nobody was talking, but the air was

vibrating with anxiety and fear. Only the venti-

lators were humming rather loudly. Even before

I reached the fourth floor, I could hear the ex-

plosion of the bombs like distant thunder and

felt slight trembling of the shelter. In spite of

the huge ventilators the air gradually became
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stuffy and the people started to faint and slide

down to the floor. It became difficult to breathe,

my face got hot and I was rather close to fainting

too, but just then I heard the sirens sounding

again, reporting that the raid was over. When I

left the shelter I was surprised to see quite a

different picture from what it was when I en-

tered. A few houses had disappeared and so had

a part of the train. Here and there were large

craters in the ground. I was still wondering what

to do and how to get home when the repair crews

appeared. We had to walk about half a mile

along the railroad track where another train was

waiting for us. This whole experience lasted for

less than two hours.

Berlin was bombed day and night, almost con-

stantly. The Americans attacked in the daytime,

sometimes twice before and again after noon. The

British attacked at night, also often twice, once

before midnight at about ten o’clock and again

after midnight at about 3 am or at daybreak. We
never knew when they actually would come and

which section of the city would be hit.

At nightfall we usually gathered in Dr. Web-

er’s living room and turned on the radio. As

soon as the attacking planes crossed the English

Channel the radio started to report every five

minutes in which direction, east or south, the

planes were going. We followed the movements

on a large map. If the planes turned east, we
could expect an attack unmistakably on Berlin.

When they started to approach, the air-raid warn-

ing sirens started to howl. A little later we could

hear the roaring of motors. If the noise gradually

became louder, it meant danger to us. Now was

the time to go to the air-raid bunker which Dr.

Weber had in his backyard. It was about seven

feet deep, covered with three feet of dirt. Inside

it was rather comfortable, with paneled walls,

electric light and candles, three comfortable chairs

and books. It was possible to tell where the

bombs would strike, as the leading plane marked

that place with the so-called Christmas Tree,

which consisted of numerous colored lights hang-

ing in the air, resembling a Christmas tree. How-
ever, this was not the case each time.

Dr. Weber refused to go to the bunker be-

cause a colleague and friend, who had lived

nearby, was killed with his family when a bomb
struck the bunker directly. Thus, I used the

bunker alone. As time passed, the intensity of the

air-raids increased. They came more often and

more planes took part in the attacks. In spite of

this, life in Berlin did not stop as yet. I was told

that about 60% of the factories were still work-
ing. They were all camouflaged in order to mis-

lead the attackers. There were special crews who
day and night started to work immediately after

the attacks, removing the ruins from streets and

renewing traffic. Quite a few shops and restau-

rants were still open and the buses and railroads

were running, and so was the subway, whose
services were most valuable, because it served

two purposes—as an air-raid shelter and as one

of the main means of transportation.

The most difficult thing for the workers was to

get to the job and back home again, because

they often found the streets impassable. However,
in February, 1945, order and law still prevailed

in the city. Even though both the Eastern and

Western fronts were pressing forward and gradu-

ally approaching Berlin, the spirit, patience and

discipline, at least officially, were not broken.

The members of the Nazi party were still spread-

ing propaganda of hope and courage. However,
the majority of the people had lost faith. They
knew that instead of victory, defeat and catas-

trophy were approaching, yet they walked around

tight-lipped because they did not dare to express

their real opinion. The Nazi terror was still

hanging as a thick fog over the city. In our dis-

cussions Dr. Weber never touched on any poli-

tical problems, but an interesting thing happened

one Sunday morning at the breakfast table. Dr.

Weber was reading Dr. Joseph Goebbels’ regular

article, entitled “Ohne Gepack” (without lug-

gage) in the morning newspaper. Suddenly he

jumped up, threw the paper onto the floor,

started to stomp on it with both feet and

screamed: “That is too much, that is unbeliev-

able, that is intolerable! That Kerl (fellow)

thinks that we are nothing but fools.” Why was

Dr. Weber raging? Dr. Goebbels had written:

“We should not complain too much about what

is happening nowadays. On the contrary, we
should be delighted. We are released from all

unnecessary things, the rubbish we had accumu-

lated in the past. Our burden is lightened, we
are freed from things which hindered us to fol-

low our Fiihrer’s advice with reliance, to march

without doubt towards victory and a brighter

future.”

Gradually the food situation worsened. People

complained rather openly about it. There was

some black market, but the prices were exorbi-

tant. I was eating with the Webers, but some-

how it was not enough for me. I felt hungry all

the time and once in a while tried to go to a
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restaurant. But since my ration card was held by

Mrs. Weber, I could get only watery vegetable

soup and a small piece of bread. Unexpectedly I

received a little help. A few blocks from the

Webers was a bakery. The owner’s son de-

veloped diphtheria. 1 treated him and the baker

was very happy when the son recovered. He
gave me a few rolls and told me not to hesitate

to ask him if I needed more. From then on, on

my rounds to the patients, I always had a couple

of rolls in my pocket and oh, what a help it was!

Only the fanatic Nazis still preached that Ger-

many was not going to lose the war; that the

enemies would never reach Berlin; that new wea-

pons would be used soon; and that victory was

just around the corner. Berliners in general did

not believe that. They were too sophisticated a

people. How could they believe it? The city was

demolished, and there was shortage of food, gaso-

line, clothing, etc. However, they hoped that the

Americans and English would not permit the

Russians to occupy Berlin.

The enemies were closing in from both sides.

Whoever could tried to get out of the city. Secret-

ly the Nazis did likewise. The Russians were

stopped temporarily at the river Oder. Whoever
could was fleeing before them. Roads from the

Russian front were filled with refugees, some of

them carrying bundles of their last belongings,

some pulling carts, some riding on bicycles, and

some in farm wagons pulled by horses. The
refugees brought with them information and

rumors about Russian behavior in occupied parts

of Germany. According to the rumors, they were

burning, looting, and raping and killing people

without any respect for the very old or children.

Some people refused to believe this, but those

who knew how the German SS units had treated

the Russian people, and particularly the parti-

sans, and what was going on in concentration

camps, could not help but believe that the Rus-

sians were now bent on revenge and that in gen-

eral the rumors were true. Little by little fear,

nervousness, depression and despair increased.

Many people tried to obtain poisonous drugs for

suicide, the most popular being cyanide, and

also barbiturates and morphine.

After the Russians crossed the Oder it became

clear that the city was doomed, but the Nazi

party and the government would not give in. To
the contrary, in this last hour, an order came to

build fortifications around Berlin, and it was also
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forbidden for anybody to leave the city. At the

same time, the Home Guard and Hitler Jugend

(youth) were mobilized, including ages from 15

to 65. They were supposed to dig trenches, build

tank obstacles and prepare for fighting. Now I

had an additional duty: to screen those who
thought they were not able to work or fight. I

knew how exhausted the Berliners were due to

constant unrest, shortage of food, and lack of

sleep. I was in sympathy with them, but Dr.

Weber warned me not to release too many be-

cause we might be accused of sabotage.

My wife sent a message to me that when the

Russian shells started to fall near Fiirstenberg,

she left the town and with much difficulty had

reached friends who lived in Thiiringen Wald
near Gotha. I was happy that they had escaped

alive, and I realized that if I ever hoped to get

out of Berlin I had to do it now. It was the end

of March, 1945. I decided to talk to Dr. Weber.

He understood my situation and how difficult it

was for my wife to take care of her parents and

two children alone. The few who could leave

Berlin had to have special permission, which in my
case, could come only from the Aerzte Kamera.

Dr. Weber helped me again. After a rather long

delay I finally received an order to report to the

Health Organization in Thiiringen to replace a

doctor in Kranichsfeld who was in the army. With-

out delay I packed my few belongings, said good-

bye to my host and took a train for Thiiringen.

The train was almost empty. With fear I waited

for the control of my permission to leave Berlin.

Two policemen scrutinized it rather carefully, and

only when they left did I notice how tense, stiff

and perspiring I was sitting there.

The train started to move and I suddenly

realized how lucky and happy I was in leaving

Berlin behind. The night was dark and so was

the train. After a couple of hours the train

stopped and we were advised to leave it in a

hurry. A faint roar of planes was heard, and be-

fore we could find a hiding place three roared

over the train without opening fire. Through the

thin spring fog we could hardly see them. The
fog possibly saved us. About noontime the next

day I reached Gotha which had been bombed on

the day before. Smoldering ruins were still

around. After a few more hours in a small train

I reached Tabars-Kabars, a small resort in a

valley. It was a happy family reunion indeed.

After several days I went to Kranichsfeld, my real

destination, where a surprise awaited me. The

doctor who I was to replace had returned home
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from the army because of sickness, and I was not

needed. Taking into account the situation I de-

cided for the time being not to look for a job.

It was the beginning of April, the weather was

nice and the early spring had come, but the

shortage of food was very pressing and we all

were losing weight and strength. I was so weak

it was difficult for me to get up from a sitting

position or climb a small hill. From what we
heard, we expected the end of the war any day.

It was the beginning of May when the Ameri-

cans reached Tabars-Kabars and we finally heard

that the war was over, and with it also our worst

difficulty. The International Refugee Organiza-

tion (IRO) established a refugee camp in Gotha,

and a hospital was organized where I was ac-

cepted as a physician. A few weeks later we

heard that Thiiringen would be turned over to the

Russians and that the refugee camp would be

transferred to Bavaria, so my family joined the

camp hastily and we all went with it to Wild-

flecken in northern Bavaria.

Now we started a new era, which lasted for

about five years. The IRO supplied the refugees

with all necessities—food, clothes, and shelter.

Refugee camps were scattered all over West

Germany. We spent the five years in Wurzburg,

Bavaria, in the American Zone. Under the guid-

ance of IRO the refugees tried to organize their

life in the camp to be as tolerable and meaning-

ful as possible. Schools, hospitals, recreation

facilities and vocational rehabilitation, as well as

language courses, were established. Since both

my wife and I were physicians, specialists in

surgery and pediatrics, we worked in the hospital

for almost all the five years.

In 1949, the refugees began to emigrate to dif-

ferent countries which were willing to accept

them. In August, 1949, a U.S. Navy officer

visited the refugee camps to hire physicians to

work on Guam, and among other physicians he

also interviewed my wife and me. He was de-

lighted to have two specialists in a family and in

spite of our poor English he accepted us. It

took quite a time before we got on a ship to the

United States, but we finally disembarked in

New Orleans on Jan. 29, 1950.

It was early morning; the banks of the Mis-

sissippi river were flooded by muddy spring wat-

ers, and the strong current carried trunks of

trees, old boards, parts of broken houses and

other trash. Now we were in the new world of

which we had heard but had never seen. From

the ship we were led to the railroad station where

a few ladies, representatives of the Church World
Service, met us. They were kind and helpful,

served us doughnuts with coffee, and gave each

of us a few dollars for spending on the train.

We had some time to look around, because the

train for San Francisco, our destination, was not

to leave until several hours later. For the first

time we saw real black people, who we had seen

only in pictures but never alive. We learned to

our surprise that the white and black people were

separated; they had separate waiting rooms, rest

rooms and drinking fountains. The church ladies

advised us not to mingle with the black people.

Finally, we could enter the train, the car for

the white people. During the trip through Texas,

New Mexico, Arizona and California, we had
the opportunity to observe the interesting and

characteristic scenery of the southern United

States. What we had heard about Texas was
true. It was a vast country indeed. Hour after

hour the train rolled forward, but we were still in

Texas. On the menu card in the diner someone
had written; “The sun has risen, the sun has set,

but here we are in Texas yet.”

After two days, and rather late, we reached San

Francisco. The representative of our sponsor, the

First Congregational Church of Redwood City,

was waiting for us. After a short trip by car, we
finally reached our temporary home in Redwood
City, where a pleasant surprise awaited us. The
members of the church had prepared a small

three-room apartment complete with everything

for living: the beds were made, clothes and linen

were in the closets, the refrigerator was full of

food, and even the table was set for dinner. After

five years we finally felt at home again.

To continue our trip to Guam we had to wait

for the arrival of a few more doctors. We liked

it, because it gave us the opportunity to rest and

relax from the endless tribulation of the past.

Redwood City was a nice place to live, and we
would not have minded staying there. It was the

beginning of February, but there were already

signs of early spring. The air was cool but not

cold and many flowers had started to blos-

som. The mornings often were foggy, but by ten

o’clock the sun began to shine. Over the main

street, El-Camino Real, was a sign, “Climate best

by government test.”

Now the most important thing for me was to

find work to support the family. To get some-

thing along medical lines was impossible, since I

did not have a license. The church members

helped again. They found a position for me as a
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painter in a nearby Junior College in Menlo Park.

1 earned $60 a week. It is unbelievable now, but

at that time with $60 we made ends meet for

the whole family. TTie painting was not com-

pletely strange to me, but here the job was a

little tricky. We had to paint the building of a

gymnasium from outside, hanging precariously

on a rickety scaffold. At the beginning 1 was

quite scared, but gradually I became used to the

unpleasant situation. My foreman was a small,

old German who had painted at a college for

many years. He was a nice man with philo-

sophical inclination, and we became friends im-

mediately. As his English was poor and so was

mine, we conversed in German. He told me;

“Don’t worry, let’s take it easy. God almighty

has time enough. If somebody catches you idling,

just say, ‘I am waiting for the boss.’
”

At the end of April the other doctors arrived,

and from then on the U.S. Navy was our sponsor.

We packed our belongings in a hurry, left beauti-

ful Redwood City and its friendly people and

embarked on the Navy ship. General Butler.

The voyage over the Pacific Ocean was calm

and pleasant and life on the ship was very com-

fortable. For two days the ship stopped at

Hawaii and we took the opportunity to visit

beautiful Oahu Island. We reached Guam on

May 27. The voyage had lasted 17 days and we

had covered about 5,000 miles.

Guam is a relatively small island, with a popu-

lation of 80,000. The climate is hot and ex-

tremely humid. Most of the Guamanians are

Catholics who strictly observe the religious rules.

Birth control of any kind is unknown and the

number of deliveries and children is very high,

up to 15 in a family. The Guamanians are very

poor people, hygiene is bad and the mortality rate

high, especially among the children. The worst

health problems and causes of death were tuber-

culosis, enterocolitis, dehydration, malnutrition,

and different intestinal parasites.

The Guamanians accepted us with gratitude

and sincerity. We were often invited to their

family celebrations and fiestas in the villages. The

climate was our worst enemy. We were constant-

ly exhausted and wet with perspiration. In the

whole hospital there was only one air-conditioned

place, the operating room.

The three years of our contract passed quick-

ly. The hard work and especially the hot climate

influenced our decision to leave the beautiful

island and its friendly people, so that in Septem-

ber, 1953, we returned to the United States. I

found a position at Central State Psychiatric Hos-

pital in Nashville, where I have worked constantly

for 25 years. r ^
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Oncology Grand Rounds

The Clinical Pharmacology and Use of Antineoplastic Drugs

F. ANTHONY GRECO, M.D., and KENNETH R. HANDE, M.D.

Over the past three decades new drugs and

combinations of drugs have been developed which

are effective in the management of many different

types of cancer. The successful clinical use of all

drugs, including antineoplastic agents, is based

upon an understanding of the pharmacology,

which includes absorption, distribution, metabo-

lism, excretion, and the concentration of the drug

at the active site or receptor site.^'^ Most anti-

cancer drugs have a very narrow therapeutic in-

dex, in comparison to other commonly used drugs

in medical practice; therefore, thorough know-

ledge and skill on the part of the physician is re-

quired to safely and effectively use many cancer

chemotherapeutic agents. Knowledge of the bio-

logic effects of these drugs in the host and an

understanding of the pharmacologic aspects of

their use are essential in dealing with this group

of agents. This review will deal with the more

commonly used antineoplastic drugs, emphasis

being placed on their clinical use in cancer ther-

apy.

The commercially available cancer chemo-

therapeutic drugs are often grouped in broad

categories corresponding to their proposed mech-

anism of action, their source, or variety of the

compound. One classification grouping is as fol-

lows: alkylating agents, antimetabolites, natural

products, other synthetic agents, and hormones.^

A listing of commercially available drugs with

the primary acute and delayed side effects and

toxicity, and a few precautions is outlined in

Appendix A.

Alkylating Agents

Several alkylating agents have been developed

for the treatment of various neoplastic diseases

since nitrogen mustard was first used in the early

1940s in patients with lymphomas. Alkylating

agents cross-link DNA and prevent DNA repli-

cation. Only recently has the clinical pharma-

From the Division of Oncology, Vanderbilt Univer-

sity Hospital, Nashville, TN 37232.

cology of several of the alkylating agents been

better understood. Cyclophosphamide is the most

commonly used in man. It was developed in an

effort to achieve greater drug selectivity for tumor

tissue by modifying the structure of nitrogen

mustard with a cyclic phosphamide group. Al-

though it was initially felt that cleavage of the

phosphamide ring would occur to a greater extent

in the tumor as compared to normal tissue, since

tumor tissue has higher levels of activating

enzymes than normal tissue, this does not account

for the activity and clinical effectiveness of cy-

clophosphamide. The metabolism of cyclophos-

phamide to active metabolites is a function of

the liver microsomal P-450 oxidase system.®

The active cytotoxic metabolites are phosphamide

mustard and acrolein. Further metabolism is fol-

lowed by urinary excretion of a portion of metab-

olites which are probably responsible for hemor-

rhagic cystitis occasionally observed in man.

Cyclophosphamide is therefore inactive prior to

metabolism in the liver.

The parent drug can be given orally or intra-

venously. It does not bind to plasma proteins,

and considerable renal tubular reabsorption oc-

curs. The plasma half-life of cyclophosphamide

is in the range of four to seven hours. Once

metabolized, the active metabolites are largely

bound to plasma proteins. Phenobarbitol pre-

treatment of patients increases the rate of metab-

olism, but does not affect the total amount of

active metabolites formed. The primary route of

excretion is by the kidneys. Cyclophosphamide

exerts more selective action in rapidly dividing

cells, such as certain tumors, gastrointestinal

mucosa, bone marrow, and hair root. Bone mar-

row suppression represents the dose-limiting

toxicity at seven to ten days with complete re-

covery usually by day 21 after an intermittent

high dose.

Cyclophosphamide or alternative alkylating

agents are useful as single agents or in com-

bination chemotherapy in patients with chronic

lymphocytic leukemia, multiple myeloma, Hodg-
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kin’s disease, non-Hodgkin’s lymphoma, Burkitt’s

lymphoma, Ewing’s sarcoma, retinoblastoma,

neuroblastoma, breast carcinoma and small cell

(oat cell) carcinoma of the lung. Cyclophospha-

mide has also been utilized as an immunosup-

pressive agent for patients with organ transplants

and for treatment of other non-neoplastic condi-

tions such as Wegener’s granulomatosis, rheuma-

toid arthritis and the nephrotic syndrome. The

toxicities of cyclophosphamide are listed in Ap-

pendix A. Although cyclophosphamide has been

considered as a prototype alkylating agent, there

are several other alkylating agents which differ in

their clinical pharmacology as well as their clini-

cal utility, including the nitrosoureas (CCNU,
BCNU, methyl-CCNU, streptozocin), imidazole

carboxamide (DTIC), cis-platinum, bisulfan,

chlorambucil, nitrogen mustard, melphalan, and

thiotepa (Appendixes A and B).

Natural Products

Antibiotics:

A group of important antibiotics have been

introduced during the past several years, the most

important of which have been doxorubicin

(Adriamycin), daunomycin and bleomycin. The

first two are anthracyclines, which are fermenta-

tion products of the microorganism Streptomyces.

The structure of doxorubicin and daunomycin dif-

fer only slightly. The clinical use of daunomycin

has been primarily in the acute leukemias, where-

as doxorubicin has proven effective in a large

range of human tumors including lymphomas,

soft tissue sarcomas, breast carcinoma and small

cell lung cancer (Appendix C).

The antineoplastic action of the anthracycline

antibiotics is probably secondary to inhibition of

DNA synthesis following intercalation of these

compounds into the DNA helix, as these drugs

appear to be maximally effective during the

DNA synthesis phase of the cell cycle. The dis-

position and metabolism of doxorubicin is still

under study. Both doxorubicin and daunomycin

are extensively metabolized by the hepatic enzyme

system. Several metabolites are formed, some

of which are excreted in the urine, but only about

10% of the total administered doxorubicin is

eventually excreted in the urine. Although most

drug excretion is via the biliary tract, the final

pathway has not been absolutely identified. Be-

cause changes in hepatic function, particularly

biliary obstruction, may result in delayed excre-

tion, higher blood levels, and therefore increased

toxicity,^ the dose of doxorubicin or daunomycin
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should probably be decreased by 50% when the

bilirubin concentration is between 1, 2-3.0 mg/dl,

and reduced by 75% when the values are over

3 mg/dl. Abnormalities in renal function do not

affect metabolism and excretion of doxorubicin

or daunomycin.

The long-term use of the anthracycline anti-

biotics is hindered by the development of conges-

tive heart failure. The mechanism of develop-

ment is poorly understood although the path-

ology has been adequately observed and defined.

Because approximately 30% of patients will ul-

timately develop cardiomyopathy and congestive

heart failure after a total dose 550 mg/sq m of

doxorubicin, the most effective and reliable way
to avoid doxorubicin cardiomyopathy is to

limit the cumulative dose of drug to 550 mg/sq
m. Doxorubicin cardiomyopathy may occur at

lower cumulative drug dose (400 to 450 mg/
sq m) in patients receiving concomitant cyclo-

phosphamide therapy or radiation to the medias-

tinum if it includes portions of the heart.

Several attempts have been made to prevent

cardiotoxicity, one of them low-dose weekly

doxorubicin administration. Very high cumula-

tive doses have been given without noticeable

cardiotoxicity in patients receiving doses of 20 to

30 mg/sq m per week for long periods of time.

The explanation for the apparent schedule de-

pendency of the cardiotoxicity is unknown. Oc-

casionally clinical circumstances warrant pushing

the total dose of doxorubicin beyond 550 mg/
sq m because of good antitumor response and

lack of other effective agents. It is very im-

portant in this circumstance to recognize early

congestive failure due to doxorubicin since it is

then treatable and reversible with standard meas-

ures. However, once florid heart failure occurs,

the response to digitalis and diuretics is frequently

less dramatic and often disappointing. Although

several noninvasive methods to evaluate left ven-

tricular function can be used in patients receiving

doxorubicin, none has proven absolutely effective

in predicting cardiac toxicity with congestive

heart failure. They are useful, however, in helping

detect early congestive heart failure in time to

stop doxorubicin and treat heart failure.

An additional clinical problem with doxorubicin

has been enhanced radiation toxicity^ as was noted

for the antibiotic actinomycin-D several years

ago. It is manifested by a flaring of symptoms at

the sites of prior radiation exposure which may

significantly damage certain tissues, particularly

the esophagus and skin. These tissues would not
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be expected to be damaged as much by the same

dose of radiotherapy given alone. This enhanced

toxicity should be expected in patients receiving

combined doxorubicin and radiation, but since

there is also evidence for enhanced antineoplastic

activity, these effects must be balanced when
making the decision to use combined radio-

therapy and doxorubicin.

Vinca Alkaloids:

The vinca alkaloids are derived from the peri-

winkle plant, a species of myrtle. Two useful

derivatives, vinblastine and vincristine, have been

used for several years in the treatment of leu-

kemias, lymphomas, and now several solid tumors

(Appendix C). Like doxorubicin and daunomy-

cin, the structural differences between the two are

small, but there are major differences in toxicity

and therapeutic activity of vincristine and vinblas-

tine. The vinca alkaloids are cell cycle specific

drugs which appear to block mitosis with meta-

phase arrest® by binding to microtubules, thereby

impairing the formation of a functional mitotic

spindle. Both drugs are partially metabolized by

the liver and excreted via the biliary route, fn

the presence of liver function abnormalities, par-

ticularly elevations in bilirubin, the dose of vinca

alkaloids should be reduced to prevent excessive

toxicity. Both are given intravenously because

oral absorption has been shown to be incomplete

and erratic. The dose-limiting toxicity of vin-

blastine is leukopenia with a WBC nadir occur-

ring at four to seven days. Thrombocytopenia

and anemia can also occur but are less severe;

gastrointestinal disturbances such as nausea

and vomiting are common and diarrhea and

stomatitis frequently occur. Only rarely are

neurologic problems such as paresthesia and loss

of deep tendon reflexes encountered.

Although vincristine varies in structure only

slightly, it has significant neurotoxicity associated

with prolonged use or higher doses, and its dose-

limiting toxicity is neurotoxicity consisting of

paresthesia, loss of deep tendon reflexes, peri-

pheral neuropathy, foot drop, abdominal pain,

hoarseness, ptosis, constipation and double vision.

Myelosuppression is much less common than with

vinblastine and is usually not a major clinical

problem. The vinca alkaloids also vary in their

clinical usefulness, vinblastine being used pri-

marily in combination chemotherapy of testicular

carcinoma, and vincristine used in combination

chemotherapy for the treatment of a variety of

hematologic malignancies such as acute lym-

phoblastic leukemia and Hodgkin’s disease, and

in several solid tumors such as small cell (oat

cell) carcinoma of the lung, soft tissue sarcomas,

and neuroblastoma.

Antimetabolites

The antimetabolites are a class of antineo-

plastic agents characterized by their ability to in-

hibit a metabolic pathway necessary for the

synthesis of a compound essential for cell growth.

This group includes a number of useful drugs

which are listed in Appendix A. Methotrexate and
fluorouracil are the oldest and best known, and
methotrexate will be discussed as an example of

an antimetabolite.

Methotrexate is a folate antagonist which was
one of the first useful drugs for the treatment of

acute childhood leukemia. Over the past few

years it has been used for a variety of neoplastic

diseases such as choriocarcinoma, head and neck

cancer, carcinoma of the breast, and small cell

(oat cell) carcinoma of the lung. Knowledge of

the mechanism of action and clinical pharma-
cology of methotrexate has been worked out in

some detail over the past several years. ^ It exerts

its cytotoxic activity by binding to the enzyme
dihydrofolate reductase, depleting the pool of re-

duced folates required for the synthesis of thy-

midine and purines necessary for DNA synthesis.

The cytotoxicity of methotrexate is influenced by

the duration of exposure of sensitive cells to the

drug and by the drug concentration. Plasma

pharmacokinetics have been well defined; there is

an initial rapid distribution in the total body water

followed by rapid disappearance from plasma

with a half-time of two to three hours. A second

half-life of roughly ten hours is dependent upon
renal excretion, the prime factor in elimination

of the drug. Although methotrexate was felt at

one time to be excreted as intact unchanged

drug by the kidneys, it is now known that to

some extent metabolites are formed, none of them

active in inhibiting dihydrofolate reductase.

Delayed excretion of methotrexate from the

body is associated with a high risk of severe

myelosuppression, which in some patients can be

attributed to large pleural effusions or ascites

which will act as a depot for later drug release.

In other patients decreased glomerular filtration

rate will alter and delay the rate of renal excre-

tion. The value of monitoring serum metho-

trexate levels to predict delayed excretion and

toxicity has been established.

The cytotoxicity of methotrexate can be re-

versed by citrovorum factor (leucovorin), which
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is readily converted to tetranydrofolate, by passing

the block in folate reduction induced by metho-

trexate inhibition of dihydrofolate reductase. As

the acute toxicity of methotrexate can be partially

reversed by citrovorum factor, it has been used as

a “rescue” from massive doses of methotrexate

given experimentally in hopes of improving the

therapeutic index of methotrexate. There is some

evidence that the tumor is not rescued from the

drug to the degree that the normal tissues are.

An additional theoretical reason for the use of

higher dose methotrexate followed by leucovorin

rescue is that massive doses of methotrexate can

enter the cell by passive diffusion whereas with

standard doses active transport is required for

methotrexate to cross the cell membrane. There-

fore, higher intracellular concentrations of meth-

otrexate may be achieved by the high-dose in-

fusion. High-dose methotrexate with leucovorin

rescue is presently an experimental technique and

is not without potentially severe consequences.

Appropriate precautions must be taken to insure

prompt drug excretion and effective rescue, in-

cluding high urine outputs, urinary alkylization

and pharmacologic monitoring of serum metho-

trexate levels to determine if leucovorin should

be continued or increased.

Investigational Drugs

A few of the investigational drugs studied in

the past few years have shown marked clinical

activity and should be released for general use in

the near future. Several of the commercially

available drugs such as doxorubicin and bleo-

mycin were in this group of investigational drugs

just a few years ago. One of the compounds

listed in Appendix B (cis-platinum) will become

commercially available in early 1979. A few of

these investigational drugs are at present very

useful, as can be appreciated by reviewing Ap-

pendix C.

Cis-( II) platinum diaminedichloride (cis-

platinum) is an inorganic compound in wide use

in clinical cancer therapy. Rosenberg and his col-

leagues^® in 1965 serendipitously observed de-

creased cellular division of bacteria when an

electric current was applied to the growth media.

Platinum from the electrodes in this system had

combined with chemical species in the media to

produce substances that caused the changes in the

bacteria. By further investigation cis-platinum

was isolated and found to be therapeutically use-

ful in several neoplastic diseases (bladder, head

and neck, testicular, ovarian, osteogenic sarcoma
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and several pediatric malignancies). The mecha-

nism of action of cis-platinum is related to the

inhibition of DNA synthesis.

Although its precise mechanism of cytotoxicity

is unknown, cis-platinum appears to act at least

partially as an alkylating agent by cross-hnking

DNA. Since cis-platinum is an inorganic com-
pound the study of its disposition and excretion

has been very difficult. The initial excretion of

the drug is apparently quite rapid, 30% of the

drug being excreted in the first 24 hours, but

approximately half of the administered drug was
retained for five days. The primary route of

excretion is by the kidneys, and the dose-limiting

toxicity of cis-platinum in man is nephrotoxicity.

Early in the development of cis-platinum it was
felt this would prevent the drug’s usefulness as a

significant antineoplastic agent. The discovery

that vigorous hydration can decrease the neph-

rotoxicity associated with cis-platinum and its

lack of significant myelotoxicity, as well as its

very striking antineoplastic activity, particularly

in testicular tumors, ovarian carcinoma, and head

and neck tumors led to a revived interest in this

drug. Other toxicities include rather severe nau-

sea and vomiting often resistant to antiemetics,

and high-frequency hearing loss due to loss of

hair in the organ of Corti. Another recently

recognized adverse reaction is an increased dan-

ger of renal damage when cis-platinum is given in

association with aminoglycoside antibiotics. These

two drugs have often been given in proximity to

one another because of the risks of sepsis in

patients being treated aggressively with various

combinations of drugs.

Cis-platinum has found its major role in the

treatment of advanced nonseminomatous testi-

cular carcinoma where in combination with vin-

blastine and bleomycin it has produced long

disease-free intervals and even likely cures in a

majority of patients. It is also useful in com-

bination chemotherapy in ovarian carcinoma and

head and neck cancer.

Summary
We have outlined in Appendix A the com-

mercially available antineoplastic drugs, with a

brief list of the acute and delayed toxicity and

some precautions with their use. A prototype

drug from each group of the alkylating agents,

natural products and antimetabolites was pre-

sented in more detail. In addition, some poten-

tially useful investigational drugs (Appendix B)
which are not yet commercially available were
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outlined and cis-platinum was discussed in some
detail. Lastly, the standard therapy of several

advanced human malignancies was listed (Appen-
dix C) and alternative or secondary drugs were
also included. We emphasize that the use of

antineoplastic agents requires considerable skill,

understanding of the toxicology and clinical phar-

macology of these drugs, and appreciation of the

very narrow therapeutic index. Most physicians

who take an active interest in learning the basic

aspects of these drugs can administer them in

cooperation with a specialist who has experience

in their use in neoplastic diseases. Although the

degree of clinical benefit in the several malignan-
cies as listed in Appendix C was not discussed,

selected patients with advanced malignancies are

currently being cured by antineoplastic drugs. A
larger group of patients are being palliated ef-

fectively and their useful life prolonged. A group
of patients remain which have not responded
favorably to any of the known antineoplastic

agents. Therefore, major efforts to develop new

drugs, as well as basic research into the biology

of the many neoplastic diseases, is necessary.
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APPENDIX A

ANTINEOPLASTIC DRUGS COMMERCIALLY AVAILABLE*

Drug

Alkylating Agents

Cyclophosphamide

Nitrogen Mustard

Chlorambucil

Busulfan

Melphalan

Thiotepa

Acute Toxicity

Nausea and vomiting

Severe nausea and
vomiting; local reac-

tion and phlebitis

Nausea and vomiting;

diarrhea

Mild nausea

Nausea and vomiting;

local pain

Delayed Toxicity

Bone marrow depression;

alopecia; hemorrhagic

cystitis; sterility

(may be temporary); pul-

monary fibrosis; hyper-

pigmentation

Bone marrow depression;

alopecia; diarrhea;

severe oral ulcers

Bone marrow depression

Bone marrow depression;

pulmonary fibrosis; hyper-

pigmentation of the skin;

alopecia; gynecomastia;

sterility; skin rash;

azoospermia

Bone marrow depression

(especially platelets);

possible pulmonary

fibrosis

Bone marrow depression;

alopecia

Some Precautions

Maintain adequate fluid

intake to avoid cystitis

Unstable (use immediately

after reconstitution);

strong local irritant; ad-

minister through a running

IV; protect eyes and skin of

person administering the

drug

* Modified from Abramowicz*
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Appendix A (cont’d)

ANTINEOPLASTIC DRUGS COMMERCIALLY AVAILABLE

Drug Acute Toxicity Delayed Toxicity Some Precautions

Antimetabolites

Methotrexate Nausea and vomiting;

diarrhea

Oral and gastrointestinal

ulceration; bone marrow
depression; hepatic

toxicity including cirrhosis;

renal toxicity; pulmonary

infiltrates; osteoporosis

Normal renal function must

be present and urine output

must be maintained; some
drugs (probenecid, salicy-

lates) may interfere with

renal tubular secretion of

methotrexate

Fluorouracil Nausea and vomiting;

diarrhea

Oral and gastrointestinal

ulceration; stomatitis;

bone marrow depression;

neurological defects,

usually cerebellar;

pigmentation; alopecia;

dermatitis

Decrease dose in patients

with impaired hepatic

function

Cytosine arabinoside Nausea and vomiting;

diarrhea

Bone marrow depression;

megaloblastosis; oral

ulceration; hepatic damage

Use with special caution

in hepatic disease

Mercaptopurine Nausea and vomiting Bone marrow depression;

hepatic damage; oral

ulcers

Since allopurinol potenti-

ates mercaptopurine, if it

is given to prevent hyper-

uricemia, dosage of

mercaptopurine should be

reduced to no more than

one third of usual dose

Thioguanine Occasional nausea and

vomiting

Bone marrow depression Use lower dose in patients

with impaired renal or

hepatic function

Natural Products

Doxorubicin Nausea and vomiting; red

urine (not hematuria); se-

vere local tissue damage at

infiltration site

Bone marrow depression;

cardiotoxicity (may be

irreversible); alopecia;

stomatitis; hepatic damage;

cutaneous toxicity;

renal damage

Administer through running

IV infusion; special cau-

tion in patients with heart

disease; reduce dose if

hepatic function is im-

paired; do not exceed total

dosage of 550 mg/sq m

Vinblastine Nausea and vomiting; local

reaction and phlebitis if

extravasation

Bone marrow depression;

alopecia; stomatitis;

loss of deep tendon

reflexes; jaw pain;

paralytic ileus

Administer through a

running IV infusion or

inject with great care to

prevent extravasation

Vincristine Local reaction if extravasa-

tion

Peripheral neuropathy;

neuritic pain; alopecia;

bone marrow depression

(leukopenia); constipation

leading to paralytic ileus

Administer through a run-

ning IV infusion or inject

with great care to prevent

extravasation; omit or

decrease dose if reflexes

diminish or paresthesias

appear; patients with

underlying neurologic

problems may be more
susceptible to

neurotoxicity; hyperurice-

mia can be treated with

allopurinol; prophylactic

cathartics may be

helpful
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Appendix A (cont’d)

ANTINEOPLASTIC DRUGS COMMERCIALLY AVAILABLE

Drug Acute Toxicity Delayed Toxicity Some Precautions

Bleomycin Nausea and vomiting; fever;

anaphylaxis in lymphoma
patients

Pneumonitis and pulmonary

fibrosis; cutaneous

reactions; stomatitis;

alopecia

Anaphylactic or hypotensive

reactions may occur after

the first dose in patients

with lymphoma—two 2-

unit test doses are recom-

mended; use with extreme

caution in renal or

pulmonary disease; do not

exceed total dosage

of 400 units

Asparaginase Nausea; fever; hypersensi-

tivity; possible anaphylaxis;

abdominal pain; coagulation

defects; renal damage; hep-

atic damage

CNS depression or

hyperexcitability;

pancreatitis; hyper-

glycemia leading to

coma

Epinephrine should be

available; give only in

combination with other

chemotherapeutic agents;

do not include in main-

tenance schedules; IV

administration with vin-

cristine and prednisolone

may be associated with

increased toxicity; serum

amylase and blood sugar

levels should be monitored

during therapy; desensi-

tization may be required

Mitomycin Nausea and vomiting; lo-

cal reaction if extravasation

Bone marrow depression

(cumulative); stomatitis;

renal toxicity; alopecia

Administer through a run-

ning IV infusion (acts as

alkylating agent)

Dactinomycin Nausea and vomiting; diar-

rhea; local reaction and

phlebitis

Stomatitis; oral ulceration;

alopecia; folliculitis; bone

marrow depression

Administer through a run-

ning IV infusion; use with

special caution in

hepatic disease

Other Synthetic Agents

Carmustine (BCNU) Nausea and vomiting; local

phlebitis

Delayed leukopenia

and thrombocytopenia

(may be prolonged)

blow infusion rate to

prevent local pain

Dacarbazine (DTIC)

Lomustine (CCNU)

Severe nausea and vomiting

Nausea and vomiting

Bone marrow depression;

flu-like syndrome;

alopecia; renal impair-

ment; transient elevation

of liver enzymes

Delayed (4 to 6 weeks)

leukopenia and thrombo-

cytopenia (may be pro-

longed); stomatitis;

alopecia

Unstable; should be

protected from light

Hydroxyurea Mild nausea and

vomiting

Bone marrow depression;

hyperkeratosis and
hyperpigmentation;

stomatitis

Decrease dose in patients

with renal dysfunction

Mitotane Nausea and vomiting; CNS depression; dermatitis; Decrease dose in patients

(0,P’-DDD) diarrhea visual disturbances;

adrenal insufficiency

with hepatic disease

Procarbazine Nausea and vomiting;

CNS depression

Bone marrow depression;

stomatitis; dermatitis;

peripheral neuropathy

Decrease dose in patients

with hepatic or renal

dysfunction; synergism with

CNS depressants (pheno-

thiazines, barbiturates)
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Appendix A (confd)

ANTINEOPLASTIC DRUGS COMMERCIALLY AVAILABLE

Drug Acute Toxicity Delayed Toxicity Some Precautions

may occur as well as Anta-

buse-like reaction with

ethanol; acts as MAO in-

hibitor—sympathomimetic

drugs and foods with high

tyramine content should be

avoided.

Hormones

Diethylstilbestrol Nausea and vomiting;

cramps
Fluid retention;

hypercalcemia; feminiza-

tion; uterine bleeding; if

given during pregnancy,

may cause vaginal

carcinoma in offspring;

increased frequency of

vascular accidents

Use low doses in patients

with prostate cancer; do
not use in premenopausal
breast cancer patients;

serum calcium can rise

rapidly in breast cancer

patients shortly after

therapy is started,

especially with bone
disease

Fluoxymesterone Fluid retention;

masculinization;

cholestatic jaundice;

hypercalcemia; painful

hypertrophy of clitoris;

hirsutism

Contraindicated in patients

with prostate cancer;

immobilized patients are

especially likely to develop

hypercalcemia; use with

care in patients with

cardiac, hepatic or •'enal

disease

Hydroxyproges-
terone caproate

Local abscess; pain Hypercalcemia;

cholestatic jaundice

Contraindicated in patients

with impaired hepatic

function, breast cancer

Medroxyproges-

terone acetate

Orally—nausea (rare);

IM—local pain, abscess

at site of injection

Fluid retention; hyper-

calcemia

Use with care in hepatic

dysfunction

Megestrol acetate None reported

Prednisone Hyperadrenocorticism;

mental abberrations;

gastric ulcers

Tamoxifen citrate Nausea and vomiting;

hot flashes

Vaginal bleeding and

discharge; rash; increased

bone or tumor pain

Testolactone Hypercalcemia Immobilized patients are

especially likely to develop

hypercalcemia

APPENDIX B

SELECTED INVESTIGATIONAL DRUGS*

Drug

Cis-platinum

Acute Toxicity

Severe nausea and

vomiting

* Modified from Abramowicz^

Delayed Toxicity

Bone marrow depression;

renal damage; ototoxicity

Some Precautions

Maintain adequate fluid

intake; use lower dose in

patients with impaired

renal function; do not

repeat until recovery of

baseline renal function

30 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Appendix B (cont’d)

SELECTED INVESTIGATIONAL DRUGS

Drug Acute Toxicity Delayed Toxicity Some Precautions

Daunomycin Nausea and vomiting;

fever; red urine

(not hematuria)

Bone marrow depression;

cardiotoxicity; alopecia

Administer through a

running IV infusion; avoid

giving to patients with

heart disease

Hexamethylmelamine Nausea and vomiting Bone marrow depression;

CNS depression; peripheral

Semustine
(Methyl-CCNU)

Nausea and vomiting Delayed leukopenia and

thrombocytopenia (may be

prolonged)

Streptozocin Nausea and vomiting;

local pain; chills

Renal damage

VP-16213 Nausea and vomiting Bone marrow depression;

alopecia

Infuse over more than 30

minutes to avoid fall in

blood pressure

5-Azacytidine Nausea and vomiting;

diarrhea; fever

Leukopenia (may be pro-

longed); thrombocytopenia;

hepatic damage unrelated

to dosage

Change infusion solution

every 3 to 4 hours to

avoid loss of potency

APPENDIX C

COMMONLY USED DRUGS FOR TREATMENT OF NEOPLASTIC DISEASES*

Cancer Type Drugs Currently Preferred

Alternative

or Secondary Drugs
Other Drugs
with Reported Activity

Acute lymphocytic

leukemia

Induction: vincristine +
prednisone

Daunorubicin

Doxorubicin

Thioguanine

Phophylaxis of CNS disease

with intrathecal methotrex-

ate and/or radiotherapy

Maintenance: combination

chemotherapy with metho-

trexate + mercaptopurine,

or other combinations

Asparaginase

Cyclophosphamide

Cytarabine

Acute granulocytic,

myelomonocytic or

monocytic leukemia

Doxorubicin or daunorubi-

cin + cytarabine

or

Cytarabine + thioguanine

or

Cytarabine -f vincristine

prednisone

5-Azacytidine

Mercaptopurine

VP-16213

Chronic granulocytic

leukemia

Busulfan Dibromomannitol

Hydroxyurea

Mercaptopurine

Thioguanine

Melphalan

Chronic lymphocytic

leukemia

Chlorambucil or cyclophos-

phamide
Prednisone

Multiple myeloma Melphalan or cyclophospha-

mide + prednisone

Carmustine Doxorubicin

Chlorambucil

Hodgkin’s disease MOPP (mechlorethamine,

vincristine, procarbazine,

prednisone

Doxorubicin -f bleomycin

+ vinblastine + dacarba-

zine

Lomustine

Carmustine

Chlorambucil

Thiotepa

Hexamethylmelamine
VM-26
Streptozocin

* Modified from Abramowicz^
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Appendix C (cont’d)

COMMONLY USED DRUGS FOR TREATMENT OF NEOPLASTIC DISEASES

Cancer Type

Non-Hodgkin’s lymphomas

Burkitt’s tumor

Mycosis fungoides

Wilms’ tumor

Ewing’s sarcoma

Embryonal rhabdomy-
osarcoma

Retinoblastoma

Neuroblastoma

Osteogenic sarcoma

Adrenocortical carcinoma

Bladder

Brain neoplasms, primary

Breast

Drugs Currently Preferred

Cyclophosphamide + vin-

cristine + prednisone

or

Cyclophosphamide + doxo-

rubicin + vincristine

f prednisone

or

Bleomycin + doxorubicin

-h cyclophosphamide

+ vincristine + prednisone

or

Cyclophosphamide + vin-

cristine + methotrexate

-r cytarabine

Cyclophosphamide

Methotrexate

Dactinomycin + vincristine

Doxorubicin or cyclo-

phosphamide or

dactinomycin or vincristine

Doxorubicin or cyclophos-

phamide or dactinomycin

or vincristine

Cyclophosphamide

Cyclophosphamide or

vincristine

Doxorubicin and/or high-

dose methotrexate + leu-

covorin rescue

Mitotane

Cis-platinum and doxoru-

bicin; Thiotepa bladder

instillation where indicated

Carmustine or lomustine

Hormones: diethylstilbes-

trol, testolactone,

tamoxifen, megestrol

or

(depending on meno-
pausal status and tumor

hormone receptor studies)

Cyclophosphamide -
1
- meth-

otrexate + fluorouracil -f

prednisone

or

Doxorubicin + cyclophos-

phamide

Alternative

or Secondary Drugs

Doxorubicin + bleomycin

+ prednisone

Carmustine

Mechlorethamine

Doxorubicin

Doxorubicin

Mitomycin

Fluorouracil

Procarbazine

Dependent upon response

to initial treatment and
location of recurrent

disease

Other Drugs
with Reported Activity

Lomustine

Carmustine

Cytarabine

Hexamethylmelamine
Chlorambucil

VM-26

Methotrexate

Ifosfamide

Vinblastine

Cyclophosphamide

Doxorubicin

Thiotepa

Methotrexate

Daunorubicin

Dacarbazine

Vinblastine

Prednisone

Melphalan

Mitomycin

Cis-platinum

Cyclophosphamide

Semustine
Mithramycin

Ethinyl estradiol

Fluoxymesterone
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Appendix C (cont’d)

COMMONLY USED DRUGS FOR TREATMENT OF NEOPLASTIC DISEASES

Cancer Type

Bronchogenic

carcinoma:

Small cell or

“oat cell”

Drugs Currently Preferred

Doxorubicin + cyclophos-

phamide + vincristine

or

Cyclophosphamide +
lomustine + methotrexate

Alternative

or Secondary Drugs

VP-16213

Other Drugs
with Reported Activity

Procarbazine

Hexamethylmelamine

Squamous cell,

large cell anaplastic,

and adenocarcinoma

Doxorubicin or cyclophos-

phamide or methotrexate

Hexamethylmelamine
Lomustine

Mechlorethamine

Cervix, squamous cell Mitomycin or methotrexate

or cyclophosphamide
Bleomycin Fluorouracil

Vincristine

Choriocarcinoma Methotrexate Dactinomycin

Vinblastine

Chlorambucil

VP-16213

Colon carcinoma Fluorouracil Semustine or mitomycin Lomustine

Endometrial carcinoma Megestrol or hydroxy-

progesterone caproate

or medroxyprogesterone

Doxorubicin Fluorouracil

Cyclophosphamide

Gastric adeno-

carcinoma
Fluorouracil + doxorubicin

+ mitomycin

or

Fluorouracil + semustine

Semustine or mitomycin

if not used in primary

combination

Head and neck,

squamous cell

Methotrexate Cis-platinum + bleomycin Vinblastine

Cyclophosphamide
Fluorouracil

Hepatocellular carcinoma,

primary
Doxorubicin Fluorouracil

or

Fluorouracil +
lomustine

Malignant insulinoma Streptozocin Fluorouracil

Malignant melanoma Dacarbazine or semustine Cyclophosphamide
Hydroxyurea

Ovary Melphalan

or

Doxorubicin + cyclophos-

phamide

Doxorubicin or

cis-platinum + hexa-

methylmelamine depending
upon primary treatment

Fluorouracil

Chlorambucil

Thiotepa

Megestrol

Pancreatic adenocarcinoma Fluorouracil Mitomycin Doxorubicin

Prostate Diethylstilbestrol Cyclophosphamide
Doxorubicin

Estramustine

Fluorouracil

Ethinyl estradiol

Megestrol

Renal cell Medroxyprogesterone Vinblastine Lomustine

Sarcomas, miscellaneous Doxorubicin + dacarbazine Dactinomycin

Cyclophosphamide
Vincristine

Methotrexate

Testicular Vinblastine + bleomycin

+ cis-platinum

or

Above three plus doxoru-

bicin + dactinomycin

+ cylophosphamide

Mithramycin

Dactinomycin

Chlorambucil +
methotrexate

Melphalan
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ON-LINE MEDICAL
PROCESSING
Physicians - Clinics - Dentists

Batch Services On-Line Services

In-House Systems

DATASTATION PRINTER

Direct from your office to the computer via telephone lines and
available back to you at the push of a button

:

Patient’s Name and Address Charges & Payments for the past 1 5 months
Up-To-Date Aged Balance Itemized Statement of Current Month Charges
Delinquency Status Itemized Year-To-Date Statements

Family Members on RIe Standard AMA Insurance Forms

As data is entered it is visually verified on the datastation screen. The
entering of patient account nunnbers automatically generates the

patient’s name on the datastation screen to ensure that the correct

patient is being charged or credited.

By including a printer, an itemized statement of current month or

current year transactions can be printed in your office on any patient

desired. Also, standard AMA insurance forms can be printed on any

patient selected.

We are not “Johnny Come Latelies’’ in the medical field; we have
been processing medical billing and providing other batch services

for more than 1 2 years in the Mid-South Medical Community for

many of your colleagues.

Call today for a demonstration.

(901)452-9000
MEDICAL DATA SERVICES, INC.

3637 PARK AVENUE
MEMPHIS, TENNESSEE 381 1

1

Carroll L. Lewis, CDP Edward L. Kallaher
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EKG of the Month
W. BARTON CAMPBELL, M.D.

A 62-year-old man with a long-standing history of

hypertension entered St. Thomas Hospital for evalua-

tion of rectal bleeding. A hemorrhoidectomy had been
carried out five years previously, and he had intermit-

tent therapy with diuretics for edema. On examination
his blood pressure was 170/96, and there was a grade
II systolic murmur at the base of the heart. An elec-

trocardiogram was obtained (Fig. 1).

The electrocardiogram shows sinus rhythm at

a rate of 112 per minute. The PR interval is at

the upper limit of normal at 0.20. Note that

the voltages in leads Vi through Ve are half

standardized. The axis in the frontal plane is

shghtly rightward at 100° to 110°. The initial

QRS forces are normal. There is a .02 second

Q wave in AVF and a slightly more prom-

inent Q wave in standard lead III. The loop in

the frontal plane is clockwise. It begins leftward

and slightly superior and rotates in a clockwise

direction interiorly and to the right, inscribing an

S wave in standard lead I with tall R waves in

II, III and AVF.
The findings are characteristic of interruption

of the posterior or inferior fascicle of the intra-

ventricular conduction system, which has been

termed “posterior hemiblock” by Rosenbaum^

and less commonly called by a variety of other

names such as posterior fascicular block or left

inferior intraventricular block. ^ The total QRS
duration in posterior hemiblock is rarely pro-

From the Department of Cardiology, St. Thomas
Hospital, P.O. Box 380, Nashville, TN 37202.

longed in excess of 120 msec. It is Rosenbaum’s
belief that progressive damage to the posterior

intraventricular conduction fascicle results in

progressively more rightward forces which will

not, however, exceed 120° with complete loss of

the posterior radiation. Interruption of this pos-

terior (inferior) fascicle of the intraventricular

conduction system is electrocardiographically

recognized much less frequently than block in-

volving the anterior radiation. The posterior fas-

cicle is the first group of fibers to leave the

bundle of His. It is thicker than the anterior

(superior) radiation and usually has a dual blood

supply from both anterior and posterior descend-

ing coronary arteries. The electrocardiographic

picture can be mimicked by right ventricular en-

largement without prominence of the anterior

forces. Occasionally an inferior clockwise loop

may be normal in an individual of asthenic body
build or in children.

Figure 1 is offered as an example of

posterior hemiblock. In addition, the increased

voltage in the precordial leads with ST-T changes

and P wave inversion in Vi are diagnostic of left

ventricular enlargement. The patient had aortic

stenosis noted on echocardiography. r ^

REFERENCES
1. Halprin MS, Nau GJ, Levi RJ, Rosenbaum MB. Intermit-

tent left posterior hemiblock. Chest 60:499, 1971.

2. Pryor R, Blount SG Jr; Clinical significance of true left

axis deviation, left intraventricular blocks. Am Heart J 72:391,
1966.
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X-ray of the Month

ROBERT L. DUBUISSON, M.D.; A. JAMES GERLOCK, JR., M.D.;

VICTOR GONCHARENKO, M.D.; and JOHN MOLIN, M.D.

A 40-year-old white male presented with crampy pain

in the left flank. This pain had an acute onset the

previous evening, and there has been no associated

gross hematuria or pyuria. Figure 1 is a 30-minute

delayed radiograph from the current excretory urogram.

The scout film was unremarkable with no abnormal
calcifications. The left kidney is increased in size and
does not function. What is the most likely diagnosis?

(1) Congenital agenesis of left kidney

(2) Left ureteral calculus

(3) Left renal vein thrombosis

(4) Left renal artery occlusion

Figure 1. Thirty-minute delayed radiograph from oro-

graphic examination shows a poorly functioning left

kidney. Note there is no contrast media seen in the
calyces or renal pelvis of the left kidney. When this

orographic study was compared with a previous study,

the left kidney was found to be enlarged.

Discussion

Agenesis of the left kidney is a poor choice,

since the left renal outline is visualized. No
abnormal calcifications were seen on the plain

film, although a nonradiopaque ureteral calculus

cannot be excluded by this observation alone.

Opacification of the collecting system may be

delayed with a ureteral stone, and follow-up

radiographs may reveal a dilated collected system

and ureter proximal to the stone.

Renal arterial occlusion is another considera-

tion here. Unlike this patient, such patients

typically have normal or decreased renal size of

the affected kidney. On the other hand, renal

vein thrombosis usually does result in renal en-

largement. The typical urographic findings in

renal vein thrombosis are a swollen kidney with

diminished to absent function. If the collecting

system is visualized, the infundibulae usually are

poorly filled and may be narrowed. The kidney

often develops collateral circulation which may
be demonstrable with retrograde pyelography.

The definitive study is selective renal venography,

as was performed on this patient (Figs. 2A-C).

This study demonstrates the large filling defect

in the left renal vein due to thrombus. A progres-

Continued on page 38

Figure 2. Three separate renal venographic studies showing the thrombus (arrow). Examination was done (A) Feb.

27, 1978; (B) March 9, 1978; and (C) March 17, 1978. Note decrease in size of thrombus over this period of time.

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.
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Public Health Report

The State Board of Medical Examiners
JEAN INMAN

The Tennessee Medical Practice Act estab-

lished a state Board of Medical Examiners to

consist of five physicians who have graduated

from a medical school whose curriculum meets

the same standards as that of the medical depart-

ment of the University of Tennessee and who
have not less than six years’ experience each in

the practice of medicine and/or surgery. The

responsibility of the Board is to examine the

qualifications of all applicants for certificates of

fitness to practice medicine or surgery in Tennes-

see.

The Board has the power to deny an applica-

tion for a license, to permanently or temporarily

withhold issuance of a license, to suspend or limit

or restrict a previously issued license, to repri-

mand or take such action in relation to disciplin-

ing an applicant or licensee as the Board in its

discretion may deep proper, or to permanently

revoke a license.

Members of the nonsalaried Board are ap-

pointed by the governor and serve for a term of

four years. Members serving currently are Dr.

John H. Burkhart, Knoxville (chairman); Dr.

Howard R. Foreman, Nashville (secretary); Dr.

Charles V. Dowling, Memphis; Dr. Edgar D.

Akin, Chattanooga; and Dr. Charles E. Allen,

Johnson City.

The Tennessee Department of Public Health

provides support services to the Board. As one

of the 19 health related boards under the jurisdic-

tion of the Health Department, the Board re-

ceives administrative, clerical, investigative, and

legal support from the Division of Health Re-

lated Boards. Edward J. Johnston serves as di-

rector of the Division and Mrs. Marvelene Cor-

coran serves as administrative assistant. Present

staff includes three attorneys and five investiga-

tors who work full time among the boards to see

that complaints are investigated and reviewed be-

fore being brought to the boards for appropriate

action.

From the Tennessee Department of Public Health,

Ben Allen Road, Nashville, TN 37216.

The addition of staff in the investigative and
legal sections has resulted in dramatically in-

creased activity for both staff and Board. As of

Dec. 1, the Division of Health Related Boards
has made a total of 267 investigations and has

held 86 hearings during 1978. Because of the

increased volume of work, the Division antici-

pates the need for several more investigators in

the near future.

Complaints brought to the attention of the

Board regarding any alleged violation of the

Medical Practice Act are thoroughly investigated.

A staff investigator is assigned and a systematic

examination is made. Results of completed in-

vestigations are reviewed by a representative of

the Board, the chief investigator (who is also

the assistant director of the Division of Health
Related Boards), and the legal staff for purposes
of determining appropriate actions. Notice of

charges are sent to the defendant and a hearing

is held before the Board with a hearing officer

and attorneys for opposing sides. The Board then

determines appropriate disciplinary action. The
complexity of the process in which determinations

are made necessitates long hours of work for

Board members. Operating within the framework
of the recently enacted Uniform Administrative

Procedures Act, the Board spends a substantial

amount of time in determining disciplinary action.

Licensure is another important part of the

process of insuring that high standards are met
by all physicians in Tennessee. Licensure to

practice medicine and/or surgery in Tennessee
may be obtained in any one of four ways: recip-

rocity based on another state license, reciprocity

based on National Boards, FLEX examination in

Tennessee, or FLEX examination in another state

when the applicant is not licensed anywhere.

FLEX exams are given by the Board two times

a year—in June and December. The examination

fee is $125. The reciprocity fee is $175 for

applicants licensed elsewhere and $50 for appli-

cants who have taken the exam elsewhere. A
medical license is presently renewed annually;

however, a proposed two-year renewal plan is
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pending legislative action. Failure to renew a

license means automatic revocation. In FY ’77-

’78, 196 Tennessee licenses by examination were

issued; 479 licenses by reciprocity were issued;

and 367 Tennessee licensed MDs were endorsed

to other states. Financial support for the Board’s

operation is derived from fees collected.

Board members solicit support from colleagues

across the state. “We would appeal to the phy-

sicians of Tennessee to cooperate in the investiga-

tive findings,” states Dr. Howard Foreman, Board

secretary. “The effective utilization of the pro-

visions of the Practice Act is dependent upon the

cooperation of the medical community in bringing

appropriate matters, to the attention of the

Board.” Public Health Commissioner Eugene W.
Fowinkle said, “The Board of Medical Examiners

is already a positive force in the provision of high

quality health care for the people of Tennessee.

And I am convinced that their effectiveness and

dedication will make an even greater contribu-

tion.” f-

X-Ray of the Month . .

.

Continued from page 36

sive decrease in size of the thrombus after several

days of anticoagulant therapy can be seen when
the examination done Feb. 27, 1978, is compared

to a follow-up study done March 17, 1978.

Renal vein thrombosis has been described in

patients with concomitant diseases such as

glomerulonephritis, hypernephroma, papillary

necrosis, amyloidosis, and iliofemoral throm-

bophlebitis. This patient has none of these dis-

eases, and the etiology of his thrombosis remains

unknown. Recent reports by Chait et aP in their

experience reveal no incidence of embolization of

thrombus material after careful selective renal

venography, and this procedure if properly per-

formed is diagnostic. The treatment of choice for

acute renal vein thrombosis is usually anticoagu-

lation or possibly thrombectomy, depending upon

the clinical situation.

ANSWER: (3) Left renal vein thrombosis.

CZZP
REFERENCES

1. Chait A, Stoane L, Moskowitz H, et al: Renal vein

thrombosis. Radiology 90:886-896, 1968.
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Mental Health Report

Psychosocial Aspects of Cancer

HAROLD W. JORDAN, M.D.

Introduction

The psychosocial aspects of cancer must be

understood as a part of psychosomatic medicine.

Psychosomatic medicine has its origin deep in

history beginning with Hippocrates in the 6th

century ad when he described four humors

were associated with disease of the body and

mind.

During the Renaissance, medical disorders in-

cluding psychiatric disorders were relegated to

religion, and not much progress was made. After

the Renaissance, the medical field began to make
scientific progress, but the area of psychiatry re-

mained relegated to religion until Freud began

writing in the late 19th century.

It was Heinroth, in 1818, who first described

psychosomatic disorders as those which were

characterized by physical diseases caused by emo-

tion. In 1952, the American Psychiatric Asso-

ciation devised the term psychophysiologic auto-

nomic and visceral disorders. This suggested that

these disorders affect the autonomic nervous sys-

tem and viscera, and are at least partially emo-

tionally based.

For a complete description of this disorder it

is important to recognize that there are some ill-

nesses that are somatopsychic, which include de-

pression or anxiety reactions secondary to phy-

sical illness, and there are also disorders that are

psychosomatopsychic. Simply, this is a descrip-

tive term to typify disorders associated with de-

pression or anxiety or other psychiatric condi-

tions secondary to a known psychosomatic illness

such as peptic ulcer or asthma.

Models of Psychosomatic Illness

Flanders Dunbar, Stewart Wolff and Franz

Alexander described what has been called the

specificity model of psychosomatic illness, which

simply suggests that specific personality problems

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville, TN 37219.

Dr. Jordan is the Commissioner of Mental Health.

associated with specific life experiences are prone

to cause specific kinds of psychosomatic disord-

ers. For example, peptic ulcer is thought to occur

frequently in patients with a dependent person-

ality, while hypertension is thought to occur fre-

quently in patients with obsessive compulsive per-

sonalities.

Hans Selye has described what is called a non-

specificity theory. Under the aegis of this theory,

it is thought that a variety of life experiences and

a variety of personality types may be the causal

factor of a single kind of psychosomatic disorder.

Selye has done much work with stress, and he

has indicated that stress of any sort including

psychic stress may produce a typical kind of

physiological reaction characterized by adrenocor-

tical excitation, peptic ulceration, and thymic de-

generation. According to Selye, any kind of stress

in this type of individual may cause such reac-

tions.

Malmo and Lacey have described what is called

the individual response specificity theory, which

suggests that individuals, by virtue of their per-

sonal genetics, life experiences, and/or medical

history, may be prone to develop a certain kind

of disorder. For example, a person with gastric

hyperacidity may have a tendency to develop

peptic ulcer. Likewise, a person with a genetic

predisposition to hypertension may be more
prone to develop hypertension than someone who
does not have such a predisposition.

Approaching the Patient With Cancer
When cancer has been diagnosed, it is im-

portant to keep two principles in mind. First,

it is cruel to destroy hope and thereby rob the

person of any possibility of a positive outlook

toward the future, but, second, it is also deceit-

ful to be untruthful and dishonest. In bridging

the gap between these two extreme positions, the

physician should remember several principles as

he decides the approach he will take with the

patient and the patient’s family. Obviously, some-

one has to be told the whole truth, and it is very
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important to provide as much factual information

as possible to the family.

A decision to tell the patient and what to tell

him should be determined on the basis of several

criteria. The physician should consult with the

family, and should make certain that whatever

is said to the patient is based on that consulta-

tion. It is also important to have some awareness

of the patient’s ego strength and/or emotional

stability so that one can predict with some degree

of accuracy how the person will respond. Most

patients will be able to accept the information in

an appropriate fashion and will want to know

the truth. In fact, many may become resentful

and distrustful when the truth is not shared.

Reaction of the Patient to the Truth

Dr. Elizabeth Kubler-Ross has determined

stages which she considers typical for cancer

patients and others with life-threatening illnesses.

The reactions, according to Dr. Kubler-Ross, are

denial, anger, bargaining, depression, and calm

acceptance.

Others have described reactions in a similar

fashion suggesting that the initial reaction is one

of shock and disbelief followed by denial and

finally calm acceptance. In accordance with the

later stages, the reactions of bargaining, anger,

and depression are considered to be a part of

the total stage of denial.

Denial is self-explanatory, in that the patient

seems not to acknowledge the fact that he has a

life-threatening illness. Anger means simply that

a person finds some target toward which he can

express his hostility. That target may be a mem-
ber of his family, his physician or another. Bar-

gaining refers to the fact that a person may make
attempts to “make deals” with God or with his

physician, promising to cooperate with treatment

if allowed to become well. The individual may
promise to improve the quality of his spiritual

life in exchange for a longer life.

Not all patients faced with impending death

become depressed. However, sometimes clinical

depression may occur and be associated with

suicidal fantasies or tendencies. Acceptance rep-

resents a state of being that is not unlike that

which is experienced in a normal state of de-
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velopment in senility when the individual has the

idea that he is ready to go because life has been

fulfilling.

Attitude of the Physician

The physician’s attitude toward the patient is

crucial, but what he says is not nearly as im-

portant as how often he visits the patient and

what his usual behavior is toward the patient.

Physicians frequently find it easy to avoid patients

who have terminal cancer. We visit their rooms

infrequently and then only for short periods.

It is important to spend time with a terminal

patient. One should also manifest a constant

presence where he is concerned and offer the

support and assistance he requires. One should

listen to the patient respond to questions, re-

quests, and needs in an appropriate and thera-

peutic manner.

It is also important to recognize that medica-

tion is useful in treating the cancer patient. The

phenothiazines and neuroleptics are helpful in

that they potentiate the pain-relieving effects of

the anodynes and narcotics and may make it pos-

sible to provide the patient with sufficient relief.

Care of the cancer patient is indeed a chal-

lenge for the physician. It is important to recog-

nize that this is a disorder which fits within the

realm of psychosomatic diseases in that there are

always emotional consequences associated with

it. When the cancer is terminal it is important for

a physician to be aware of the emotional stages of

the patient and to manifest the appropriate at-

titude toward the individual in his therapeutic

relationship. p ^
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Special Item

The Question Is . . .

TOM E. NESBITT, M.D.

President

American Medical Association

I flew into Chicago last Tuesday with my mid-

year message to this House of Delegates well in

hand.

But less than 24 hours later, the ruling against

the AMA by a Federal Trade Commission judge

was made public.

To reiterate, the substance of this ruling is that

the Association, as well as the Connecticut State

Medical Society and the New Haven County

Medical Association has restrained physician

advertising, and restrained physician participation

in other health care delivery systems.

Furthermore, this ruling—if approved by the

FTC—would prohibit the AMA from establishing

ethical guidelines in certain areas without first

securing permission from the FTC; cast the AMA
in the role of federal informer for any possible

violations of the ruling by state or county medical

societies; and compel the AMA to become a

policeman for the FTC in enforcing provisions of

the ruling.

What, then, is the response of your elected

leadership to this ruling? Well, now hear this

solemn promise:

We intend to employ every weapon at our

command, legal or legislative, to fight this ruling.

If necessary, we’ll take our case to the Supreme

Court.

We intend to fight because the AMA is a pri-

vate, voluntary association, and not an involun-

tary extension of the FTC.
We intend to fight because state and local

medical societies are free and independent or-

ganizations over which the AMA has not, does

not, and should not, have authority.

We intend to fight because of the timeless and

irrevocable oath that all reputable physicians

observe, the oath that says, first, we must do no

harm—such as the injury and death that have

resulted from the unscrupulous public solicitation

Presented at the Interim Meeting of the American
Medical Association, Chicago, Dec. 3, 1978.

of patients for some abortion mills here in Chi-

cago; as well as from the misleading solicitation

of patients for cosmetic surgery in California,

Florida, and elsewhere.

We intend to fight because it is false and mis-

leading advertising, and not straightforward ad-

vertising by reputable physicians, that the AMA
opposes.

We intend to fight because as recently as last

June, when this House met in St. Louis, our As-

sociation supported continued experimentation

with alternate mechanisms for the delivery of

medical care.

And finally, we intend to fight because of an-

other alarming implication.

I mean if medicine must accept the federal

government as the final arbiter of the ethical con-

duct of the profession and its practitioners, what

about other professions and institutions in our

society, such as the news media, charitable or-

ganizations, and perhaps even state and local

governments and their agencies?

Should the federal government be the final

judge for the ethical conduct of just about every

citizen? I think there are three answers to that

question.

NO! NO! And NO!
But you know, there is a larger and more criti-

cal question now before this House of Delegates

—one which must be answered before we ad-

journ on Wednesday. We intend to fight the rul-

ing by the FTC judge tooth and nail.

But the question is: Will we be able to?

We may not be able to do so, you see, especial-

ly if we ourselves become our own worst enemies

by risking professional suicide over the issue of

chiropractic.

Now make no mistake about it. If we do be-

come hopelessly divided over the chiropractic

dispute, if we do leave this Winter Meeting in

dangerous disarray, then it will be tantamount to

professional suicide.

Even worse, it would be a needless sacrifice.

JANUARY, 1979 43



Because when you strip the chiropractic dispute

of its emotional overtones, you find:

• That the AMA's basic position that chiroprac-

tic is an unscientific discipline is not at issue

in the Pennsylvania and New Jersey litigation;

• That the position is at issue in the Chicago
litigation, which is where we will take our legal

stand; that chiropractors, as individuals, are

licensed in all 50 states, a hard fact that can-
not be ignored by anyone, including the AMA.

• And that the agreed-upon settlement in the

Pennsylvania case simply states that “specialists,

including those in radiology or clinical pathol-

ogy, ethically may choose either to accept or
to decline patients sent to them” by chiro-

practors.

This conforms to our Principles of Medical
Ethics which specify that “a physician may choose
whom he will serve,”

But this freedom of choice would be conspiracy
if we collectively agreed to make the same choice,

which is what the specialty societies involved
would have us do in Pennsylvania and New
Jersey.

This would clearly be illegal. Worse yet, the

penalties exacted would result in a crippling blow
to everything that the AMA is, and means, to

American medicine.

Consider our continuing contributions to the

preeminence of our medical schools, and the ex-

cellence of our graduate and specialty training

programs.

The benefieial fruits of these commitments are

not hard to find. In just five years, between 1971
and 1976, the number of accredited medical
schools increased from 103 to 116; the number
of medical graduates from 9,000 to more than
13,000; and the total number of physicians in-

creased from 359,000 to 425,000.

In the coming year we want to maintain the

AMA’s commitments to the superb quality of

American medical education and practice.

The question is: Will we be able to?

What about the significant and heartening prog-
ress we have made within the past year in coping
with the problem that tops everyone’s medical
care hit list—rising medical costs.

The evidence of that progress is not hard to

find. Acting in concert with the American Hos-
pital Association and the Federation of American
Hospitals, we not only met, but surpassed, the

basic goal of the Voluntary Effort.

This goal, of course, is to reduce the rate of in-

crease in hospital expenditures by two percentage

points a year. And, by Aug. 1, this rate of in-

crease had been reduced by three percentage
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points, down to about 13%, as compared with the

1977 increase of about 16%.
We achieved this success because thousands of

individual health professionals across the country

voluntarily joined us in the Voluntary Effort.

Within the past year alone, more than 40% of

the nation’s 7,000-plus hospitals have been cer-

tified as cost-containment institutions.

More than 45 states have established pro-

visional cost-containment certification programs,

while at least eight states have adopted their own
numerical goals to reduce medical costs.

Meanwhile, within the past few months, a num-
ber of medical organizations—including state and

local medical societies—have endorsed the Vol-

untary Effort, and in some cases my own request

that individual physicians voluntarily restrain an-

nual increases in their own professional fees. To
cite some examples, endorsements by state medi-

cal societies include those from New Jersey, Vir-

ginia, Kentucky, Missouri, Colorado, Utah, and

Washington.

And all this is not to mention support from

various medical schools and specialty societies, as

well as housestaff physicians and medical stu-

dents.

In addition, your AMA officers carried the

message for responsive but responsible solutions

to today’s medical problems—notably cost prob-

lems—far and wide.

We carried the message to millions of Ameri-

cans, through the recent advertising campaign

that focused partly on what the public itself can

do to reduce medical costs.

We carried the message to 30 leading news-

papers, in face-to-face discussions with editorial

representatives, as well as to three major news

magazines and several nationally syndicated col-

umnists.

And we carried the message to the top exe-

cutive teams on 37 of America’s largest corpora-

tions. Following one such visit, I received a letter

from the president of a large corporation, a letter

which serves as an unsolicited testament to the

effectiveness of our Media and Corporate Visita-

tion Programs.

The letter says, in part, “Your rounds of meet-

ings with the national press, corporations, labor

and government representatives clearly show that

the AMA is communicating in a way that it has

never done before.”

We also recognize, of course, that physicians,

as keepers of the medical gates, have a particu-

larly heavy responsibility in the quest to moderate

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



costs. Hence we have attempted to provide in-

dividual physicians with the tools necessary to the

task.

We have made available existing tools, such

as the AMA cost-containment checklist for in-

dividual physicians, appropriate materials from
the AMA cost-containment kit distributed to

state and local medical societies, which is not to

mention similar materials being provided by state

and local medical societies themselves.

We also are fashioning new tools, such as the

collection of precise data on cost containment, so

that we can more precisely measure economies

we know have been achieved by individual phy-

sicians, and by our collective voluntary efforts.

I should add that this will include any addi-

tional efforts directed by this House of Delegates

in the wake of the 48 recommendations of the

National Commission on the Cost of Medical

Care.

During the coming year, we hope to continue

our communication, and our commitments, in

voluntary cost containment.

We hope to persuade individual physicians to

look hard at their own offices, at their own clinics,

and at their own hospitals.

We want to remind them that even the small-

est economies, when multiplied manyfold, will

add up to millions—and ultimately billions—of

dollars in savings.

We want to remind them they are being asked

to do no less than what physicians have always

done, which is to affirm the public’s abiding faith

in us. Such are the cost-containment goals we
hope to meet in the coming year.

The question is: Will we be able to?

Finally, there is the abundant evidence of the

AMA’s success in helping to ward off potentially

damaging federal legislation during the last ses-

sion of the Congress.

Not enacted was the Califano and Company
proposal to slap an arbitrary, 9% ceiling on the

annual expenditure increases for all hospitals,

thereby punishing the efficient along with the in-

efficient.

Not enacted was the Drug Regulation and Re-
form Bill, which would have further confounded

the development, distribution, and use of bene-

ficial new drugs.

Not enacted was the proposal to federally

license and regulate clinical laboratories intra-

state, a proposal we objected to primarily because

it would have extended into the laboratories in

many physicians’ offices.

And not enacted were amendments to the 1974

Health Planning Act, including those that would
have injected Certificate of Need provisions into

physicians’ offices.

Now it’s obvious to me, as I think it is to you,

that the legislative measures I have mentioned,

plus numerous others that I haven’t mentioned,

are almost sure to reappear in the new Congress.

Certainly the meat-axe approach to hospital

cost containment—ala Califano—is sure to re-

appear. As are various proposals for national

health insurance. And the upcoming NHI debate

poses another question for us.

Will the AMA continue to be up front with

the American people, with an NHI proposal of

our own (a proposal which, in actuality, intent

and purpose, is a “health insuranee improvement

plan”?) or will it be reduced to the role of a

mere NHI critic—and a backseat critic at that?

Well, I can only close these remarks with the

following observations:

As a former Delegate to, and Speaker of, this

House, I am fully confident that your answers to

the questions I have posed will be the right an-

swers. As a physican, too, I believe your answers

will be the right ones.

Because the faith that patients have in us as

physicians, and the faith that the public has in

our profession and in this federation, will be

worth exactly nothing unless we demonstrate

—

conclusively demonstrate—that we have faith in

ourselves.

And the question is, come next Wednesday:

Will we be able to? r ^
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Special Item

Report on Litigation to the

AMA House of Delegates

NEWTON N. MINOW

Since 1974 our law firm has been carrying out

the American Medical Association’s determined

effort to maintain individual freedom and inde-

pendence in the practice of medicine as a learned

and noble profession. The first case in which we
represented the Association, for example, raised

the question of whether the Department of

Health, Education and Welfare could lawfully

promulgate regulations which unduly interfered

with the exercise of physicians’ professional judg-

ments regarding the hospitalization of patients. As
many of you will recall, we succeeded in having

those regulations struck down by a federal district

court which was affirmed by a court of appeals.

You will be interested to know that in June of

this year, the government published an announce-

ment in the Federal Register finally conceding

that these regulations were unlawful.

We live in a time of increasing governmental

intervention in the delivery of medical care. Your
Association has, therefore, increasingly taken to

the courts to limit bureaucratic interference with

the practice of medicine and governmental dis-

regard for the rights of patients and the physicians

who serve them. The AMA’s efforts in this area

have continued during the past year.

HEW Medicare-Related Incomes List

Last spring, the Secretary of Health, Education

and Welfare announced his intention to publish

a list of all physicians who treated Medicare

beneficiaries in 1977 and to attribute to each phy-

sician the amount of income that he or she al-

legedly had received in Medicare payments. The
only justification that the Secretary has offered

for this invasion of privacy is that publication

of this information might stimulate debate on the

Presented at the Interim Meeting of the American
Medical Association, Chicago, Dec. 3, 1978.

The law firm of Sidley & Austin, of which Mr.
Minow is a member, was first retained by the AMA in

1974.
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costs of health care. Representatives of this As-

sociation pointed out to Secretary Califano that

this goal could be achieved equally well—but

without interfering with anyone’s privacy—by not

identifying individual physicians or simply by

breaking down expenditures by medical procedure

rather than by provider. Yet the Secretary re-

fused to compromise.

Consequently, your Association took the mat-

ter last June to federal court in Chicago. We
were successful in obtaining a court order pre-

venting the proposed publication of the informa-

tion. At the suggestion of the judge, we then in-

tervened in a preexisting case in Jacksonville,

Fla., in which another court had granted a similar

request in a suit previously filed by the Florida

Medical Association. This fall the U.S. District

Court in Jacksonville issued a writ of injunction

restraining publication of any of the information

on the proposed list. Despite the determined ef-

forts of the government to have this injunction

lifted, I can report to you that HEW is still en-

joined from publishing the list. A battle on this

issue lies ahead, and I assure you that we will

continue to make every effort to see that it is

never published.

Advertising of Ophthalmic Goods
And Services

At just about the same time that HEW indi-

cated that it would publish the list of the Medi-

care-related incomes of identified physicians, the

Federal Trade Commission promulgated a trade

regulation rule entitled “Advertising of Ophthal-

mic Goods and Services.” Among other things,

this rule would invalidate all state laws governing

the advertising and dispensing of ophthalmic

goods and services which the Commission deems

unfair. The rule has direct and immediate rami-

fications for ophthalmologists. Of great signifi-

cance, the rule would, if upheld by the courts, es-

tablish the astonishing authority of the FTC to
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override the laws and policy decisions of state

legislatures in medical matters whenever the Com-
mission considers these decisions unfair. It could

serve as a precedent which might lead the Com-
mission to try to strike down other state laws

such as those regulating medical licensure, medi-

cal discipline, and medical practice. Thus, the

ophthalmic goods rule poses a threat to the prac-

tice of medicine which far transcends its immedi-

ate terms.

Your Association has therefore challenged the

FTC by turning to the courts. Along with nine

sovereign states and the American Optometric

Association, we sought review of the ophthalmic

goods rule in the U.S. Court of Appeals in Wash-

ington. Our brief was filed in October, and the

states filed theirs in November. The brief of the

Commission is due this month. If the Court ad-

heres to its customary time schedule, the case will

be heard in late spring, and a decision will follow

sometime late 1979 or 1980. I think it likely that

this case will ultimately reach the Supreme Court.

Medical Education Accreditation

Your Association is also resisting efforts by the

FTC to remove it from the process of accredita-

tion of medical schools. In an unprecedented

move, the Commission appeared before the U.S.

Office of Education last year to urge that the Liai-

son Commission on Medical Education not be

recertified as the official accrediting agency for

medical education. It argued that because some

of the members of the LCME were appointed by

the AMA, the LCME could be counted upon to

make impartial decisions on matters of accredita-

tion. The notion that a professional association

should not be involved in such matters is of course

reprehensible. The AMA was founded to im-

prove the quality of medical education and has

worked continuously for over a century to effec-

tuate this goal. Accordingly, both your Associa-

tion and the LCME strongly opposed the position

that the FTC took before the Office of Education.

After a hearing and a review of past performance,

the LCME was provisionally recertified for two

years as the officially recognized accrediting

agency for medical schools. That battle will again

be fought next year.

Undaunted, the FTC launched its own investi-

gation of alleged efforts by the AMA to restrict

the number of physicians graduating from medi-

cal school. That investigation has now been

pending for over a year. A formal complaint

has not as yet been issued. Interestingly, the

Commission’s staff person with primary responsi-

bility for health matters recently was quoted in

the press as saying that the AMA may not have

restricted entry into medical schools after all.

The facts may be getting through.

Physician Advertising and Solicitation

In another area, the facts have not been get-

ting through. I turn now to the attack brought

by the FTC on the Association’s ethical stan-

dards. In 1975, the FTC issued, without any prior

notice or investigation, a complaint challenging

the ethical principles applicable to advertising and

solicitation by physicians. The FTC also at-

tacked the ethical guidelines applicable to a va-

riety of contractual arrangements entered into by

physicians—for example, the ethics of a partner-

ship between a physician and a lay person.

When this proceeding was instituted in Decem-
ber of 1975, we attempted to settle the case. We
hoped to settle for two reasons. First, we knew
that it would be difficult to find a less favorable

forum for resolution of the issues raised by the

case than the FTC. We feared that we would

not get a fair, unbiased proceeding because the

Commission had already displayed its hostility to

organized medicine. Furthermore, the adminis-

trative law judge assigned to the case had been

for many years a prosecutor for the Commission.

Finally, we knew that, incredible as it might seem

to a nonlawyer, we would have to appeal the

initial decision of the administrative law judge

to the full FTC—the very people who directed

the complaint in the first instance.

Indeed, just last month, all four members of

a panel reporting to the National Commission for

the Review of Antitrust Laws and Procedures

recommended that the FTC’s antitrust litigation

responsibilities be terminated or significantly

modified. As panel member Prof. Glen Weston

of George Washington Law School observed, the

majority of administrative law judges have served

as FTC prosecuting lawyers. Moreover, there is

also the problem that three of the five commis-

sioners had no significant training in antitrust law

before their appointments.

Our second reason for seeking to settle was

that since the case would involve the production

of thousands of documents and scores of witnesses

from around the country, we knew that it would

be exceedingly costly. The investigation of each

document and the preparation of each witness is

a difficult, time-consuming, and costly task. So

we hoped to be able to save the Association the
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enormous expense that the case would inevitably

entail.

But the staff of the Commission flatly rejected

our position that professional associations, includ-

ing the AMA, have not only the right but the

responsibility and duty to see that advertising by

their members is limited to truthful, objective,

verifiable information that will help enable pa-

tients to make an informed choice among physi-

cians, Instead, the Commission insisted that the

AMA and state and local medical societies should

play absolutely no role in setting standards of

ethical promotional practices by their members.

The staff insisted that advertising by physicians

should be regulated exclusively by the govern-

ment. This was a position that neither you nor

we could accept. For it is premised on the pro-

position that professional men and women cannot

be trusted to regulate themselves in the public

interest. And that proposition is fundamentally

inconsistent with the Association’s basic prin-

ciples.

1984

The decision of the administrative law judge

was announced this week. After reading it, I sub-

mit that George Orwell’s 1984 has arrived six

years early. The world of Big Brother, seeking to

take over the independent, professional practice

of medicine, has arrived in 1978.

I wish there were time to undertake an ex-

tensive legal analysis of the decision. I will limit

this to a summary of our arguments and the man-
ner in which they were resolved.

First, the FTC has jurisdiction only over per-

sons, partnerships, and for-profit corporations.

Since the AMA is clearly not a person or a part-

nership, the question is whether it is organized for

the profit of itself or its members. We demon-

strated that the vast majority of the Association’s

activity is devoted to scientific, educational, and

public health matters. The judge, however, chose

to discount this evidence and to find that the

AMA is organized for the profit of its members
because it has done such things as offer its mem-
bers a retirement plan and oppose enactment of

certain forms of national health insurance.

Second, we argued that the AMA should be

judged on its current ethical positions, not on the

basis of statements from the 1930s, 40s, 50s and

60s made in a vastly different legal and social

climate. The judge absolutely refused to accept

this argument and virtually ignored the 1977 edi-

tion of the Opinions and Reports of the Judicial

48

Council.

We pointed out that questions of ethics are

local matters which arise locally and are resolved

locally. We demonstrated that state and local

medical societies are autonomous organizations

which make decisions independently of the AMA.
Apparently ignoring this evidence, the judge

found that there is a grand conspiracy among the

AMA and state and local medical societies to

stifle all advertising and subvert any innovative

form of health care delivery.

I could go on and on and on, but the Opinion

is 312 pages, single-spaced. The one positive

note is that this order is not a final one. It still

must go before the full FTC, the U.S. Court of

Appeals, and possibly the Supreme Court before

it becomes final. While we are not optimistic

about the results before the FTC, we are hopeful

that we shall find justice when we have our day

in the federal courts. We will not rest until this

misguided decision—so contrary to the public in-

terest and so alien to our basic American tradi-

tions of freedom—is overturned.

I say that because I believe that the initial

decision of the administrative law judge is a di-

rect assault on the entire concept of profession-

alism and will, if allowed to stand, lead to the de-

ception and injury of thousands upon thousands

of innocent patients.

The order entered by the administrative law

judge would forbid the AMA and its constituent

and component medical societies from involving

themselves in any way in the advertising, promo-

tional practices, or contractual arrangements of

physicians. Thus, if an AMA member were to

make misleading claims about his or her skill or

fees, the medical societies would be powerless

even to advise the physician of the problem or

to declare the advertising unethical. All that they

could do would be to complain to Big Brother

—

in the form of the FTC.

It must be asked: How could this administra-

tive law judge have reached these results? The

short answer is that he distorted or ignored much

of the evidence and most of the applicable law.

In our defense of the case, we offered witnesses

who had literally been mutilated after responding

to misleading advertisements and high pressure

tactics of certain advertising physicians. We have

testimony from the mother of a woman who died

as a result of an abdominoplasty performed by

an advertising physician after several other phy-

sicians had advised the patient that she was an un-

acceptable risk for surgery. On the witness stand,
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these patients begged medical societies to do

something to prevent the fraud and incompetence

to which they had fallen victim. Now an FTC
employee has said that the medical profession is

prohibited by law from doing anything to regulate

this kind of behavior. And it is equally forbidden

to take any action against those within its ranks

who advertise the worst sort of abortion mills,

who claim that they will guarantee a weight loss

of 20 pounds within two weeks, and who make
other statements which lead patients to choose

physicians on the basis of who is the best adver-

tiser rather than who is the best physician.

As outrageous as this is, there is another aspect

of the administrative law judge’s order which is

even more sweeping. And that is this: The AMA
may not even establish ethical guidelines govern-

ing the advertising and solicitation practices of

its members unless it first obtains “the permis-

sion and approval of the Federal Trade Commis-
sion.” This provision has staggering implications

for the First Amendment, the traditions of pro-

fessionalism, and ethical standards which have al-

ways been basic values in our society. This pro-

vision would mean that federal officials in Wash-

ington, and not the profession itself, would de-

termine what constitutes ethical behavior by phy-

sicians.

I am reminded of the poem “The Second Com-
ing” by William Butler Yeats. In that poem,

Yeats said, “The best lack all conviction/While

the worst are full of passionate intensity.” In its

misguided zeal, the FTC has been full of passion-

ate intensity. But we as professionals must never

lose the courage of our convictions. We will do

everything we can to seek reversal of this attempt

to put the independent practice of medicine in the

hands of government.

Antitrust Litigation by Chiropractors

In the cases discussed thus far, our adversary

has been an agency of the federal government.

I turn now to another set of cases in which the

Association is involved. Here, our opponent is

not the government but a number of individual

chiropractors. These chiropractors have brought

actions against the AMA and several other de-

fendants in three different forums—federal court

in Philadelphia, state court in New Jersey, and

federal court in Chicago.

All three of these actions have several features

in common. Each is brought under antitrust laws

which declare it unlawful for two or more persons

to combine or conspire to restrain competition.

Plaintiffs in each case contend that by declaring

it unethical to associate professionally with

unscientific practitioners, physicians have com-

bined to prevent chiropractors from competing

within the limits of their licenses. More specifical-

ly, plaintiffs in each case take the position that

physicians have conspired to restrain competition

by uniformly denying chiropractors access to the

use of diagnostic procedures that they require in

order to practice within the scope of their license.

At the same time, the three actions differ from

one another in some respects. The Pennsylvania

and New Jersey cases are each brought by local

chiropractors concerned with local conditions.

The Chicago case, by contrast, is brought by

chiropractors from different parts of the United

States. They appear to be concerned primarily

with the effect of various medical society posi-

tions on chiropractic as a whole. Thus, the relief

they seek is infinitely more sweeping than that

sought by plaintiffs in Pennsylvania and New
Jersey. They have asked, for example, for mil-

lions of dollars in damages and for $1 million for

each of the next ten years to establish and operate

a research institute for the advancement of chiro-

practic.

Finally, the three cases have this in common:

The defense of each lawsuit has required a heavy

financial outlay by this Association, which be-

cause of its size and public visibility is inevitably

viewed as the principal defendant. The expendi-

ture of resources that has occurred until now will

be dwarfed by the expenses that will be incurred

if the cases go to trial. Moreover, any adverse

decision against the AMA in a litigated case will

in all likelihood provoke treble damages lawsuits

against the Association and against state and

local medical societies by chiropractors through-

out the country.

In view of the costs and risks of these lawsuits,

we believe that the most responsible course is to

explore settlement on reasonable terms—just as

we would explore settlement of any case of this

nature. In fact, as you know, a tentative settle-

ment agreement has been reached by the Associa-

tion in the Philadelphia case. Under the terms of

this tentative settlement, the AMA acknowledges

simply that each individual physician must decide

for himself or herself whether and in what cir-

cumstances to accept referrals from a chiroprac-

tor. It acknowledges that chiropractors are licen-

sed limited practitioners as that term is used in

the Opinions and Reports of the Judicial Council.

The Association is represented by a different
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local law firm in each of these chiropractic cases.

Our firm has acted in an overview advisory ca-

pacity to the AMA in these suits. We have care-

fully reviewed the tentative settlement in light of

the applicable law. On the basis of this review,

we conclude that this settlement is a reasonable

one and is in the best interests of the Association.

Our opinion on this matter is shared by the able

Philadelphia law firm which represents the As-

sociation in this case on a day-to-day basis.

A House Divided

Four specialty societies and some individual

physicians, however, disagree with our assess-

ment. Representatives of these societies feel so

strongly about this subject that they have taken

legal steps to try to prevent finalization of the set-

tlement. While we respect their views, our own
independent judgment differs from their opinion.

As we understand it, the position of these

speeialty soeieties is based on three concerns.

First, the societies believe that an acknowledge-

ment that chiropractors are licensed limited prac-

titioners would give chiropractic legitimacy as

a healing art. Second, they fear that settlement

of the Philadelphia case would have an adverse

efifeet on the defense of the Chicago case. Third,

they contend that the tentative settlement would

violate Principle 3 of the Principles of Medical

Ethics, which provides that a physician shall not

“associate professionally” with anyone who prac-

tices a method of healing not founded on a

scientific basis. These are very important and

deeply felt concerns, all of which deserve respect

—and answers.

First, in acknowledging that chiropractors are

licensed limited practitioners, the settlement mere-

ly recognizes the fact that chiropractors have been

licensed under the law of every state to perform

certain limited procedures prescribed by state

law. Much as we might wish it otherwise, the

state legislatures in all 50 states have already con-

sidered chiropractors as licensed limited prac-

titioners. The tentative settlement in no way
changes the legal status of chiropractors.

Moreover, it is basic to understand that the

settlement terms agreed upon by the AMA in no

way obligate any physician to have any contact

whatsoever with any chiropractor. If an individ-

ual physician considers chiropractors to be un-

scientific cultists, as far as the AMA is concerned

that physician need never accept a referral from

a chiropractor. Indeed, anyone who sought to

force a physician to treat patients sent by a chiro-
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praetor, be it the government, a hospital board,

or a group of individuals, would be acting con-

trary to the AMA position.

Second, both in our judgment and that of

the lawyers representing the Association in Phila-

delphia and in Chicago, the settlement does not

jeopardize the defense of the Chicago case. It

does not in any way constitute an admission

that the AMA has violated the law. In fact, it

makes no statement about legal liability. What it

does do is make clear that the AMA’s position is

that it is up to the individual physician to decide

whether or in what circumstances to accept pa-

tients sent by chiropractors. If anything, there-

fore, the settlement helps our defense in Chicago

because this position is far easier to defend under

the antitrust laws than is a blanket prohibition

on accepting referrals in any circumstances.

Moreover, the tentative settlement removes the

possibility of an adverse ruling in the Philadelphia

case. In this connection, we are of the opinion

that your Board of Trustees has appropriate au-

thority to settle lawsuits when it believes that

settlement is in the best interest of the Associa-

tion.

Third, the settlement is, in our judgment, con-

sistent with the prohibition in the Principles of

Medical Ethics against associating professionally

with an unscientific practitioner. The Judicial

Council’s interpretation of this prohibition de-

clares it unethical for a physician to enter a

course of treatment jointly with an unscientific

practitioner. It does not interpret the Principles

to forbid accepting a referral from such an in-

dividual and thereafter dealing with the patient

exclusively. As I read the Principles as inter-

preted by the Judicial Council, the tentative

settlement is in complete accord with the As-

sociation’s policy that a physician may accept a

referral from an unscientific practitioner as long

as the physician doesn’t undertake a course of

treatment together with such practitioner.

Under ordinary circumstances, a speaker’s

platform is not the best place for a lawyer to

give advice to a client. But the circumstances

facing the AMA today are not ordinary. I will

therefore briefly discuss some of the antitrust

implications of the chiropractic litigation.

Although the Sherman Antitrust Act was en-

acted in 1890, it was not until Goldfarb Vir-

ginia State Bar Association, et al was decided

in 1975 that the Supreme Court first declared

that there was no “learned profession” exclusion

from application of the act. As a result, physi-
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cians, lawyers—all professionals—are now subject

to the Sherman Act. Under this act and analagous

state statutes, a concerted refusal to have any-

thing to do with certain providers of goods or

services, under threat of disciplinary action, is a

violation of law.

Neither this House nor the Judicial Council

has ever stated that a physician may not individu-

ally decide to accept as his or her patient a per-

son sent for treatment or diagnosis by a chiro-

practor. As a matter of fact, if the AMA or any

other medical organization threatened to disci-

pline for unethical conduct members who accept

patients referred by chiropractors, regardless of

circumstance, that organization would be in direct

violation of the Sherman Antitrust Act.

Chiropractic as a system of treating all disease

by spinal manipulation or adjustment was de-

scribed by the AMA House of Delegates in 1966

as an “unscientific cult” and a “hazard to rational

health care.” The AMA is clearly within its “first

amendment” rights when it continues to express

its concern about the danger of unscientific meth-

ods of treatment. But it should not take a posi-

tion which would make it unethical for a mem-
ber to decide individually to accept as a patient

a person referred by a chiropractor.

As you know. Section 4 of the Principles of

Medical Ethics requires physicians to “observe all

laws.” Judicial Council Opinion 3.70 is con-

sistent with the law and reflects the long-standing

position of the AMA both prior to the Goldfarb

decision in 1975 and since. We are unaware of a

single instance in which a surgeon has been dis-

ciplined by the AMA or any medical society for

performing surgery on a patient referred by a

chiropractor. Nor are we aware of any radiolo-

gist or other physician who has been censored or

admonished for accepting for treatment or diag-

nostic services a patient sent by a chiropractor.

This Association should not now adopt a position

contrary to law and contrary to its own ethics

which require that physicians observe the law.

You are committed to improving people’s

health through scientific medicine. I share your

outrage when innocent patients are exposed to

unscientific practices contrary^ to their best in-

terests. You who are devoted to the welfare of

the patient must be appalled when state legis-

latures permit a system of treatment which runs

directly contrary to this goal. But your concern

for the patient and for quality care cannot lead

you into positions that violate the law—in this

case, the antitrust laws—no matter how well-

intentioned those positions are.

Summary
In June of 1977, the chairman of the FTC

said; “The Federal Trade Commission is not a

health or medical agency. To paraphrase a Presi-

dent who was hardly our patron saint, Calvin

Coolidge, ‘The business of the FTC is business.’

And we recognize, along with most Americans,

that the delivery of health care is business, an

industry of vast proportions and vital effect.

Health care has become our business. I have no
apologies for that; in fact, one might ask; ‘What

took the FTC this long?’
”

As men and women trained in a noble and

learned profession, you are now on notice that

parts of our government claim that the medical

profession is not a profession but a business

—

and that health care is now the FTC’s business.

At a time when the President and many members
of Congress are saying that our country is over-

regulated, the FTC wants to regulate the practice

of medicine. I read you one ominous sentence

from the decision of the FTC administrative law

judge; “Respondents will be permitted to par-

ticipate in setting ethical guidelines for the con-

duct of their members after first obtaining per-

mission and approval of the Federal Trade Com-
mission.”

1984 has arrived in 1978. You, the members

of an ancient and honored profession, are not

even to participate in setting your own ethical

standards without first getting the permission and

approval of the federal government. I don’t have

to tell you how much is at stake here, funda-

mental principles far beyond this particular case.

I serve in another cause with Dallin H. Oaks,

president of Brigham Young University, who is

also a leader of the American Association of In-

dependent Colleges and Universities. President

Oaks said a few months ago; “I contend that gov-

ernment authorities need to be just as careful

about regulating schools, colleges, and universities

as they are about interferences with newspapers,

public meetings or any other delivery mechanism

for the products of free speech. As the essential

transmitters of our culture and as the source,

teacher, and practitioner of values in our society,

schools, colleges and universities must be assured

a wide range of freedom for their activities of dis-

covery, advocacy, and practice.”

The same observation is true with respect to

the practice of medicine. The freedom to practice

medicine is at stake, not only for yourselves, but
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for your patients and for future physicians and

future patients. It is essential that all of you re-

main united to preserve your freedom—and the

freedom of your patients. 1 am proud to carry

on the battle to maintain professionalism, for it

is a just one.

In accepting the Nobel Prize for literature,

William Faulkner declared, “1 believe that man
will not merely endure: He will prevail,” In act-

ing as counsel to this great Association, I share

Faulkner’s faith. I believe that as long as it

stands together, the medical profession will not

merely endure. It will prevail. r ^

JOIN US.

We can do
much more
together.
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You and Me and the FTC
On Nov. 29, 1978, an administrative law judge of the Federal Trade

Commisison, in a 312-page ruling, directed that the AMA must remove

from its Principles of Medical Ethics all restrictions on soliciting patients.

The opinion was not surprising, and has been pending since December,

1975. If allowed to stand, the order will permit physicians to advertise their

services. This, in the opinion of the judge, by increasing competition, will

then lower the cost of medical care to the patient. The decision was front

page news and editorial page material in many newspapers, including some

in our state.

The ruling, and the lay support for it, are rebuttable. My opinion has

been given in detail to at least two newspapers. I believe that my opinion

coincides with that of 75% to 80% of Tennessee physicians. A condensation

of it is as follows.

The compelling consideration not included in the judgment is that the

medical profession is unique. The hucksterism employed in the Madison Ave-

nue approach to advertising can be applied to all other professions. It is

not appropriate in the medical field, because we are involved in a service

that intimately relates to life, not just to the comforts and conveniences

thereof.

For this reason, government and its victims, our patients, must anticipate

as the result of this ruling that there can be no increase in the quality of care, and there most cer-

tainly can be no decrease in the cost of that care.

The second fallacy of the economic philosophy which predicated this short-sighted decision is

that we, as physicians, resist competition. Contrariwise, I believe that competition in the medical

field is present, and is, to coin a phrase, healthful.

Solicitous advertising will not increase competition in medical practice. It will appeal to the prac-

titioner who has already reversed the quality vs cost priorities in his practice. Some patients will

be attracted by the same pipe dreams of the FTC to a physician who practices medicine with dol-

lar sign diagnoses. No others need to or would advertise.

We should individually apprise our “friends” in journalism and government that the AMA is not

fighting a doctor’s fight. The AMA, as my spokesman, is certainly the patient’s advocate in this

situation. We believe that the patient (public) will be short-changed. Further, we believe that as-

sumption, by administrative fiat, of power not granted by law is injurious to the democratic process

which created the regulatory agencies of government.

Physicians should not solicit patients. It was true 66 years ago when first promulgated. It was

true in 1957 when the Code was revised. It is as true today. Medical ethics embodies all that is

written in the law. Moreover, it embodies considerations in conscience that state that the patient’s

welfare is paramount. This basic ethical consideration will not change tomorrow, the FTC notwith-

standing.

Sincerely,

PRESIDENT
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For 1979:

Shalom. Salam. Pax Vobiscum.

Deep river—my home is over Jordon; Lord
I want to cross over into campground

Negro Spiritual

Only one thing is predictable about rivers:

the water in them flows from higher to lower

levels. Because in the northern hemisphere it

looks downhill, we are accustomed to think of

their flowing generally north to south, but just

as many flow south to north. The Little River in

northern Alabama begins and ends on a moun-
tain. The River Jordan flows through one lake

and ends in another, both below sea-level, both

called seas. The river simply sinks into the Dead
Sea’s salty basin and disappears.

About three millenia ago the newly emanci-

pated children of Israel stood on the western

banks of the river across from Jericho and con-

templated their promised land “flowing with milk

and honey.” Because they doubted God’s power

to subdue the giants in the land, they were con-

demned to wander in the wilderness of the Sinai

until that generation died off. But like Caleb

and Joshua before them, their descendents in

1967 harbored no such doubts. They took the

land.

I stood in the beautiful blue-green water of

the tree-lined Jordan River where it flows south-

ward from the calm, peaceful Sea of Galilee and

looked eastward toward the forbidding, rocky

Golan Heights. I had just left a 50-year-old

kibbutz which for 30 years had undergone con-

tinuous shelling from Syrian artillery on those

hostile hills. The scars are still obvious even

though for ten years the people have tended their

prosperous farms in peace. To the west is the

Valley of Megiddo, the future site of Armaged-

don. The desert under the loving care of the

Israelis is blossoming like the rose.

Negro spirituals arose out of a deep religious

faith and perilous oppression. Years of struggle

bring a hunger for peace and contentment, and

nowhere is it more evident than in this land

which is holy to Jew, Christian, and Moslem. It

is easy to think that peace should be easy to

find simply by going there—by crossing over

Jordan, so to speak. Standing where I was in the

Jordan, if you could close your mind to the sig-

nificance of the Golan Heights across the sea and

the scars of war all around, perhaps by thinking

positively of the meeting just past of the Pres-

ident of Egypt with the Prime Minister of Israel

at Camp David, and forgetting that 50 miles

away in Lebanon, guns, some of them Israeli,

were even now blazing away, you could conjure

up a mirage of peace on earth. In Jerusalem it is

harder. Jerusalem—the old city—is bedlam.

It has been a long time since the City of Peace

has been a city of peace. Mosques and churches

have replaced Herod’s Temple, but except for

that the walled city has probably changed little

since Jesus walked its narrow streets. The

churches are crowded with pilgrims and the noisy

curious, and urchins peddling souvenirs add to

the throngs, but Jesus complained that His

Father’s house had become a den of thieves, and

His way was always blocked by crowds which
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thronged the streets and filled the shops.

This Year of Our Lord 1979 is unlikely to be

a peaceful year—in Jerusalem or anywhere else.

There are those who declare Armageddon is

near. Perhaps it is, but we should not count on

it. What we can count on, though, is the unlike-

lihood that there will be anywhere in the world

very much to contribute to our peace of mind.

Jesus found His peace in close communion with

His Father, whatever His surroundings and re-

gardless of the circumstances—in short in spiritu-

ally crossing over Jordan into His Father’s camp-

ground. And so can you.

Shalom! Salami Pax!

J.B.T.

Uncomical Uneconomical
The love of money is the root of all evil.

I Timothy 6:10

A few years ago the mayor of New York City

was widely criticized for snubbing a Middle

Eastern ruler visiting the city. Time has erased

the details from my memory, but they are un-

important. The reason given for the snub is not.

There were very few Arab votes in New York

City. It looks as if times have changed.

Or have they?

A brief perusal of the front page of this morn-

ing’s newspaper will indicate they have not. Only

favorites change. Policy is constant. This same

policy also dictates that the medical profession

specifically and the health care industry generally

need expect no justice from our present adminis-

tration.

As the newspaper in question will be long

gone by the time you read this, let me fill you in.

There is a picture of a beaming President who
has just informed the nation that Red China is

in and Taiwan is out. Elsewhere, Prime Minister

Begin has told Egypt that Israel has made its last

concession, and blows the United States out of

the water for criticizing Israel for its intransi-

gence. When an argument reaches an impasse,

someone is always intransigent. It depends on

who is the favorite at the moment. There is very

little oil in Israel.

As this editorial is about a peripheral issue, I’ll

not go further into the merits of the cases of

Taiwan vs Red China and Israel vs Egypt. As

the human animal has a great faculty for rational-

ization, the outcome need not be based on what is

right, as it can always be made to appear that

way. The question is, what happened to those

two old favorites? The answer is, the same thing

that has happened to us doctors.

Before pursuing this further, I should say that

the present administration is not the first, in this

country or elsewhere, to pursue a course of eco-

nomic expediency. A cynic could look at all of

history and come to the conclusion that it is

simply a review of economics. A noncynic would

probably be forced to the same conclusion. One
need not be right—only economical.

The health care industry is big business. At
the moment the public has not indicated how
much of its gross national product it is willing

to part with for this purpose. The administration

obviously has decided. We have already reached

the cut-off. Having roundly defended national

health insurance (NHI), the administration has

now abandoned that as economically unfeasible.

It has had to create a smoke screen to obscure

that decision and delude the public as to its

thinking. That smoke screen is “anti-inflation

measures,” and we are their whipping boy.

Along with Taiwan and Israel (and NHI), we
have been flushed down the drain. We are un-

economical.

J.B.T.

Things for the New Year
Dad singing “White Christmas” every year

was a reminder to people that there are some

things of constant value in the world.

—Kathryn Crosby

The earth is a living system, delicately

balanced. . . .

The injuries we inflict arc not always self-

healing, or even curable.

—Jacques Cousteau

The monoliths of the Easter Islands have been

an enigma for centuries. They are an enigma

even to the few hundred Easter Islanders who
survived the destruction in the late 17th century

of a relatively sophisticated though isolated stone-

age civilization numbering perhaps 20,000 people

—a civilization with its own as yet undeciphered

written language. That barren island, once dense-

ly wooded, was despoiled first of its forests and

then its people to support the cult which ex-

pended all its energies in erecting massive stone

statues weighing as much as 400 tons and stand-

ing 60 feet high, quarried from the island’s vol-

canic heart. The end of it all was rebellion, war-

fare, and death.

The beautiful chants of the Easter Islanders are

remembered now by only a handful of the sur-

vivors. Because the Easter Islands were unin-

fluenced by outsiders from their colonization in
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about the 5th or 6th century until their “dis-

covery” in the 18th century, their music is a

purer reflection of its origins than most. Both it

and the written language closely resemble the

culture of India’s Indus Valley. Only a few schol-

ars are interested. Most of their writings were

destroyed by their discoverers as works of pag-

anism. But the music may yet outlast the mono-
liths, and it cost so little.

“My name is Ozymandias, King of Kings:

Look on my works, ye mighty, and despair,” runs

the inscription on a broken half-buried ancient

statue described by the poet Shelley. It is all that

is left of Ozymandias. Cheops is immortalized in

a pyramidal rockpile. The buildings, statues, and

monuments of the ancient world were erected at

great cost to their builders—not those who or-

dered them built, but those who did the work.

Taken in the context of his investigation of the

Easter Islands, Cousteau’s remark included hu-

manity as a part of the living system which is

“our island earth,” a part of which man himself

destroyed on that island.

Bing Crosby will be remembered for his music.

The memory will fade with time, but I suspect

that as long as we have Christmas, “White Christ-

mas” will keep the candle burning.

Because of their beauty, and their cost in

wealth and human misery, the monuments need

to be preserved. But the things of constant value

in the world are not piles of rock. Contrariwise,

as Kathryn Crosby implied, neither are they the

music exemplified by the Easter Island chants or

“White Christmas.” Rather, the things of con-

stant value are things not made with hands. They
are the things of the Spirit, things that bind up
rather than inflict wounds.

It’s a good thing to keep in mind as we enter

a new year.

J.B.T.

Litigation Confrontation

Medicine generally—or medicine as we know
it—is under attack from all quarters these days,

and as the largest and most affluent of the medi-

cal organizations, the AMA bears the brunt of it.

There are those of our colleagues who have taken

exception to “what the AMA has done for you
lately,” and they have taken that exception into

the courts. Most of the action has resulted from

misinterpretation—largely by legal counsel—of

the issues, and litigation against the AMA has

been largely over nonissues.

It is not my intention here to review the history

of the legal action, as this has been done by

AMA counsel in the superb speech before the

AMA of Mr. Newton Minow, carried in its en-

tirety in this issue of the Journal. It is long,

but you should—indeed, you must—read every

word of it, so that you can be informed, not of

what the AMA is up against, but of what we as

practitioners of medicine face.

Regardless of your opinion of chiropractors

and chiropractic, chiropractors are licensed in all

50 states as limited practitioners, and as such

have the legal right to make a living practicing

chiropractic. For two or more people to make

any sort of agreement to abridge that right con-

stitutes a conspiracy in restraint of trade under

the Sherman Antitrust Act, and entitles the in-

jured party to treble damages.

Certain of our colleagues have charged the

AMA Board of Trustees with illegally retreating

from its stand that chiropractic is a nonscientific

cult and that therefore physicians should not

enter into a professional relationship with its

practitioners. The House of Delegates, meeting in

Chicago last month, took action to clarify the

issues and, it is hoped, to relieve the distress of

our colleagues.

Firstly, it reaffirmed the right of the Board of

Trustees to act for the Association. Not to do so,

it was pointed out, would require the House to

remain in session much of the time. Secondly, it

affirmed that no ethical issues were involved.

Neither the AMA Board nor the Judicial Council

has retreated from the stand expressed in Section

3 of the Principles of Ethics of 1957. But for

the AMA or any other group of physicians to

make any move which would limit the legally

defined rights of practitioners of chiropractic

places that group in legal jeopardy. Thirdly, the

acceptance of referrals from a chiropractor does

not constitute entering into a professional re-

lationship, any more than does accepting referral

from a neighbor or any other layman. To estab-

lish a professional relationship requires joint care

of a patient.

Fourthly, and in this day and age possibly most

importantly, the House reaffirmed the right of

any physician to choose whom he will serve. It

pledged the full support of the Association to aid

those who are pressed, so to speak, into involun-

tary servitude.

I trust you will make the effort to understand

the issues, not only this one but the others with

which we must deal, and of which this in a sense

constitutes only the tip of the iceberg. At its base
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is the opinion of the courts and the Federal Trade

Commission, which now defines the practice of

medicine as neither an art nor a science, but as a

business. If you will read carefully the speeches

of the AMA’s president, Tom E. Nesbitt, M.D.,

and its legal counsel, Mr. Newton Minow, both

printed in this issue, you will find it all very

thoroughly exposed.

As mentioned earlier, the AMA is the most

affluent of the medical organizations, and as such

is looked upon as the primary defendant in all

class action lawsuits. Still to be litigated are law-

suits in New Jersey and Illinois. As the latter

concerns chiropractic, and not chiropractors, the

AMA intends to fight this suit to the bitter end.

Others will doubtless arise.

The affluence of the AMA comes from the

dues of its members. It is fighting your battles.

If you are not a member of AMA, you are free-

loading on your colleagues.

Think about it.

J.B.T.

Intrusion

It was a cold, bright day and the mountains

stood in sharp contrast to the desert below.

Ahead walked a small girl, about 20 or 25 years

old, he judged, her long black hair peeking over

the edge of a fleece-lined parka, a little warm for

the day. Jeans and hiking boots completed the

ensemble.

She had been apart from the group since they

left the park center. She was a pretty girl, in a

pixieish sort of way, and several times he had

thought to open a conversation, but her rather

distant attitude had put him off—was she lonely,

or just self-contained?

He reflected on loneliness and the difference

between that and being alone. How can you tell,

he wondered. Some people have within them all

they need. They are filled with their world—the

wonders of nature, the nearness of God, or even

man’s achievements. Others, no different in ap-

pearance, are desperate. Watching her walk, in

cadence with the others, a little ahead, shoulders

slightly hunched against the wind, he could not

fathom her reactions. Why not walk a little

faster? Why not breach the silence? But then

again, why intrude on her solitude? Maybe he

should catch up, he thought. He stayed where

he was.

They walked along the narrow trail on the

mountainside, several thousand feet above the

desert floor. He watched her trudging along

toward a curve in the trail, which she did not

take.

She disappeared over the edge without a sound.

J.B.T.

The Righteousness of God

To the Editor:

We would like to comment on the lead editorial

in the November issue of the Journal of the Ten-
nessee Medical Association (/ Tenn Med Assoc
71:852, 1978). We are disappointed to learn that

“Men of faith,” which apparently we are not, be-

lieve that God has given to the people of Cairo,

Calcutta, Beirut . . . etc. all “what they need.” While
many peoples of the world are in a position of the

prophet Job, isn’t it a bit arrogant for persons of afflu-

ence and power to emphasize for a Thanksgiving

tribute that the Lord “opens His hand and satisfies

the needs of every living thing”? We are thankful

that the Lord in His righteousness believes that

Americans need more of everything than most of the

other peoples of the world.

Thomas E. Mason, M.D.
and

Ralph S. Metheny, Jr., M.D.
4230 Harding Rd.

Nashville, TN 37205

Tolbert Clinton Crowell, age 87. Died November
28, 1978. Graduate of Tulane University School of

Medicine. Member of Chattanooga-Hamilton County
Medical Society.

Rollin A. Daniel, Jr,, age 70. Died December 1,

1978. Graduate of Vanderbilt University School of

Medicine. Member of Nashville Academy of Medi-

cine.

Victor Hill, age 81. Died December 6. 1978. Grad-

uate of University of Louisville School of Medicine.

Member of Knoxville Academy of Medicine.

Bernard M. Kraus, age 59. Died November 9, 1978.

Graduate of University of Tennessee School of Med-
icine. Member of Memphis-Shelby County Medical

Society.

John W. Ragsdale, age 90. Died October 20, 1978.

Graduate of University of Tennessee School of
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Medicine. Member of Memphis-Shelby County Med-
ical Society.

Philip David Stout, age 84. Died November 9, 1978.

Graduate of Harvard Medical College. Member of

Sullivan-Johnson County Medical Society.

neui membcf/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

BLOUNT COUNTY MEDICAL SOCIETY
Kyiing M. Ahn, M.D., Maryville

Samuel D. Evans, M.D., Louisville

Richard J. Mynatt, M.D., Townsend
Christopher L. Vinsant, M.D., Maryville

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Peter J. Boehm, M.D., Chattanooga
Ronald C. Brooksbank, M.D., Chattanooga
Edward B. Feinberg, M.D., Chattanooga
Arim A. Paranjape, M.D., Chattanooga
Walter D. Parkhurst, M.D., Chattanooga
Phillip S. Stone, M.D., Chattanooga
Thomas S. Templeton, M.D., Chattanooga
Donald R. Thorner, M.D., Chattanooga
Dabney James Valadez, M.D., Decatur, GA

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Charles Story, M.D., Jackson

CUMBERLAND COUNTY MEDICAL SOCIETY
Robert W. Booher, M.D., Crossville

NASHVILLE ACADEMY OF MEDICINE
Richard A. Belden, M.D., Nashville

Frank A. Greco, M.D., Nashville

Saadoon Kadir, M.D., Nashville

Allen B. Kaiser, M.D., Nashville

John Allan Molin, M.D., Nashville

James D. Snell, Jr., M.D., Nashville

Jane Ruth Weinberg, M.D., Nashville

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Bernard J. Begley, M.D., Johnson City

Curt Hofer, M.D., Johnson City

Peter J. Irigaray, M.D., Johnson City

Barbara B. Snell, M.D., Johnson City

ERRATUM
Phillip M. Ricks, M.D., and R. Waid Shel-

ton, Jr., M.D., both of Oak Ridge, are mem-
bers of the Roane-Anderson County Medical

Society. Their medical society affiliation was
listed incorrectly in the New Members col-

umn in the October 1978 issue of the Journal.
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David Shields Carroll, M.D., Memphis, has received

a Gold Medal from the Radiological Society of

North America. The RSNA, the largest scientific

radiological society in North America, presents

this award to recognize distinguished service in

medicine.

G. Baker Hubbard, Sr., M.D., Jackson, has been

named president-elect of the Southern Medical As-

sociation for 1978-1979. He will be installed as

president of the 25,000-member organization at its

73rd annual meeting to be held in Las Vegas next

November. Dr. Hubbard was named the Outstand-

ing Physician of the Year by the TMA at its an-

nual meeting earlier this year.

Joanne Lovell Linn, M.D., Nashville, took office as

president-elect of the American Medical Women’s
Association at its annual meeting on Nov. 11, 1978.

Ralph H. Monger, Jr., M.D., Memphis, was elected

president of the Memphis Urological Society at the

recent fall meeting of the organization. Vance Shap-

pley, M.D., is the new president-elect, and Peter

Quinn, M.D., was elected secretary-treasurer.

Burton M. Rudolph, M.D., Knoxville, was recently

elected treasurer of the American Association for

Clinical Immunology and Allergy (AACIA). Dr.

Rudolph, an allergist, became an officer of the in-

ternational organization at its 12th annual congress

in Knoxville.

Gene H. Stollerman, M.D., Memphis, physician-in-

chief of the City of Memphis Hospital, has received

the prestigious Maimonides Award. Dr. Albert Sa-

bin, developer of the oral polio vaccine, presented

the award to Dr. Stollerman as a tribute for his

work in establishing programs to combat infectious

diseases.

Robert Burton Wilson, M.D., Huntingdon, was hon-

ored on “Dr. Wilson Day” by the town of Hunting-

don on Nov. 11, 1978. Over 500 people attended

the festivities to honor Dr. Wilson in recognition

of his “long and dedicated service to his community

. . . and his great contribution to the welfare of

many citizens of this community.”

The following TMA members have been named
Fellows of the American College of Surgeons: Joel

E. Avery, M.D., and Richard S. Lasky, M.D., both

of Chattanooga; James H. Simrall, M.D., Cleveland;

Howard L. Beale, M.D., Robert L. Bourland, Jr.,

M.D., Baldey K. Devgan, M.D., Raza A. Dilawari,

M.D., Larry E. Duberstein, M.D., Bobby F. Flowers,

M.D., Bradford W. Kincheloe, M.D., Alan /. Man-
del, M.D., Horace N. Noe, M.D., Mark S. Soloway,

M.D., and Joseph L. Weems, M.D., all of Memphis.
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Coffee County Medical Society

Dr. Coulter S. Young, a Manchester general prac-

titioner, was named president-elect of the Coffee

County Medical Society at the society’s regular

meeting on Nov. 21. Dr. Young will take over the

post now held by Dr. Frank Vallejo, of Tullahoma,

in January. Other officers elected were Dr. Sandip

Shukla, vice president, and Dr. G. B. Krishna,

secretary-treasurer, both of Tullahoma. Dr. Ed Bat-

taglia, of Tullahoma, was chosen as the county med-

ical examiner.

Knoxville Academy of Medicine

Dr. William A. Nelson, a Knoxville radiologist,

was installed as president of the Knoxville Academy
of Medicine at the Academy meeting held Dec. 12.

Other officers installed were Dr. Harold Neuen-
schwander, vice president; Dr. W. Gilmer Reed,

secretary; Dr. Thomas A. Sullivan, treasurer; and

Dr. George H. Wood, president-elect. New mem-
bers of the judicial council are Drs. Robert F. Lash,

C. Gerald Sundahl, and James H. Waters, Jr.

Maury County Medical Society

Forty-three members, a Society record, attended

the Maury County Medical Society meeting, Dec. 4,

1978, at the Chalet Restaurant. After a social hour

and dinner. Dr. Roy O. Elam, III, gastroenterologist,

gave a lecture on the “Medical Management of

Acid Peptic Disease.’’

Dr. Tom Dake, president of the Society, pre-

sided over the business meeting. New officers elected

for 1979 include the following: president—Dr. Val-

ton Harwell; president-elect and vice president—Dr.

Kenneth Moore; secretary-treasurer and delegate

—

Dr. Harold Ferrell; alternate delegate—Dr. Stephen

Simmons; delegate—Dr. John Orlando Williams, Jr.;

alternate delegate—Dr. John P. W. Brown; member,

board of censors—Dr. Thomas R. Duncan.

Memphis-Shelby County Medical

Society

Dr. Allen Edmonson, a Memphis Orthopedic

Surgeon, was installed as president of the Memphis
and Shelby County Medical Society at the Society’s

meeting Dec. 5, held at the Memphis Country Club.

He assumes his duties beginning Jan. 1. Other offi-

cers elected were Dr. James Theodore Galyon,

president-elect; Dr. John S. Buchignani, Jr., vice

president; Dr. Walter H. Henley, secretary; Dr. Rex

A. Amonette, treasurer; and Dr. Shed H. Caffey,

member-at-large.

Vanderbilt Researchers Isolate

Factor in High Blood Pressure
Scientists at Vanderbilt University School of Med-

icine and Mt. Sinai Hospital of Cleveland have suc-

ceeded in isolating and purifying the key enzyme in

humans which controls blood pressure and causes
high blood pressure.

Tadashi Inagami, Ph.D., a Vanderbilt biochemist
and one of the three investigators in the project, pre-
sented his findings at the American Heart Associa-
tion meeting in November.
Funded by a long-term grant from the National

Heart and Lung Institute, Dr. Inagami along with
biochemists Hideyoshi Yokosawa, Ph.D., and E.
Hass, Ph.D., accomplished the purification of renin
from the kidney after years of research. Three
years ago, scientists at Vanderbilt succeeded in ob-
taining renin in a pure form from the hog kidney
and recently developed biochemical techniques in

basic research, and further animal studies have pro-
vided an important basis for the human work.
The purified renin will allow scientists to begin

many productive studies on high blood pressure, not
possible previously, which will lead to further in-

sights into the causes of high blood pressure and
open the way for a rational approach to the preven-

tion and cure of this disease.

ncilioncil new/

From the AMA’s Office in Washington, D.C.

Administration's Anti-Inflation

Tbrust

Stringent controls and across-the-board budget

cuts will be the order of the day for the coming
96th Congress. President Carter has announced that

his anti-inflation program will be the top domestic

priority and such sentiment appears to be wide-

spread among returning members.
The administration’s initial thrust in the health

area will be its demand for the hospital cost con-

tainment program that was blocked in the last

Congress. In addition, it is expected that the Presi-

dent’s chief selling point for his brand of national

health insurance (NHI) will be its alleged ability

to hold down inflation in the health care sector.

In an important policy address before the National

Press Club, Joseph A. Califano. Secretary of the

Health, Education and Welfare Department, warned

that if liberals want federal social programs to sur-
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vive, they must concentrate on better management
of those programs rather than on their expansion.

“It was the challenge of liberalism in the 60s to

enact long-delayed and much-needed social pro-

grams,” Califano said. “It is the challenge for lib-

eralism in the 70s to manage these programs well.”

“As we come to the close of the 70s, the challenge

for the American Liberal is the challenge of auster-

ity,” Califano said.

There is a management revolution underway in

Washington, the HEW Secretary said, an “effort to

make compassionate programs work efficiently.”

He said it is essential for Liberals to recognize

that times have changed, that “the self-confidence of

the 60s has been replaced by a mood of caution,

wariness, and skepticism.”

Califano didn’t say where the economic ax will

fall at HEW except to note some long-standing

targets such as impacted federal aid for schools and
the hospital cost containment plan. Of the latter, he

said House Speaker Thomas O’Neill (D-Mass.) has

promised early House action next year. “We will

drive that legislation through next year,” he said.

The Voluntary Effort

While Secretary Califano and the administration

appear to be unalterably opposed to private sector

volunteer efforts to reduce inflation and adamantly

in favor of mandatory wage and price guidelines for

the health sector only—via hospital cost containment

and NHI—other views are being expressed in Wash-
ington.

A Washington s^^mposium of national business

and health leaders, during a briefing of how volun-

tary cost containment is working in hospitals and

among physicians, heard AMA Executive Vice-

President James H. Sammons, M.D., urge the fed-

eral government not to interfere and “play games
with the nation’s health.”

Speaking at a think-tank session in Washington,

D.C., sponsored by Arthur D. Little, Inc., Dr. Sam-
mons said to some extent the problems currently

facing the health care industry have made provid-

ers “victims of our own success.” He pointed to the

highest quality of care in the world in this country

and the rapid explosion of medical technology since

World War II.

Health care is going to be expensive and the

question must be asked whether benefits can be

expanded without costing more money, said the

AMA official. Much talk has been bruited about

the percentage of health in relation to the gross

national product.

“Is 8.6% too much or too little? What is an in-

telligent yardstick?”

He suggested that medical people make medical

decisions, such as who qualifies for renal dialysis.

“Let’s be sure we know what we’re doing when we

do it.”

Dr. Sammons said the Voluntary Effort (VE) is

succeeding on several fronts and that prospects for

the future look good and “America’s physicians are
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playing a leading role in our society’s quest to keep

medical costs within reason.”

He noted “the dimensions . . . and the dangers
. . . of certain governmental proposals to slap arbi-

trary and ill-considered cost ceilings on our medical
system.”

“Most people, including most people in govern-

ment, realize that when it comes to fashioning en-

lightened and enduring answers to complex prob-
lems, the private way is by far the better way.”

Paul W. Earle, executive director of the Volun-
tary Effort, said VE is a unique national coalition

formed by physicians and hospitals to voluntarily

contain health care costs.

It marks the “first time we have done it in the

industry on a coalition basis.” Often the groups
“fight among themselves but we are now joining

together on major tasks.”

Earle said this is the “only industry that has
responded with a massive, nationwide effort to

President Carter’s call for voluntary restraint—ironic

inasmuch as the administration has called for volun-
tary restraint but is pushing for wage and price

controls for hospitals.”

The National Steering Committee is led by the

AMA, American Hospital Association and the Fed-
eration of American Hospitals.

“And we are getting results any way you meas-
ure it, Earle said, noting the following “rate of in-

crease” statistics: 1976—19.1%; 1977—15.6%;
first half of 1978—12.8%.

“Industry is doing the job, demonstrating its re-

sponsibility, and we don’t need the federal govern-

ment telling us what to do,” he asserted.

Dr. Sammons noted that the rate of increase in

hospital expenditures through the first seven months
of 1978 was 12.8%, well below the 1977 rate of

15.6% and the lowest since 1974 when federal wage
and price controls were ended.

Dr. Sammons estimated that VE has saved $900
million in hospital costs in the fiscal year ending

in September, 1978. He further estimated that it

will save $44 billion by the end of 1983.

Productivity Standards Considered

By Feds for Doctors

Government health planners are considering a

“productivity standards” system to examine the effi-

ciency of physicians and hospitals.

HEW Secretary Califano said such standards
could cut unnecessary surgery, make better use of
expensive machinery, and shorten hospital stays.

“I recognize that we must proceed with great care

in attempting to set standards regarding health care

productivity. Any such move should not infringe on
physicians’ relationships with patients,” he said. The
National Health Planning Council was asked to begin
“careful consideration of the issues raised by pro-

ductivity standards.”

Califano did not go into detail about minimum
productivity standards in a speech at the annual
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meeting of the Institute of Medicine, a branch of

the National Academy of Sciences.

“A concern with productivity presumes a strong

doctor-patient relationship characterized by human
caring,” he said, noting that physicians, economists,

professional standards groups, hospitals, nursing

homes and other medical facilities would contribute

to the set of standards.

With the “moonshot age” of complex medical

technology and refined special skills have come the

problems of unnecessary medical procedures and a

proliferation of facilities which are underutilized,

said Califano.

He noted that in 1975 there were more than three

hospital workers per patient in this country while

the ratio in West Germany was 1 : 1 and 2:1 in

Great Britain.

According to the Secretary, nurse practitioners

and physician assistants could handle more than

50% of patient visits for primary care problems

more economically—at least in certain settings

—

than doctors.

Coalition for Health Information

Proposed
A broad-based coalition of health and environ-

mental groups aimed at disease prevention was pro-

posed by Rep. Paul Rogers (D-Fla.) who declared

he’s convinced the coalition will perform a valuable

role in informing the public.

The tentatively titled National Coalition for Dis-

ease Prevention and Environmental Health held its

first strategy and organizational meeting in Wash-

ington, D.C., with 30 groups forming an organizing

committee. Rogers told representatives of these

other groups that he intended to play an active role

in supporting the coalition, but he apparently will

not head it. Rogers, retiring this year as head of

the House commerce health subcommittee, said he

would announce his future private role shortly, but

would serve the coalition “for free.”

Some 140 national groups have expressed an in-

terest in joining the group, according to Rogers.

The educational and information exchange functions

of the coalition will be critical, he said. The organ-

ized groups would survey food, the safety of con-

sumer products, the purity of air and water, the

safety of the work place, and strive for a less stress-

ful society.

HMO Bill Becomes Law
The Health Maintenance Organization (HMO)

program, one of the few major health bills of the

last congressional session to secure enactment, has

been signed into law by President Carter.

The measure, a prime goal of the administration,

provides a three-year extension, with certain amend-

ments to the HMO proposals.

The bill authorizes $31 million, $65 million, and

$68 million for the next three fiscal years.

The maximum amount of an initial development
grant that can be made was increased from $1 mil-

lion to $2 million beginning in fiscal year 1980.

The government can make loans and loan guar-

antees for the acquisition or construction of ambu-
latory health care facilities and for the acquisition

of equipment. Loan guarantees to private HMOs
can only be for projects that will serve medically

underserved populations. The loans made or guaran-

teed for an ambulatory health care facility cannot

be more than $2.5 million.

An ambulatory health care facility was defined to

mean a health care facility for the provision of diag-

nostic, treatment, and prevention services to ambu-
latory patients.

The bill provides that beginning four years after

an HMO becomes qualified it may not enter into

contracts with physicians other than members of

the HMO stair, medical groups, or individual prac-

tice associations if the amounts paid under these

contracts for basic and supplemental health services

provided by physicians exceed 15% of the total

estimated amount to be paid by the HMO to phy-

sicians for the provision of basic and supplemental

physican services. The percentage is increased to

30% if the HMO principally serves a rural area.

AMA Challenges FTC Ad Ruling

The AMA has announced that it will challenge

and immediately appeal a ruling of a Federal Trade
Commission administrative law judge that charges

the association with restraining physician advertising

and restraining physician participation in certain

health delivery systems.

“The most shocking and pervasive attack on pro-

fessionalism found in Judge Ernest G. Barnes’ ruling

is, ‘Respondents (AMA) will be permitted to par-

ticipate in setting ethical guidelines for the conduct

of their members, after first obtaining the permis-

sion and approval of the ETC,’ ” said Robert B.

Hunter, M.D., Chairman of the AMA Board of

Trustees.

“We don’t feel that lawyers, dentists, engineers,

and other professionals, labor unions, business en-

tities, charitable organizations, state and local gov-

ernmental entities should have to ask the federal

government if they can issue ethical guidelines to

their members and what those guidelines should say.

“It has been clear throughout the entire proceed-

ing that the AMA is clearly in favor of physician

advertising and a free flow of public information

about health care services,” Hunter continued. “We
are opposed to false and misleading advertising, and

its adverse impact on the quality of health care avail-

able to patients.”

Testimony presented during FTC hearings on the

advertising issue has shown that misleading adver-

tising has led patients to inadequate and harmful

treatment.

“The current abortion issue in Chicago acts as

an excellent example of misleading advertising that

the association opposes.”
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Judge Barnes’ ruling came in a case brought to

the Commission three years ago against the AMA,
the Connecticut State Medical Society and the New
Haven County (Conn.) Medical Association. The

FTC contended that the three organizations agreed

to prevent or hinder physicians from advertising and

engaging in competitive practices.

Nurse Aid Bill Vetoed

President Carter has vetoed legislation to extend

federal aid for nurses’ education for two years with

a $400 million authorization. The American Nurses

Association said his action was “discriminatory” and

“short-sighted.”

The measure had passed the Senate by a unani-

mous voice vote and was approved by a 393-12

House tally. President Carter previously had vetoed

a measure that would have cut off nurses’ education

aid, but Congress later overrode the veto.

In a brief message, Carter said prospects are for

sufficient nurses without the need for federal sup-

port. “At a time of urgent need for budget restraint

we cannot tolerate spending for any but truly essen-

tial purposes,” the President said.

FTC Probes Nursing Homes
A member of the FTC has said the Commission

has uncovered a “litany of abuses and of chicanery

in the nursing home industry that is too large to

ignore,” and may propose a crackdown.

“Our preliminary investigation at the FTC re-

vealed instances in which a nursing home was
charging drug prices 24% higher than those charged

by independent pharmacies,” said Elizabeth Dole.

Mrs. Dole, wife of Sen. Robert Dole (R-Kans.),

told the 1978 Indiana Governor’s Conference on
Aging that the Commission is considering issuing a

trade regulation rule for the industry to require,

among other things, exact disclosures of prices and

services.

TREATMENTAND LEARNING CENTER FOR ALCOHOL RELATED PROBLEMS

Our purpose is to provide
effective therapy in a wholesome
atmosphere forthe man or
woman with a drinking problem.

FELLOWSHIP HALL
A private non-profit JCAH accredited psychiatric hospital

A nature trail for hiking and meditation

winds through nearly a mile of beautifully

wooded area.

A medical doctor and registered nurses provide 24-

hour medical care in a fully equipped infirmary.

FELLOWSHIP HALL ,mc .

P. O. Box 6929 • Greensboro, N. C. 27405 • 919-621-3381

Located off U S. Hvyy. No. 29 at Hicone Road Exit, 6V2 miles
north of downtown Greensboro, N.C. Convenient to 1-85, 1-40

U.S. 421, U.S. 220, and the Greensboro Regional Airport

Attractive, comfortable accommodations
are provided for both male and female

guests.

Fellowship Hall will arrange connections with commercial transportation.
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CALENDAR OF MEETINGS

Feb. 11-15

Feb. 12-17

Feb. 24-

March 3

Feb. 25-

March 2

Feb. 27-

March 2

Feb. 27-

March 2

March 1-3

March 4-9

March 5-9

March 8-1

1

NATIONAL

1979

Current Concepts, Controversies, and

Clinical Strategies in Gastroenterology

—Century Plaza Hotel, Los Angeles

Dermatology Seminar — Interconti-

nental Hotel, Maui, Kehei, Hawaii

Symposium on Neurotology—Snow-
mass, Aspen, Colo.

American Physicians Fellowship Mid-

winter Assembly—Sonesta Beach
Hotel, Key Biscayne, Fla.

Symposium on Fundamental Cancer

Research—Shamrock Hilton Hotel,

Houston

International Conference on Occupa-

tional Lung Disease—Hyatt Regency,

Embarcadero in San Francisco

American Association of Genito-Uri-

nary Surgeons—Del Monte Lodge,

Pebble Beach, Calif.

American Radium Society—Bonaven-
ture Hotel, Los Angeles

International Academy of Pathology

(US-Canadian Div)—San Francisco

Hilton Hotel, San Francisco

American Society of Regional Anes-
thesia—Contemporary Resort Hotel,

Orlando, Fla.

March 10-14 Society of Air Force Physicians

—

Convention Center, San Antonio, Tex.

March 11-15 American College of Cardiology

—

Miami Beach

March 14-16 New York Academy of Sciences’ Con-
ference on Thermal Characteristics of

Tumors—Barbizon Plaza Hotel, New
York

March 17-21 American Society of Abdominal Sur-

geons—National Study Center,

Tampa, Fla.

March 17-22 American College of Allergists

—

Shamrock Hotel, Houston

March 18-22 Southeastern Surgical Congress

—

Americana Hotel, Bal Harbour, Fla.

March 19-20 First National Conference on Anti-

biotic Audit—Peachtree Plaza Hotel,

Atlanta

March 21-23 American Society for Clinical Phar-

macology and Therapeutics—Crown
Center Hotel, Kansas City, Mo.

March 22-29 American Society of Clinical Patholo-
gists and College of American Pathol-
ogists—New Orleans

March 23-25 American Psychosomatic Society

—

Fairmont Hotel, Dallas

March 24-28 American Academy of Allergy

—

Hilton Hotel, New Orleans

March 26-28 Occupational Dermatology Sympo-
sium—Univ. of California Hospital,

San Francisco

March 26-29 American College of Emergency Phy-
sicians—Del Monte Hotel, Monterey,
Calif.

March 31-

April 1

American Otology Society—Century
Plaza Hotel, Los Angeles

STATE

April 4-7 Tennessee Medical Association—Air-

port Hilton Inn, Memphis

Gary L. Odom Named TMA

Executive Assistant for Legislation

The Tennessee
Medical Association

announces the em-
ployment of Mr.
Gary L. Odom to

serve as Executive

Assistant for Legis-

lation. He comes to

the TMA after be-

ing the assistant di-

rector of the Health

Related Boards Di-

vision of the Ten-
nessee Department
of Public Health.

A native of Eliza-

bethton, T e n n . ,

Odom, age 27, re-

ceived his B.S. de-

gree in Criminal Justice from East Tennessee State

University in 1973. In 1974 he received his M.S.
degree in Criminal Justice from Eastern Kentucky
University. Gary is currently in his second year of

the YMCA Night Law School. Prior to becoming
assistant director of the Health Related Boards, he
served as the State Attorney General’s Special In-

vestigator.

Mr. Odom is married and he and his wife. Sue,

are expecting their first child in February.
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THE WHITE HOUSE
WASHINGTON

Dear Association Member:

President Carter has described to the American people his program
for combating inflation, our most pressing economic problem. He
is absolutely determined to make it succeed.

The program has three major planks--monetary and fiscal restraint
by the Federal Government; reduction in the government regulations
and interventions that inflate costs and interfere with competition;
and the cooperation of all Americans in accepting voluntary
standards

.

In addition, the President announced on November 1 a complete set
of actions to defend the dollar.

But governmental action alone is not enough. Success requires
everyone's support. The President has therefore issued explicit
standards. He has asked that pay raises in the coming year be
held to 7% or less, and that the rate of increase in prices be
cut at least 0.5% below the average rate of 1976 and 1977.

Some people have called for mandatory wage and price controls.
The President has rejected this alternative because of the
bureaucracy, distortions, and unfairness that mandatory controls
inevitably involve.

The President's program strikes a balance that offers our best
hope of bringing inflationary forces under control without
plunging us into depression or putting the whole economy into a
bureaucratic straight j acket

.

Will it work? Consider the consequences of it not working. The
plan has to work; asking whether it will is somewhat like asking
"will America work?"

The administration of the wage and price standards is going to
take much development; there will be thousands of individual
questions and situations that will need to be brought to the
attention of the Council on Wage and Price Stability. I urge
you to do so.

You can reach us by writing me at 726 Jackson Place, N. W.

,

Washington, D. C. 20506, or by calling 800-368-9191, or, in
Washington, 456-6766.
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The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education. Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Psychiatrj- Marc H. HoUender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David HaU, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American

Academy of Family Physician’s Continuing Educa-

tion accreditation.

Application: For further information and applica-

tion, contact; Paul E. Slaton, M.D., Director, Con-

tinuing Education, 305 Medical Arts Building, Nash-

ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department
chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

TTie experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . .

Dermatology
Diabetes
Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurology
Obstetrics & Gynecology .

Oncology
Orthopedics
Pathology
Pediatrics

Samuel Marney, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.

Lonnie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. Griffin, M.D.

William H. Hartmann, M.D.
David T. Karzon, M.D.

Feb. 14-15 1st Annual Harry S. Abram Memorial
Symposium on Medical Ethics

March 10 Sports Medicine (cosponsored with

Nashville Academy of Medicine)

Spring, 1979 Annual L. W. Edwards Memorial

Lecture in Surgery (1 hour)

Spring, 1979 2nd Annual Family Therapy Sym-
posium

April 2-6 8th Annual James C. Overall Visiting

Professor in Pediatrics

April 4-6 Management of Hypertension and
Cardiac Causes of Sudden Death (21

hours)

April 1

1

Geriatric Psychopharmacology

April 20 Annual Barney Brooks Lectureship in

Surgery (1 hour)

April 26 Annual Frank H. Luton Lecture in

Psychiatry ( 1 hour)

April 27 American Academy of Orthopedic

Surgeons Short Course—Hyatt Re-

gency (7 hours)

April 27-28 Update in Gynecology, Oncology,

Endocrinology and Infertility

April, 1979 Modem Concepts in Oncology

May 23-24 18th Annual Seminar in Psychiatry

(for nonpsychiatrists) (11 hours)

May, 1979 Scientific Sessions of the Vanderbilt

Medical Alumni Reunion

June 11-16 Family Practice Intensive Review (40

hours)
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July 25-28 2nd Annual Symposium on Contem-
porary Clinical Neurology (16 hours)

August- Internal Medicine Intensive Review

October (33 hours)

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.

Internal Medicine
Cardiology John Thomas, M.D.

Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

Dermatology Thomas W. Johnson, M.D.
David Horowitz, M.D.

Gastroenterology Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

General Medicine Edward A. Mays, M.D.
Hematology/ Oncology Robert S. Hardy, M.D.
Neurology Calvin L. Calhoun, Sr., M.D.

Gregory Samaras, M.D.
Obstetrics & Gynecology Henry W. Foster, M.D.
Ophthalmology Axel C. Hansen, M.D.
Orthopedics Wallace T. Dooley, M.D.
Pathology Louis D. Green, M.D.

John C. Ashhurst. M.D.
Pediatrics E. Perry Crump, M.D.
Surgery

General Louis J. Bernard, M.D.
Neurological Charles E. Brown, M.D.
Thoracic and Cardiovascular David B. Todd, M.D.

Ira D. Thompson, M.D.
Urology Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education
Accreditation and Continuing Education Units by
Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,
Meharry Medical College, 1005 18th Ave., North,
Nashville, TN 37208, Tel. (615) 327-6235.

Continuing Education Schedule

April 19-22 Matthew Walker Surgical Symposium
—Hale McMillan Lecture (24 hours)

72

May 23-25 Internal Medicine—1979 (18 hours)

For information contact Frank A. Perry, Sr.,

M.D., Director of CME, Meharry Medical College,

1005 18th Ave., North, Nashville, TN 37208, Tel.

(615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

Feb. 3-10 (K) Family Practice Review & Up-
date—Caribbean Cruise— De-
parting from New Orleans with

stop in Havana (15 hours)

Feb. 7-9 (M) Gynecologic Urology

Feb. 9-10 (M) Human Performance & Cardio-

vascular Health

Feb. 12-13 (M) Practical Office Dermatology

Feb. 23-24 (C) Gut Problems: A Clinical Ap-
proach—St. Petersburg, Fla.

(Tierra Verde) (12 hours)

Feb. 25-28 (M) Fundamentals of Otolaryngolo-

gic Allergy

March 12-15 (C) Diagnostic Radiology for the

Primary Care Physician—Sahara

Tahoe, Stateline, Nev.

March 18-24 (M) Review Course for Family Phy-

sicians

March 21-23 (M) Infection Control

April 9-14 (C) Infectious Disease for the Cli-

nician—Freeport, Grand Ba-

hamas

April 19-21 (M) Gynecologic Oncology

April 26-27 (C) Orthopaedics

April 26-27 (M) Pediatrics—Behavioral and
Learning Disabilities

May 3-4 (M) Electronystagmography

May 4-5 (K) 2nd Annual Family Practice Up-
date and Review—Gatlinburg

May 7-9 (M) The Clinical Use of Sex Steroids

May 10-11 (C) Rheumatology in a Clinical

Practice

May 1 1-12 (M) Modern Advances in Cancer

Treatment

May 17-19 (M) Practical Otolaryngology for the

Primary Care Physician—Gat-

linburg

May 24-25 (M) Nutrition Symposium

June 4-7 (M) Basic Principles of Rhinoplasty

June 6-9 (M) Basic Electrocardiography

—

Pickwick
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June 7-10 (C) Family Practice Review Course

June 20-23 (M) Audiometric Orientation

June 24 (M) Audiometric Orientation Re-
fresher Course

June 25-28 (C) OB/GYN Emergencies—Orlan-

do, Ela.

July 25-27 (M) Medical Aspects of Sports

Aug. 23-25 (M) ENT Postgraduate Review

Sept. 13-15 (M) Myocardial Infarction

Sept. 28-29 (M) 11th Memphis Conference on

the Newborn

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

62 S. Dunlap St.

Memphis, TN 38163
Tel. (901) 528-5606

For further information contact: Maxie C.
Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Ultrasound

An eight-week course in sonic medicine will

be offered at Bowman Gray School of Medicine on
April 2-May 25, 1979.

Credit: 30 hours per week in AMA Category 1.

An additional two-day real time course is offered
for obstetricians on March 8-9, 1979. Credit: 10
hours per day in AMA Category 1.

Courses in Abdominal Real Time Sonography
A series of six week-long courses on the use of

real time ultrasound in abdominal studies will be
offered at Bowman Gray School of Medicine on the
following dates: March 12-16, June 11-15, July 16-

20, Aug. 6-10, and Dec. 9-13, 1979. Credit: 30
hours per week in AMA Category 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem NC 27103.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Feb. 6 Occupational Medicine

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)

929-5364.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy

and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

MEDICAL COLLEGE OF GEORGIA
Continuing Education Schedule

Feb. 8-9 Clinical Psychiatry

March 6-9 Emergency Medicine—Tamarron
Ski Resort, Colorado

March 15-16 Reproductive Endocrinology

March 19-21 Neurologic Disorders

March 26-28 Ophthalmology*

April 4-6 Cardiology

April 19-20 Preventive Medicine

May 10-11 The Medical Office Team
June 7-9 Internal Medicine*

July 16-20 Taxes and Investments*

Aug. 6-8 Pediatrics*

* Presented at Holiday Inn of Jekyll Island, Ga,

For information contact Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30901, Tel. (404) 828-3967.

UNIVERSITY OF MISSISSIPPI

March 1-3 6th Annual Surgical Forum—Holiday
Inn Downtown, Jackson, Miss. Credit:

17 hours AMA Category 1. Fee: $175,
advanced registration required.

For information contact Division of Continuing
Health Professional Education, University of Mis-

sissippi Medical Center, 2500 N. State St., Jackson,

MS 39216, Tel. (601) 968-4914.
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DUKE UNIVERSITY MEDICAL CENTER
April 2-6 Radiology of the Chest—Duke Univer-

sity, Durham, N.C. Credit: 30 hours

AMA Category 1.

For information contact Robert McClelland,

M.D., Radiology—Box 3808, Duke University Med-
ical Center, Durham, NC 27710, Tel. (919) 684-

4397.

DF SPECIAL INTEREST

March 22-24 Clinical Recognition and Management
of Heart Disease, Drug Therapy—Tuc-
son, Ariz.

April 2-6 Complications of Uremia—San An-
tonio, Tex.

April 23-27 Diagnostic and Therapeutic Concepts
in Endocrinology, 1979—Rochester,
Minn.

April 25-27 Advances in the Therapeutics of In-

ternal Medicine—Lexington, Ky.

AMERICAN COLLEGE OF PHYSICIANS
iY comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in September, 1978, includes regional meetings and

postgraduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local phy-

sicians to report to their colleagues on investigative

work and clinical experiences in the wide scope of

subject areas included in the practice of internal

medicine.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by in-

ternal medicine and its subspecialties. Averaging

three to five days, they are directed toward practic-

ing physicians and are presented in association with

medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

See September 1978 issue for complete
1978-1979 listing

Postgraduate Courses

See September 1978 issue for complete
1978-1979 listing

Feb. 5-9

Feb. 12-14

Feb. 14-16

March 5-8

Intensive Care Medicine—New York
Hematology: From the Laboratory to

the Bedside—Lake Tahoe, Nev.

Nephrology: Current Theory and Prac-
tice—Montreal

Neurology for the Internist—Rochester,

Minn.

March 7-9 Problem Solving in Gastroenterology

—

Temple, Tex.

March 14-16 Pulmonary Medicine—Update 1979

—

Denver

March 21-23 Update in Infectious Diseases—Phila-

delphia

BETH ISRAEL HOSPITAL

Denver, Colorado

See September 1978 issue for listing

DUKE UNIVERSITY MEDICAL CENTER
Feb. 12-16 Current Concepts in Diagnostic Radi-

ology including Ultrasound & CT Scan-
ning—Acapulco Princess Hotel, Mex-
ico. Credit: 30 hours AMA Category 1.

Fee: physicians, $250; in training,

$125.

For information contact Robert McLelland,
M.D., Radiology—Box 3808, Duke University

Medical Center, Durham, NC 27710, Tel. (919)
684-4397.

PEDIATRIC DERMATOLOGY SEMINAR
Feb. 17-25 6th Annual Pediatric Dermatology

Seminar—cruise aboard the M/V
Buccaneer in the Galapagos Islands.

Credit: AMA Category 1.

For information contact Guinter Kahn, M.D.,
16800 N.W. 2nd Ave., N. Miami Beach, FL 33169.

ALTON OCHSNER MEDICAL
FOUNDATION

March 30-31 Practical Internal Medicine for the

Practitioner—Ochsner Medical Institu-

tions, Monroe Hall, New Orleans.

Credit: 12 hours AMA Category 1 and
AAFP elective. Fee: physicians, $110;
residents, $55.

For information contact Continuing Education,
Alton Ochsner Medical Foundation, 1516 Jefferson

Hwy., New Orleans, LA 70121, Tel. (504) 837-

3000.

AMERICAN COLLEGE OF RADIOLOGY
March 5-8 18th National Conference on Detection

and Treatment of Breast Cancer—At-

lanta. Credit: AMA Category 1.

For information contact American College of

Radiology, 6900 Wisconsin Ave., Chevy Chase, MD
20015, Tel. (301) 654-6900.
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AMERICAN CANCER SOCIETY
April 4-6 National Conference on Urologic Can-

cer; 1979—Los Angeles Hilton Hotel.

Credit: 15.5 hours AMA Category 1.

Fee: None.
For information contact Urologic Cancer Confer-

ence, American Cancer Society, 777 3rd Ave., New
York, NY 10017, Tel. (212) 371-2900.

UNIVERSITY OF NORTHERN COLORADO
April 4-7 Aspen Symposium on Communication

Problems of the Aging—Continental

Inn, Aspen, Colo. Credit: AMA Cate-

gory 1. Fee: $100.

For information contact Department of Com-
munication Disorders, Area of Audiology, Univer-

sity of Northern Colorado, Greeley, CO 80639, Tel.

(303) 351-2012.

NEW ORLEANS GRADUATE MEDICAL
ASSEMBLY

April 27- Management of Common Problems in

May 1 Office Practice—The Fairmont, New Or-

leans. Credit: AMA Category 1, AAFP,
ACEP.

For information contact New Orleans Graduate

Medical Assembly, Room 1538, Tulane Medical

Center, 1430 Tulane Ave., New Orleans, LA 70112,

Tel. (504) 525-9930.

AMERICAN MEDICAL GOLF ASSOCIATION
and

AMERICAN MEDICAL TENNIS
ASSOCIATION

12th Annual Desert Medical Classic

Physicians Scientific/Golf/Tennis Event

May 6-11 Sports and Physical Fitness: the Risks

and the Rewards—SPA Resort Hotel,

Palm Springs, Cal.; Tennis at the SPA,
the Smoke Tree Ranch, and the Palm
Springs Municipal Tennis Center; Golf
at Mission Hills, Bermuda Dunes, La-
Quinta, and Eldorado. Credit: 12 hours
AMA Category 1.

For information contact Desert Medical Classic,

P.O. Box 183, Alton, IL 62002, Tel. (618) 462-

6841.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Jan. 22- Refractory Congestive Heart Failure:

Feb. 4 The Vicious Cycle—with Kanu Chatter-

jee, M.D., and Bruce H. Brundage, M.D.,
University of California San Francisco

and Moffitt Hospital.

Feb. 5-18 Hospital Infection; Breaking Links in

the Chain—with Richard H. Parker,

M.D., Veterans Administration Medical

Center, Washington, D.C., and Howard
University School of Medicine.

Drug-Induced Tardive Dyskinesia: Re-

ducing the Risk—with Ronald M. Ko-
bayashi, M.D., University of California

San Diego.

Otitis Media in Children; Preventing Se-

rious Complications—with Irving J. Ol-

shin, M.D., Jefferson Medical College.
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TMA 144th ANNUAL MEETING
Airport Hilton Inn—Memphis
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Building?
Money to Burn?

Most medical building companies, and local

contractors, seem to think all doctors have money to

burn. You can tell by their construction estimates.

We Know Better!
C. A. Gardner and Company knows that physicians must

utilize every dollar to its best advantage. Your office or clinic

should be attractive to insure patient confidence. It should

be functional to the requirements of your practice. And, it

should be designed and built at the lowest possible cost.

Our experience, expertise, and efficiency will give you those

qualities at a guaranteed fixed cost.

l/Ve want you to see examples of medical offices

we have designed and built. So please wri te

or call collect for our illustrated brochure.

C. A. Gardner and Company
Medical Design and Building Specialists

P.O.Box 15591 • Nashville, TN 37215 • (615) 329-1440

EMERGENCY PHYSICIANS
Outstanding multi-hospital emergency physician

group has an excellent opportunity available for

full-time, career-oriented emergency physicians

living in or near Madison, Tennessee, just out-

side of Nashville. Fee-for-service. $40/hour. Busy

emergency department. Malpractice insurance

provided. No accounting, billing, or personnel

problems. Contact: John Stein, Assistant Ad-

ministrator, 897 MacArthur Blvd., San Leandro,

CA 94577 or phone (415) 638-3979.

EMERGENCY ROOM
PHYSICIAN NEEDED

Emergency Physician needed for 369-bed ac-

credited general hospital. Medical School affilia-

tion; new hospital under construction. Located

in beautiful southern Appalachian mountains.

$72,000 minimum guaranteed annually. Call col-

lect Monday through Friday, 8:30 am to 5:00

pm, Mr. James A. Schindler, Asst. Administrator,

Memorial Hospital, Inc., Boone & Fairview

Streets, Johnson City, TN 37601, phone (615)

926-1131.

FAMILY PRACTITIONER
NEEDED

Family Practitioner needed immediately in Lex-

ington, Tennessee. Lucrative practice opportun-

ity and rewarding personal situation available.

Beautiful, progressive community approximately

one hour from Memphis and Nashville. Please

call collect J. Woodby at (213) 996-6233.

PHYSICIAN NEEDED
Physician interested in pain to manage in-

patient and outpatient University Pain Clinic.

Full-time university appointment. Eligible for li-

cense in Tennessee. Good research potential.

Previous pain experience not necessary, will

train. Write to:

Pain Clinic

66 N. Pauline

Memphis, TN 38105

The University of Tennessee is an

Equal Cpportunity Employer.

OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Positions available for emergency department

physicians with multi-hospital group in Morris-

town, Tennessee. Growing volume emergency

department (1,350 patients monthly). Fee-for-

service. Averages $30-$40/hr. Malpractice insur-

ance provided. No accounting, billing, or per-

sonnel problems. We invite you to call or write

to John Stein, Assistant Administrator, 897 Mac-

Arthur Blvd., San Leandro, CA 94577, phone

(415) 638-3979.

JOB OPPORTUNITY PHYSICIAN
The Lake Cumberland Health Clinic, Inc., has an

immediate opening for a Medical Director of an

ambulatory care clinic in Russell County, located

in South Central Kentucky. Russell County is

blessed with Lake Cumberland, world-famous for

fishing and boating. Salary, benefits and lia-

bility to be discussed. Project approved and

funded under Rural Health Initiative grant. Proj-

ect to be implemented as soon as physician

desires. Contact Eddie Girdler, P. 0. Box 377,

Jamestown, KY 42629. Phone (502) 343-3154.

An Equal Cpportunity Employer.
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Each gram
contains: Aerosporin®

(Rjlymyxin B Sulfate) 5.CXX)

units, bacitracin zinc 400 units, neomy*
cin sulfate 5 mg (equivalent to 3.5 mg neomycin

base), special white petrolatum qs; in tubes of 1 oz
and 1/2 oz and 1/32 oz (approx.) foil packets.

INDICATIONS: Therapeutically, (as an adjunct to sys*
temic therapy when indicated), for topical infections,

primary or secondary, due to susceptible organisms, as
in: infected burns, skin grafts, surgical incisions, otitis

externa; primary pyodermas (impetigo, ecthyma,
sycosis vulgaris, paronychia): secondarily infected

dermatoses (eczema, herpes, and seborrheic derma*
titis); traumatic lesions, inflamed or suppurating as a
result of bacterial infection: Prophylactically, the

ointment
may be used to

prevent bacterial contamina-
tion in bums, skin grafts, incisions, and

other clean lesions. For abrasions, minor cuts

and wounds accidentally incurred, its use may prevent
the development of infection and permit wound heal ing.

CONTRAINDICATIONS: This product is contrain-

dicated in those individuals who have shown hypersen-
sitivity to any of its components. Do not use in the eyes
or in the external ear canal if the eardrum is perforated.

WARNING: Because of the potential hazard of
nephrotoxicity and ototoxicity due to neomycin, care
should be exercised when using this product in

treating extensive bums, trophic ulceration and other
extensive conditions where absorption of neomycin
is possible. In burns where more than 20 percent of

the body surface is affected, especially if the patient

has impaired renal function or is receiving other
aminoglycoside antibiotics concurrently, not more
than one application a day is recommended.

When ustng neomycin-containing products to control

secondary
infection in the chronic

dermatoses, it should be borne in

mind that the skin is more liable to become
sensitized to many substances, including neomycin.
The manifestation of sensitization to neomycin is

usually a low grade reddening with swelling, dry
scaling and itching; it may be manifest simply as failure

to heal. During long-term use of neomycin-containing
products, periodic examination for such signs is

advisable and the patient should be told to discontinue

the product if they are observed. These symptoms
regress quickly on withdrawing the medication.

Neomycin-containing applications should be avoided
for that patient thereafter.

PRECAUTIONS: As with other antibacterial prepara-
tions, prolonged use may result in overgrowth of

nonsusceptible organisms, including fungi.

Appropriate measures should be taken if this occurs.

ADVERSE REACTIONS: Neomycin is a not

uncommon cutaneous sensitizer. Articles in the
current literature indicate an increase in the
prevalence of persons allergic to neomycin.
Ototoxicity and nephrotoxicity have been reported

(see Warning section).

Complete literature available on request from
Professional Services Dept. PML.
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Yellow Fever in Tennessee in 1878

Part II

SIMON R. BRUESCH, Ph.D., M.D.

Epidemic of 1878 in Memphis

Tears and lamentations were seen almost in

every house, especially in the first part of the

visitation; for towards the latter end men’s hearts

were hardened, and death was so always before

their eyes, that they did not so much concern

themselves for the loss of their friends, expecting

that themselves should be summoned the next

hour.

—Daniel Defoe

A Journal of the Plague Year

The departure of 25,000 people from a city of

45,000 within a period of a week is reason

enough for a paralysis of business, acute unem-

ployment, and suspension of governmental ser-

vices. But the added efflorescence of an awful

pestilence brought desolation and an eerie silence

except when broken by loud blasts of firing can-

nons. Gunpowder was detonated in the hope of

destroying the deadly invisible miasm, or was it

really a primal effort to frighten away the evil

spirits once believed to bring disease? At night

the burning of barrels of tar and sulphur lit the

streets with garish lights in an effort to purge

the air of its poisons. The weather was unsea-

sonably hot and humid and the air was filled

with mosquitoes.

After a slow invasive process, the yellow fever

seemed almost to explode in several parts of the

city at the same time. The Board of Health de-

clared the existence of an epidemic on Aug. 23

and urged all who could to leave the city forth-

with. Perhaps half or more of the 1,500 cases

From the Department of Anatomy, University of

Tennessee Center for the Health Sciences, 800 Madison

Ave., Memphis, TN 38163.

that occurred during the first week of the epi-

demic received no medical care. Many died

alone; but sometimes it was entire families, and

their bodies lay unburied for several days. It

was clear that efforts to organize medical services

for the sick and also provide for the needs of the

well must be undertaken immediately. The fol-

Victims of the fever awaiting burial in Elmwood Cemetery,

Memphis, 1878.

FEBRUARY, 1979 91



YELLOW FEVER/Bruesch

lowing paragraphs will concern these organized

efforts and how they functioned.

Governmental Services: Board of Health,

police, City Hospital

Despite the financial problems of the city gov-

ernment, the Board of Health reacted aggressively

once the danger became evident, and carried out

the only preventive actions then recognized as

proper: establishing quarantine on all traffic

from the south and initiating sanitary procedures

aimed at destro}hng the “poison” of yellow fever.

Although the board passed numerous regulations

regarding the quarantine, it soon became evident

that loopholes existed and that yellow jack had

slipped into Memphis. The board lifted the

quarantine on Aug. 16. As for sanitary measures,

these consisted mainly in disinfecting the “in-

fected district” (at mid-August the fever was

most prevalent in the area of Poplar, Washington,

and Adams), houses in which cases occurred and

the region surrounding these dwellings, and about

the City Hospital. An order for 30 barrels of

carbolic acid was reported filled on Aug. 23, to

be paid for by the Citizens’ Relief Committee.

The board agreed on Aug. 15 that yellow fever

patients be sent to the City Hospital. Dr. Gus-

tavus Brown Thornton was physician in charge

of the Memphis City Hospital in 1878. On Aug.

16 Dr. Thornton announced plans to move the

80 patients then in the City Hospital to the

County Hospital (located five miles out on Ral-

eigh Road), so that all of its 125-bed capacity

could be used for yellow fever victims. The City

Hospital was located in the block now known as

Forrest Park, with a brick administration building

facing Union Avenue and five barracks like one-

story wards of 25 beds each spread out over the

ten-acre plot. Agreement was reached with the

Howard Association to pay for additional nursing

staff to operate the hospital at full capacity. Also

at this time the School Board agreed to allow its

school buildings to be converted into hospitals.

As will be discussed later, the Howard Associa-

tion converted several of these into infirmaries.

The medical staff of City Hospital was in-

creased by two assistant physicians: Dr. T. J.

Tyner, of Memphis, and Dr. E.T. Easley, of

Little Rock. The entire medical staff had yellow

fever during the epidemic. Dr. Tyner became ill

on Sept. 10, recovered, and subsequently re-

sumed his duties; Dr. Easley became ill on Sept.

92

20 and died Sept. 30; Dr. Thornton was attacked

Oct. 10, recovered, but was too weak to resume

his duties until the epidemic was over. Dr. Ber-

lin Peeples, who received his M.D. degree from

the University of Nashville in the spring of 1878,

went on duty as druggist to the hospital on Aug.

15, was attacked on Sept. 27, and died on Oct.

2. Dr. H.C. Sauve of Hot Springs, Ark., a

Howard physician who substituted for Drs. Lynn

and Easley, escaped having yellow fever. He had

previously had the disease in New Orleans.

The arrival of Dr. Thomas Osmond Summers,

Jr., of Nashville, was announced on Sept. 3

{Daily Appeal). As he explained later, “I was

fortunate enough, however, during the late epi-

demic of 1878, to have extended to me the privi-

lege of regular dissections at the dead-house of

the City Hospital in Memphis, by that most es-

timable medical gentleman. Dr. Thornton. . .
.”

Dr. Summers was assisted in his yellow fever

research by Dr. Langdon A. Cheviss of Savannah,

Ga., who died of yellow fever at the age of 25,

on Sept. 25.

Regarding the death rate from yellow fever in

Memphis, Dr. Summers wrote: “During an epi-

demic such as that of 1878, very many cases

are not reported. I enjoyed an excellent oppor-

tunity at Memphis to observe this fact, being al-

most daily in the rooms of the Board of Health,

and though that body used every exertion to ob-

tain accurate reports, the physicians, in most in-

stances, neglected it, and in others, absolutely

refused to do so, even when threatened with the

penalties of the law. As far as I could gather,

however, the death rate was about 1 to 4 in

Memphis.” Dr. Summers stated that he had re-

corded 482 cases of yellow fever in his notebook

and summarized the results of his studies of in-

dividual organs at postmortem examination. Dr.

Summers returned to Nashville late in September.

Evidently he worked on his notes during the

autumn of 1878 as the preface of his book on

yellow fever was dated Jan. 1, 1879. The report

makes interesting reading but little new is dis-

cernible in his observations; evidently he viewed

the results rather too generally, although the

statistical method had hardly taken hold as yet.

There is no indication that his report was read

widely or influenced any new approaches to the

study of yellow fever.

The Nashville American for Oct. 6, 1878 car-

ried an item about the presentation of a gold

medal to Dr. Summers on Oct. 5 by some gentle-

men of Nashville in recognition for his bravery.
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An editorial in the Memphis Daily Appeal, Oct.

9, carried this comment:

We rejoice that there are gentlemen, at the

state capital thus thoughtful, kind and generous

enough not only to appreciate services so credit-

able and honorable to the young physician, but

to give that appreciation so practical and appro-

priate a shape. Memphis, just now poor in all but

thanks, embraces the occasion to renew them and

to say how much she, too, appreciates Dr. Sum-
mers’ services, and how gratefully she remem-
bers his self-sacrificing devotion during this aw-

ful epidemic.

Peabody Hotel, as it appeared in 1900. Opened in 1869 o

hotel to remain open in Memphis during the 1878 epidemic,
for Howard nurses and physicians.

Dr. Thornton, in his final report for 1878,

indicated that the City Hospital admitted 460

patients who had yellow fever, the first case be-

ing admitted Aug. 2 and last case on Nov. 7.

The total number of deaths from yellow fever

was 227, a mortality of 49.3%. The death rate

by race is significant. Of the 339 whites ad-

mitted, 180 died, or a mortality of 53%; of the

121 blacks, 47 died, or a mortality of 38.8%.

The hospital death rates for both races were very

high due to the extreme condition of a large pro-

northwest corner Main and Monroe streets. The only

Provided lodging, board, and sometimes hospitalization
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portion of those admitted. Dr. Thornton ex-

plained that since the City Hospital was a public

charity no cases were denied admission on ac-

count of condition or length of time sick. The
Howard Infirmaries admitted patients only during

the first 24 hours of their illness but the death

rates there were also high.

On Aug. 16, the Board of Health resolved

to appoint a committee of three to confer with
the Citizens’ Relief Committee and make ar-

rangements to have all persons removed from the

infected district to some suitable point outside

the city and to provide for all their wants. This

action led to the establishment of the refugee

camps, to be described later, that came under
the supervision of the Citizens’ Relief Committee.
Such dispersal of susceptible citizens was an ac-

cepted method of prophylaxis and it was clearly

the duty of the Board of Health to take such
action.

The board had to face the problem of burial

of the victims of yellow fever. John Walsh had
the contract for burying the pauper dead for

Memphis and Shelby County. As the epidemic
continued he eventually had 130 employees, a

lumber yard and four vans for transporting

coffins. His problems arose from receiving many
bodies of persons of means and high social stand-

ing because there were no living members of the

deceased’s family or friends at hand to arrange

a proper burial. As a result many of them were
buried in Potters Field in unmarked graves. Mr,
Walsh buried 2,000 bodies from Aug. 15 through
Oct. 1, 1878 and also attended to 500 calls on
private contract.

At its meeting of Sept. 6 the Board of Health,

in answer to complaints of the inability of the

county undertaker to bury the dead on time,

asked the Citizens’ Relief Committee to take

charge of the business. Burial patrols were es-

tablished to locate the dead as quickly as possible.

Unfortunately, private burials did not proceed
smoothly during the height of the epidemic. The
Daily Appeal of Oct. 8 carried an article on the

lost graves in Elmwood Cemetery. Due to the

scarcity of gravediggers and sickness of those in

charge, hundreds of coffins lay unburied at Elm-
wood. Those few workers available dug long

trenches in the Chapel Hill section, and placed

the coffins therein side by side, and covered the

trenches with sod without placement of any

markers. Later, the living came to Elmwood

94

and searched in vain for the graves of their loved

ones.

Although many municipal employees fled at

the onset of the epidemic, and city government

ceased in some areas, the Board of Health met

daily through Sept. 6; thereafter no quorum could

be obtained, as most members of the board were

ill. With the death of Dr. John Erskine, city

health officer, on Sept. 17, the board virtually

ceased to function. The Board of Health resumed

meetings on Oct. 10 and functioned thereafter

mainly to receive reports of new cases and

deaths. Dr. Heber Jones replaced Dr. Erskine

as city health officer and subsequently served as

president of the Memphis Board of Health

(1898-1906) and president of Tennessee State

Board of Health (1906-1910). On Oct. 29 the

Board of Health declared the yellow fever epi-

demic at an end.

Although the collapse of city government dur-

ing the epidemic was a serious matter, it must be

recognized that it had neither the authority nor

the funds to cope with an emergency of such

magnitude. Fortunately, several private organi-

zations took over and performed noble services

during the epidemic. The two major organiza-

tions to be discussed next are the Citizens’ Re-

lief Committee and the Howard Association.

Citizens’ Relief Committee
On Aug. 16a meeting was held of citizens who

intended to remain in the city during the epi-

demic. The purpose of the mass meeting was

“for consultation and action with regard to as-

sisting each other through the scourge, and pro-

viding ways and means for removing from the

city to a place of safety such of our people as are

pecuniarily unable to do so without assistance.”

Steps were taken to accomplish the purposes in-

dicated and a Citizens’ Relief Committee was

organized. The committee as originally organized

consisted of two members from each of the ten

wards of the city plus two at-large members. At

its first meeting the committee unanimously

agreed to add one black representative for each

ward, bringing the committee to a membership of

32. The committee acted quickly to petition the

U.S. Govermnment for rations and to select a site

for a refugee camp.

On Aug. 18 the relief committee selected the

refugee campsite on the Webb place, about seven

miles south of the city near the Mississippi and

Tennessee railroad. On this day the committee

elected as its permanent officers Charles G.
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Fisher, chairman; John G. Lonsdale, Jr., treas-

urer; W.A. Wheatley, secretary; and J.C. Mac-
cabee, commissary. At the meetings of Aug. 20

the committee decided to name the refugee camp
for J. Joseph Williams, M.D., a Memphis physi-

cian who died of yellow fever in the 1873 epi-

demic. Other camps were soon established and

the relief committee assumed the responsibility

for supplying provisions. Father Mathew Camp,

established by the Father Mathew Society (a

Roman Catholic organization), was independent-

ly maintained, although it received some supplies

from the Citizens’ Relief Committee, the Howard
Association, and the federal government. By this

time the committee had received much needed

help in the form of money and supplies. Having

perfected its organization the committee met less

frequently thereafter.

Although the committee suffered severe losses

from the fever, other citizens stepped forward

and assumed the responsibility for its functioning.

The death of its chairman, Charles G. Fisher, Jr.,

on Sept. 26, evoked many words of praise for his

devotion to duty and the energetic and efficient

manner in which he discharged his responsibili-

ties. He was a prominent Memphis businessman,

the son of Charles G. Fisher, Sr., M.D., of Cov-

ington, Tenn. Ex-Attorney General Luke E.

Wright became the acting president of the Citi-

zens’ Relief Committee. The committee also lost

its treasurer, John G. Lonsdale, Jr., to yellow

fever; his replacement. Dr. S.R. Clarke, also be-

came a victim of yellow jack; the third treasurer,

James S. Prestidge, continued in office until the

committee terminated its existence on Dec. 13.

The final treasurer’s report indicated that the

committee had received a total of $101,167.40

and had disbursed $93,914.11.

With the collapse of city government the

Citizens’ Relief Committee took over the major

functions of government required in the emer-

gency; a massive relief and welfare program, and

supervision of military forces to maintain order

and prevent looting. Because business and com-

mercial activity had virtually ceased, shortage of

food threatened the well persons who remained in

the city. The report of the Commissary Depart-

ment indicated the magnitude of the undertaking

to supply food to well persons in the city and

refugee camps. The number of rations issued in

August was 41,518; in September, 212,027; and,

in October, 492,190, for a total of 745,735. The

quantity of some of the supplies issued is of in-

terest: 290,303 lbs of bacon, 27,872 lbs of ham.

Shelby County Courthouse in 1878. This building was
built in 1859 to be the Overton Hotel. During the Civil

War it became the Overton Hospital. Afterwards became
the Shelby County Courthouse. Located on northwest
corner Main and Poplar. Demolished, now the site of

the Auditorium. The inset shows its appearance after

some remodeling.

5,395 lbs of fresh beef, 6,737 lbs of mutton,

23,222 lbs of crackers, 20,084 lbs of beans,

32,858 lbs of grain coffee, 2,591 lbs of lard,

6,751 lbs of salt, 1,052 chickens, 58,870 lbs of

sugar, 16,397 lbs of rice, and 200 gal of whiskey.

Keating summed up the role of the Citizens’ Re-

lief Committee in these words:

An organization better calculated for the purposes

which called it into existence could not have been

devised, nor could one have been more faithfully

managed. It is not too much to say that but for

its officers, anarchy, confusion, robbery, arson,

and murder would have prevailed to increase the

burdens of a period, every hour of which was

freighted with special horrors, and that perhaps

the city would have been destroyed .... At one

time, of all who at first gladly enrolled them-

selves members of it, only three remained, and

of these one had recovered from a severe attack

of fever. Its officers were constantly on duty

.... They enforced order and obedience to law,

and reassured all who were engaged with the

sick and the dead, that they could labor in peace,

in absolute security, with none to make them

afraid. With such an auxiliary, under the protec-

tion of such strength and firmness, the Howard
Association felt free to prosecute its beneficent

work without the dread, greater than that of

death, which springs out of the existence of law-

lessness, license, and disorder; could peacefully

pursue its work and continue to stem the torrent

of death and desolation.

The Refugee Camps

Camp Joe Williams. At the suggestion of Dr.

Paul H. Otey, with the approval of Health Officer

Erskine, members of the medical profession and
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others, a telegram was sent by the U.S. Collector

of Internal Revenue at Memphis and the post-

master of the city to Hon. G.W. McCreary, Sec-

retary of War, asking for 1,000 tents with which

to establish a refugee camp. The Secretary re-

sponded promptly, ordering the tents to be sent

from Evansville, Ind., as well as authorizing

40,000 rations to be drawn as needed. The 1,000

A tents arrived on Aug. 15 and shortly after-

wards were set up in avenues on the site selected

by the Citizens’ Relief Committee. A pavilion

hospital was erected, 30 X 80 ft, with lattice

sides lined with tent cloth and a plank floor.

Brick surfaces, four feet square, were placed

down the center, upon which wood fires were

built after nightfall. Cots were arranged on

either side of the central aisle. The tents, erected

five feet apart, were numbered. Each row was

given a name such as Fisher Row, Otey Row,
Wright Row, etc. Two adults or a family with

one child were assigned to each tent; single men
were quartered in separate rows. A complete

register of names and locality of the occupants

was made, as well as a list of cooking utensils,

ration-tickets, and other supplies necessary for

each household. The maximum population of

the camp was 650 persons.

The security of the camp, as well as enforce-

ment of the rules and regulations, was accomp-

lished by the two companies of military forces

assigned to the camp: the Bluff City Grays, under

the command of Capt. John F. Cameron and the

McQellan Guards, commanded by Capt. J.S.

Glass. These two companies (one white and the

other black) went on duty at Camp Joe Williams

on Aug. 12 and did not break camp until Nov.

2. The early arrival of these military forces

broke up threatened local opposition to the es-

tablishment of a refugee camp at that place.

Colonel Cameron took command of the two com-
panies and under his experienced guidance the

camp was well guarded.

Robert B. Nall, M.D., of Memphis, was the

surgeon in charge of Camp Joe Williams. This

camp was not totally sheltered from yellow fever,

as there were 186 cases of yellow fever, with 58

deaths, but these cases were in persons who had

been exposed to the virus in the city before reach-

ing the camp. No one who remained in the camp

for 10 to 12 days was attacked by yellow fever.

Dr. Nall came down with yellow fever on Sept.

5 but made a recovery without complications.
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The sanitary rules of camp were detailed and

enforced strictly.

There were several satellite camps in the

vicinity of Camp Joe Williams, so perhaps a

thousand refugees were present in this area south

of the city. North of the city. Camp Duffy was

located in the vicinity of Raleigh and housed

about 50 families. George K. Duncan, M.D.,

physician to the county almshouse, also tended

the sick at Camp Duffy until the Howard Asso-

ciation sent three physicians in relief. The num-
ber of deaths there was 40 to 50.

Father Mathew Camp. This refugee camp was

located on about 200 acres of land near the

present intersection of Stonewall and Willett with

Vollintine, then about three miles north of the

city. The camp was quickly established, and

sentries were placed about the tract to prevent

any opposition from local inhabitants. The Rev.

William Walsh, rector of St. Bridget’s Church,

was the organizer and director of Father Mathew
Camp and William C. Cavanagh, M.D., was its

physician. Dr. Cavanagh became ill on Sept. 25

and was nursed for seven days and nights by his

devoted wife. He attributed his recovery to her un-

tiring efforts. He was well enough by the second

week of October to return to his office and to

revisit Father Mathew Camp “to inspire once

more renewed confidence for the safety of our

poor people.” Father Walsh wrote of Dr. Cav-

anagh, “He was ever untiring in his efforts to

assist us, by his wise counsel and medical

skill. . .
.”

Father Walsh applied to the Secretary of War
for tents and rations. The Secretary responded

and in less than a week Father Walsh received

some 70 to 80 tents with the capacity for shelter-

ing about 400 persons. The tents were pitched in

such a manner that they formed streets, and these

were named for the Sacret Heart, Blessed Virgin,

and other tutelar saints. Besides the sleeping

tents, the camp was composed of a commissary,

a butchery, a drug shop, and a kitchen. A
quarantine department was established on one

side of the grounds. Everyone seeking admission

to the camp was detained there for 15 days be-

fore being allowed to enter the main grounds.

After about a month had passed commodius ad-

jacent buildings were rented and used for a

school.

The principal funding for the camp came from

Catholics throughout the United States, with con-

tributions totaling about $29,000. Local assis-
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tance for Father Mathew Camp came from the

Citizens’ Relief Committee and the Howard As-

sociation in the form of rations and other sup-

plies.

With appropriate ceremony, Father Mathew

Camp broke up Nov. 1 and the 400 people who
sought refuge there returned to their homes.

Father Walsh reported that there were ten deaths

from yellow fever in the camp, and in each of

these cases the disease had been contracted in

the city. Thus the camp accomplished the goal of

protecting its people from yellow fever.

Howard Association of Memphis
As previously noted, the Citizens’ Relief Com-

mittee provided certain basic governmental func-

tions and welfare services for the well in the city

and the refugee camps; the Howard Association

assumed the difficult task of care of the sick and

their families. Its membership, limited to about

32, was drawn largely from young Memphis
businessmen who regarded it a signal honor to

become involved in the fight against yellow fever.

Unfortunately, the minutes book for 1878 has

not been located but most of its major activities

can be determined from newspaper reports as

well as the final report reprinted by Keating.

Experience gained in the yellow fever epi-

demics of 1855 and 1867, and the high esteem

the Howards had gained from the public, led the

members to secure a charter from the General

Assembly of Tennessee on Jan. 23, 1869. The

major provisions of the charter were:

1. to incorporate by the name of the HOWARD
ASSOCIATION OF MEMPHIS, “whose object

shall be to provide nurses and necessaries for

those who may be taken sick, who are without

means and without funds, and particularly dur-

ing the prevalence of epidemica.”

2. to acquire and hold and sell real, personal, or

mixed estate necessary to achieve purposes of

said Howard Association; provided such funds

shall not be used for any other than the pur-

poses of said Association. All such estate

shall be exempt from state, county, and cor-

poration taxes “as the sole object of the Asso-

ciation is relief of the destitute.”

Although the Howard Association of Memphis

had been inactive since the 1873 epidemic, sev-

eral members and officers remained in the city,

and the treasury contained funds amounting to

$40,000. As mentioned previously the first ac-

tion came on Sunday, Aug. 11, when the mayor

of Grenada sent a telegram to the secretary of

the Howards asking for assistance; additional

telegrams arrived requesting nurses, medical sup-

plies and disinfectants. W.J. Smith and Butler P.

Anderson, Howard members, responded by leav-

ing Memphis for Grenada on a special train the

evening of Aug. 11, taking with them the ten

nurses they had secured after several hours of

effort.

Earlier efforts had been made to obtain money
from the Howard treasury to support the activi-

ties of the Board of Health and were reported

in the local press.

As matters were moving swiftly, a meeting

was held Aug. 13 to reorganize the association

and prepare for an epidemic. Thirteen members
were present at this first meeting, with an addi-

tional two members absent because of involve-

ment in the Grenada epidemic. Later, 17 new
members were elected as well as nine honorary

members. The Howard Association had a total

of 41 members (including honorary members)
during the epidemic of 1878. The risk faced by

these Howards is indicated by these statistics: of

the 32 regular members, 25 were attacked by
yellow fever and ten died. The principal officers

who served during the 1878 epidemic were A.D.

Langstaff, president; W.J. Smith, first vice-

president; J.H. Edmondson, second vice-presi-

dent; J.H. Smith, secretary; and John Johnson,

treasurer.

Howard Nursing Department. Since nursing

the pauper sick during yellow fever epidemics

was the principal objective of the Howard Asso-

ciation, this function was the first to receive

attention. At the meeting of Aug. 14, John John-

son (former mayor of Memphis, 1870-1872) was

appointed superintendent of the nursing depart-

ment and on Aug. 15 the first nurse was placed

on duty. Thus began what was to become an

enormous operation over a period of nearly three

months. The total number of nurses employed by

the Howards was 2,995. Most of the Howard
nurses were Memphians but 529 (362 men and

167 women) were from other cities and states.

The largest outside groups came from southern

cities (e.g., 45 from New Orleans and 43 from

Mobile). Since most of these nurses were ac-

climated (immune because of having had yellow

fever), very few became ill. Larger losses oc-

curred in groups from northern cities. Howard
records show that a total of 6,041 heads of fami-

lies registered with the association to receive nurs-

ing assistance. It is estimated that this represents

about 15,000 individuals who received care from

the Howard Nursing Department during the ep-
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idemic.

John Johnson commented in his final report

that the majority of nurses and workers “served

with remarkable zeal and efficiency, displaying

under the most trying and discouraging circum-

stances, a heroism and fidelity to the cause of

humanity. . . Little information about their

qualifications was reported; it is unlikely that

very many had attended nursing school. Probably

a considerable proportion had little practical

experience in nursing. It would be inevitable

that some would be unsuited for their tasks. A
correspondent of the Louisville Courier-Journal

made a vitriolic attack on the nurses, writing

that the hope of pecuniary profit brought most of

the nurses to Memphis. No doubt some were ras-

cals, but most observers praised the efforts of

both the black and white nurses, stressing their

loyalty and willingness to serve long hours

(sometimes up to 48 hours without relief). The

best nurses were said to have come from Savan-

nah and Mobile. The Catholic and Episcopal

Sisters were also highly praised for their noble

efforts to help the sick. Since the mortality among
the nurses was great, those who remained to

serve the sick must have had some reserves of

courage to sustain them. Surgeon-General Wood-
ward of the U.S. Marine Hospital Service wrote,

“Everything depends upon nursing; a good at-

tendant and a pail of water will accomplish more

than all the medicines in the land.” Throughout

the epidemic, the demand for nurses always ex-

ceeded the supply. The Howard Association

paid nurses $3 to $5 per day with board, de-

pending on their place of residence, plus lodging

for those from out of town.

At least one Howard nurse, listed as Mrs.

Craffey from St. Louis, was a physician. When
she died on Dec. 3, 1908, at the age of 60, the

following information was published in her death

notice

:

[Dr. Mary L. Craffey] received her M.D. in 1865

from the New England Female Medical College

in Boston. She did heroic work in Memphis dur-

ing the yellow fever epidemics of 1878 and 1879,

where she was in charge of one of the emergency

hospitals.

Some understanding of the impact of the epi-

demic on a sensitive young male nurse may be

gained from the interview of Mr. Robert Z.

Blakesly, a New Yorker, who came to Memphis

with Dr. Thomas Easton to serve as a Howard

nurse. Pubhshed originally in the New York
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Herald, the interview was reprinted in the Mem-
phis Daily Appeal for Nov. 8. Excerpts from

the interview follow:

Observations after arrival by train and walking

from the depot:

The city was almost deserted .... We had not

gone far, however, before the evidence of the

terrible condition of things became apparent. The
first thing in the shape of a vehicle that I saw

was a truck, loaded with coffins, going round to

collect the dead. As this was within four blocks

of the depot you may imagine how soon I came
to a realizing sense of the desolation. Two blocks

further on coffins were piled in tiers on the side-

walk in front of an undertaker’s shop, and we
were compelled to walk between them.

Question: What was the effect of the epidemic

upon the community?

Everybody was thoroughly frightened. A young

doctor said to me one day, “It takes a man of

great moral courage to stay in this place. You
talk with a man tonight and tomorrow hear that

he is in the grave.”

Question: And what was the effect upon you?

I must confess that I grew to be exceedingly

callous. I never thought of dying, but I didn’t

care whether I lived or died. I saw men dying all

around me—in the next bed, opposite me as I

lay on my cot—everywhere .... But I never

believed I was going to die .... I asked a physi-

cian if he expected to escape the fever, and he

said, certainly. In two days he was dead. Every

expedient was adopted to escape the disease. The
policemen, black and white, ran away—a fact

which I mention simply to show how prevalent

was the idea of flight. Some men had an idea that

hard drinking would save them, and the two

liquor saloons which were open did a thriving

trade.

Howard Medical Corps. The Howard Asso-

ciation had not provided medical services in

previous yellow fever epidemics, although the

extent of the 1873 epidemics had placed the

Memphis medical profession under great stress.

At a meeting of the leading physicians of Mem-
phis on Aug. 15, 1878, a committee was ap-

pointed to confer with the several benevolent and

charitable associations with a view toward gain-

ing their support in providing physicians for the

care of the sick and destitute. The members of

this committee were Drs. E. Miles Willett, Paul

H. Otey, Heber Jones, William R. Hodges, and

Julius Wise. What negotiations, if any, occurred

were not made public, but it was announced in

the press on Aug. 21 that the Howard Associa-

tion had made arrangements to receive night

calls for medical assistance at its office (237
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Exchange Building, erected in 1847 and
occupied (in part) by the Memphis
Medical College (the first medical
school in Tennessee). Also housed the
city dispensary, city offices and some
courts. In 1878 this building was the
Memphis City Hall. Located on north-

east corner of Main and Poplar; site

now occupied by the Auditorium.

Main) and the offices of Drs. W.J. Armstrong

(286 Alabama), F.L. Sim (128 Hernando), and

S.P. Green (333 Poplar). This night service was

an effort to meet the complaint that after dark

it was almost impossible to secure medical as-

sistance or obtain medicines. Also on Aug. 21

the Daily Appeal published a letter from Wil-

liam H, Robbins, M.D., protesting the failure of

the Howard Association to use its funds to pay

physicians for their services to indigent victims

of yellow fever. Dr. Robbins died of yellow fever

a few days later, as Dr. W.J. Armstrong de-

scribed in a letter dated Aug. 26, “I witnessed a

pitiful sight yesterday in the death of Dr. Rob-

bins, who has been here only seven months and

leaves a wife and several little children.”

On Aug. 28 the Daily Appeal carried the an-

nouncement that Dr. Robert Wood Mitchell had

been elected medical director of the Howard As-

sociation on Aug. 27 and that ten local physi-

cians had been hired to provide medical services

for the needy. It was evident to the Howards by

this time that the virulence and rapidity of spread

of yellow fever made it necessary to establish a

medical department and provide the organization

and personnel to supervise the care of the sick.

On Aug. 28 Dr. Mitchell announced the as-

signment of local physicians to the various wards

of the city. By this time the Howards had also

assigned two visitors to each ward for the purpose

of seeking out the sick through visits to each

household and had established supply depots

where medicines and food for the sick could be

obtained. Altogether a total of 29 physicians

from Memphis and Shelby County joined the

Howard Medical Corps. Five local Howard phy-

sicians died of yellow fever and an additional 24

Memphis and Shelby County physicians who did

not serve in the Howard Medical Corps also died

of yellow fever, making a total of 29 deaths of

local physicians in 1878.

Dr. Mitchell soon saw from the rapid progress

of the disease that outside aid would be neces-

sary to provide adequate medical care for the

sick. He then requested that the president of

the Howard Association send out a call for

southern cities to send acclimated physicans (i.e.,

those who had had yellow fever). This call was

responded to promptly by physicians from all

parts of the United States. Dr. Mitchell com-

mented in his report, “On reporting to me after

their arrival, I was surprised to find that a ma-
jority of them had never been exposed to yellow

fever. I immediately apprised them of the great

danger they incurred, and advised the unaccli-

mated to leave the city. Less than ten took my
advice and left. When they told me they were

fully aware of the risk they incurred, and were

determined to stay, I assigned them to duty where

they were most needed.” By the end of the epi-

demic the Howard Medical Corps had enrolled

111 physicians. Those volunteers who came from

outside Shelby County totaled 82 (10 from Ten-

nessee and 72 from other states). Of the 111

Howard physicians, 54 suffered an attack of yel-

low fever and 33 (61.11%) died. Of the accli-

mated physicians, only one died during the epi-

demic. Of the unacclimated group, only one went

through the epidemic without contracting the dis-

ease (Dr. G.W. Overall, of Murfreesboro, Tenn.).

The first death of an out-of-state Howard phy-

sician occurred Sept. 7, when Dr. W.C. Meade,

of Hopkinsville, Ky., died. He arrived in Mem-
phis on Aug. 30 and became ill on Sept. 1. Sev-

eral Howard physicians from Ohio died, among

them Dr. R.H. Tate from Cincinnati. Dr.

Tate was the only black physician in the Howard

Medical Corps. He arrived in Memphis on Sept.

3, took ill on Sept. 16, and died on Sept. 21.

A colleague paid this tribute to Dr. Tate: “Dr.

Tate was a friend of the suffering sick of his own

race—a true and noble man. Without hesitancy

he worked, without rest, day and night. ... If a

man had been cast of iron, he must, under such
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trying circumstances, have succumbed. Dr. Tate

died in the house of a colored friend, Mr. Mor-

gan, a dentist, residing on Beal Street.” Dr. H.F.

Force, of Hot Springs, Ark., died Oct. 14, the

last death among the Howard physicians. On Oct.

26 Dr. Mitchell declared all members of the

Howard Medical Corps relieved of duty after

that date. He then appointed ten local physicians

to attend any new cases or other medical needs;

one was assigned to each of the ten wards.

The pay scale for Howard physicians is of in-

terest. Dr. Mitchell received $15 per day, out of

which he paid his own expenses. Memphis phy-

sicians received $10 per day, paid their own ex-

penses, and were allowed to make what they

could from their private practice. Howard phy-

sicians from abroad also received $10 per day

and, in addition, received their board, lodging

and transportation (horses and buggies) free. As
the Peabody Hotel was the only hotel that re-

mained open during the epidemic, most Howard
physicians from abroad stayed there. The Daily

Appeal of Oct. 16 carried an article on the Hotel

Peabody, commenting on the difficulties in keep-

ing it open. Mr. C.B. Galloway, the manager, was

declared one of the heroes of the epidemic. The
list of guests who died of yellow fever at the

Peabody included the names of five physicians

(Drs. Cheviss, M.T. Keating, Meade, Montgom-
ery, and Williams).

Dr. Mitchell’s plan of organization for the

medical corps was to assign a local physician to

each ward, then as new physicians joined the

staff the wards were divided into smaller districts

or subdivisions. Also those previously on duty

would be reassigned with the newcomers, thereby

making use of their experience. In this way medi-

cal services could keep pace with the epidemic.

The daily duties of a Howard physician might

start with breakfast at the Peabody and then

leave the hotel for the place in his assigned dis-

trict (usually a drug store) where orders were de-

posited. There he often would find 20 or more

calls awaiting him. When traveling from one

house to another in responding to the calls, he

would often be stopped in the street by an almost

crazed parent or a child beseeching him to come

at once to a dying relative. Or he might be

stopped by a group of panic-stricken people beg-

ging him to tell them what to do for their friends.

It would be difficult in these circumstances to give

any extended directions or write a prescription
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and the physician might find himself nonplussed

or reduced to saying do this or do that. Means
of transportation evolved from travel on foot,

through springless mule carts with a Negro driver,

then to express wagons, and finally by horse and
buggy. Due to the nearly complete absence of

drug or grocery stores, the members of the medi-

cal corps had to carry not only their medicines

but all other articles needed for the comfort of

the sick as well as provisions for the subsistence

of the few who were well enough to take care

of the sick in that household. These supplies often

had to be renewed several times during the day.

As the number of nurses was insufficient, Howard
physicians often were compelled, in common
humanity, to carry out duties usually performed

by nurses, members of the family, or friends. The
daily reports of the Howard physicians showed

that it was common for them to visit from 100

to 150 patients daily.

Another important duty of the Howard physi-

cian was to fill out daily the forms in blank books
provided to each physician. He was asked to keep
his records in such shape that the medical direc-

tor could compile from them statistics to indi-

cate the number of cases seen, deaths, etc. But
those local physicians who lived in distant parts

of the city found it difficult to file daily reports

at the Howard office; also, the records of those

physicians who died were often lost. Dr. Mitchell

noted in his final report, “My estimates, there-

fore, are necessarily approximations to the truth,

for it was utterly impossible for me to obtain

complete records. Those who were with me can

readily appreciate why, but the world can never

realize our condition.”

Dr. John M. Woodworth, Surgeon-General of

the U.S. Marine Hospital Service, paid this tribute

to Dr. Mitchell:

The wisdom shown in placing the medical volun-

teers under the absolute direction of a professional

head, to whom they were alone responsible, was
equaled by that displayed in the selection of the

person for this important duty. The skill and tact

shown by Dr. Mitchell in organizing and direct-

ing the medical services so as to secure the great-

est amount of efficiency, and the determination

and good judgment displayed in meeting the

numerous trying emergencies that arose, are

worthy of the highest commendation.

Dr. Woodworth then commented:

In regard to the character of the physicians com-
posing the Howard Corps it may be said that

while a few were undoubtedly attracted to Mem-
phis by the per diem paid by the Howard Asso-

ciation, and a few by the desire for notoriety and
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eclat, the majority were influenced by purely

philanthropic motives and a wish to serve the

alBicted people in their hour of calamity ....
I cannot avoid enlarging on the devotion shown

by many of the physicians who went to Memphis
with their lives in their hands, and sacrificed

them for the relief of the stricken people. It

required a much higher order of courage than to

risk life on the battlefield, where patriotism, the

excitement of conflict, and the contagious enthus-

iasm of the masses are a stimulus to noble deeds:

these are wanting to the physician who treads

wearily along the path marked out by disease and

suffering, surrounded by the poisonous breath of

the pestilence that carries desolation on every

hand; the moanings that ring in his ears are never

drowned by shouts of victory and triumph, and

he battles with a foe insidious and unseen till the

blow is struck that lays low the victim. The
horribly depressing influences that surround the

physician engaged in a struggle with pestilence

can be estimated only by those who have passed

through it.

Howard Infirmaries. Although arrangements

with the City Hospital for hospitalization of

Howard patients were completed early in the

epidemic, it was soon evident that additional

hospital beds must be provided. The Memphis
School Board gave permission to use public

school buildings for yellow fever hospitals. Dr.

W.E. Rogers was appointed physician in charge

of the organization of Howard Infirmaries. The

Market Street School on the northwest corner of

Market and Third streets was selected as the first

to be fitted up as an infirmary. On Aug. 27 Maj.

W.T. Walthall, of Mobile, was asked to work

with Dr. Rogers in organizing and fitting out

the Market Street Infirmary. After some delays

the infirmary was opened for patients on Sept. 3

and was soon filled to capacity. The schoolhouse

on Linden Street was fitted up as an infirmary for

black patients and opened Sept. 8, but was never

utilized to its capacity. Although fear of hospitals

was a factor, black patients had a milder illness

and thus were less in need of hospitalization.

The Court Street School building (southwest cor-

ner of Court and Third streets) was fitted out as

an infirmary and functioned for several weeks

under the supervision of Dr. William Duncan, of

Savannah, Ga.

On Sept. 19 the Daily Appeal announced that

Dr. W.E. Rogers was having the Waldran Block

fitted up as a hospital for physicians. There were

also plans to equip the Peabody School

(located at the comer of Lea and Webster streets

in South Memphis) to receive yellow fever pa-

tients. But by Sept. 21 Dr. Rogers was down with

a bad case of yellow fever, from which he re-

covered after a prolonged convalescence, and
plans for more infirmaries were abandoned. By
this time it had become clear that the mortality

of patients admitted to the Howard Infirmaries

was high (about 50%) so the establishment of

new infirmaries was abandoned and the use of

those already functioning slowly ceased.

This experience provided support for a mle in

treating yellow fever: do not move the patient

unless absolutely necessary. Thus the Howards
concentrated on providing medical and nursing

care in the home, boarding house, or even hotel.

Howard Medical Society of Memphis. In order

to learn from the accumulated experiences with

yellow fever in the Memphis epidemic. Dr.

Mitchell had the idea of organizing a Howard
Medical Society. At a meeting on Oct. 3, such a

society was organized and the following officers

were elected: Dr. Greensville Dowell, of Gal-

veston, Tex., president; Dr. M.T. Keating, of

New York City, vice president; (Dr. Keating died

of yellow fever on Oct. 18); Dr. Easton Yonge,

of Savannah, Ga., second vice-president; Dr.

A.G. Wendell, of Minneapolis, Minn, (and Lima,

Pern), recording secretary; Dr. E. Miles Willett,

of Memphis, corresponding secretary.

The Daily Appeal for Oct. 6 carried a list of

ten committees of the Howard Medical Society

of Memphis appointed by the president. Dr.

Greensville Dowell.

Committees and Chairmen
1. On the introduction of yellow fever into

Memphis. Dr. R.W. Mitchell, of Memphis.

2. On how and by what means it has spread

into the country. Dr. William A. Carswell,

of Americus, Ga. (afterwards of Memphis).

3. On the cause of its malignity in Memphis and

vicinity. Dr. T. Grange Simmons, of Char-

leston, S. C.

4. On quarantine, local as well as maritime. Dr.

M.T. Keating, of New York City.

5. On disinfectants. Dr. Easton Yonge, of Savan-

nah, Ga.

6. On treatment. Dr. J.T. McFarland, of Sa-

vannah, Ga.

7. On pathological anatomy. Dr. George W.
Overall, of Murfreesboro, Tenn. (afterwards

of Memphis).

8. On effects of diet. Dr. J.B. Abercrombie, of

Memphis.

9. On instruction to nurses. Dr. Gaudon de Hu-

lin, of New York City.

10.

On recommendations to boards of health and

mayors and aldermen of cities. Dr. W.E.

Rogers, of Memphis.

After a few meetings the members of the

Howard Medical Corps began to return to their
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homes, and it appears that the society ceased to

function.

Howard Therapeutic Procedures. There is no

indication that Howard therapy was rigidly

standardized. Although some physicians in the

medical corps were experienced in fighting yellow

fever, e.g., Greensville Dowell, M.D. (1822-

1881), of Galveston, Tex., and author of a book

on yellow fever (1876), certain constraints must

have narrowed therapeutic options of individual

physicians. Dr. R.W. Mitchell, the medical di-

rector of the Howard Medical Corps, enjoyed

the confidence of the physicians of the corps as

well as the general public so that his views on

therapy must have carried considerable weight in

the formulation of therapeutic approaches.

The following excerpt summarizes Dr. Mit-

chell’s views on the therapy of yellow fever:

The natural history of yellow fever suggests the

plan of treatment which observation and exper-

ience have proven to be best. Being a self-limited

disease, and one of very short duration, what

could possibly be the aim of rational treatment

beyond warding off complications and sustaining

nature? To fulfill this indication, I have sought

always to enforce absolute rest of mind and body

during the entire course of the disease, to the

full establishment of convalescence; to protect my
patients from all perturbing and deleterious in-

fluences .... The first objects requiring attention

in a case of yellow fever are the bringing about

of reaction after the chill, and free evacuation of

the bowels. The first is quite easily attained by

means of a hot mustard footbath and moderate

covering with blankets. The second is, in most

instances, best accomplished by a dose of castor

oil ... . Having attended to these matters, I

now lay medicine aside, unless the pains in the

head and back are violent or delirium is present

.... As a rule, no food of any kind should be

administered during the continuance of the fever

.... The essence of treatment, then, in yellow

fever, is to be found in keeping the digestive or-

gans at perfect rest, by giving them nothing to do;

in keeping the temperature of the body as near

the normal as possible; and in warding off con-

gestion of the liver and kidneys by making ap-

peals to the skin .... Some patients seem strick-

en with death at the very outset of their attack,

and for these no treatment is of any avail.

G.B. Thornton, M.D., physician to Memphis
City Hospital, summarized his thoughts on treat-

ment by stating that yellow fever is a specific

disease and that “active medication to arrest it

when once established is not only useless, but

positively injurious; the successful treatment has

to be by such medication and management as will
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alleviate suffering and assist nature throw off or

eliminate this poison from the system.”

D.D. Saunders, M.D., president, Memphis
Board of Health, summarized his therapeutic

rationale as follows:

If yellow fever is, as we think, a specific con-

tagious disease ... we can only hope to cure

that disease with a specific remedy .... Unfor-
tunately we know of no such specific or any
medicine possessing any such power. This being

the case our wisest course is to observe nature

carefully and try to discover the process by which
she relieves herself and aid her as much as pos-

sible, taking care in the meantime that we be

guilty of no sins of commission. The skillful

practitioner, then, in the treatment of this fever

is nothing more than the well-informed and prac-

tical pilot, who is familiar with every obstacle

and danger, and possesses an intimate knowledge
of the channel along which he must guide and
direct this human float, freighted with all that

life holds dear.

Dr. Greensville Dowell, physician in charge of

the Market Street Infirmary, reported:

The mortality has been perfectly fearful, fully

50% .... the question is, what can we do? We
have tried almost every plan, but all fail and
this is the most universal report. We have doc-

tors from Mobile, Charleston, Savannah, and
every part of Texas, but all make the same re-

port.

The frustration and futility of therapy domi-
nated the innermost thoughts and emotions of

many physicians. These were most overtly ex-

pressed in private letters written with no thought

of ultimate publication. Excerpts taken from the

letters of two physicians will be presented to

provide some insight into this trauma of thera-

peutic helplessness.

Tandy Edward Easley, M.D., of Little Rock,

Ark., served as assistant physician at the Mem-
phis City Hospital until his death on Sept. 30,

1878. Excerpts from his letter to Dr. P.O.

Hooper, of Little Rock, written on Sept. 16 fol-

low:

... I have been busily engaged with the fever;

have two large wards at the City Hospital, one

male and one female. Everybody knows and says

the virulence and fatality of the disease is un-

equaled. Myself and Dr. Thornton, a noble and

accomplished gentleman, are pressed to our full

working capacity. The facts are worse than the

newspaper accounts. For instance, 69 deaths

reported yesterday. In truth there were over 100

.... They try to make the reports correct, but

of necessity fail, as you can readily understand.

When not working at the bedside of patients, we
discuss the weather. I am sorry to say we have

nothing new. We take pulse and temperature twice
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daily, watch, wait, and work. I am almost con-

stantly in the wards, and yet withal the mortality

is enormous. If I get through, we will have from

this institution the largest thermometrical obser-

vations ever made. I have already taken over 150.

I trust these will be of some value. I have, how-
ever, a message for your people. Everything con-

nected with the epidemic here points to a clear

history of importation. Tell your Health Board

in spite of all opposition to be still vigilant, and

so may God in His mercy spare you the scourge

which so sorely afflicts this poor city!

Pardon my rough letter. I have few moments of

my own. I think within ten days our mortality

will begin to decline, not because the epidemic

influence will be less, but because the material

will be less. That is, the filthy and worst parts of

the city will begin to be depopulated.

The following are excerpts from Dr. William

J. Armstrong’s letters to his wife from Memphis
in 1878 that indicate his reactions as a physician

to the fever:

Aug. 19 You cannot imagine the desolation in

the city. For squares, you will see a

family, now and then. So many are gone

that lonesomeness itself is lonely, making

a gloom that cannot be conceived of, nor

described upon paper.

Aug. 22 My work is fearful. Some 30 visits be-

fore noon today and probably half as

many this afternoon .... It is a very

hard battle to face if we are to hold

against this fearful disease until frost

comes .... I am lonely enough now
and am afraid to sleep in the house alone

for fear of being taken sick at night

.... I am very well, as stout as can

be, and eat all that I can eat . . . —no

butchering stalls, no groceries, no feed

stores. We live on bacon and coffee and

milk.

Aug. 24 The outlook grows more gloomy each

day and gives no promise of a break,

short of frost. What a fight it will be,

and how ceaseless, no one but the poor

worn-out physicians knows .... I need

some good diet, such as you give to me,

to strengthen me for the work. My fare

is very poor.

Aug. 28 The fever is assuming a most fearful

form and no signs of abatement. It is

not yellow fever such as I treated in

1873. ... I do not know what to think

or do ... . Nothing but distress and

death on all sides and everyone pulling

at a poor doctor to come this way first.

Aug. 30 The number of sick exceeds anything

you can imagine .... I feel sometimes

as if my hands were crossed and tied

and that I am good for nothing, death

coming in upon the sick in spite of all

that I can do.

Memphis Hospital Medical College Building, constructed
in 1878. The college was to start instruction in October
1878 but the 1878-1879 yellow fever epidemics forced
postponement until 1880. Located on Union Avenue,
opposite the City Hospital (now Forrest Park, in the
Medical Center). This is the appearance of the building
about 1890 when an annex was constructed on the right

side.

Sept. 1 Gloom impenetrable through which there

is no view to mortal eyes, overhangs

our dear Memphis .... We poor doc-

tors stand by abashed at the perfect use-

lessness of our remedies .... Oh that

God would have compassion on us, and

bring deliverance, for human power is

altogether unavailing .... I never was

in all my life so full of sympathy and

sorrow for suffering humanity ....
God grant that I may be able to admin-

ister to the sick throughout.

Sept. 3 Today has been one of constant work
and I thought I would surely give out

before night, but I held on .... I wish

I could go to some secret spot where

there would be no burning heads and

hands to feel, nor pulses to count, for

the next six months. It is fever, fever, all

day long and I am so wearied of giving

directions.

Sept. 8 Old Sol [Solomon P. Green, M.D.] was

left all night last night entirely alone

and could get no one to hear his cries

for help. This morning, in relating his

fearful loneliness, he cried like a baby.

I could do nothing but sympathize.

Sept. 10 I am so wearied tonight that I do not

know how I can go 20 days longer ....

Sept. 11 My heart bounds with joy at the mere

hope that this cool night will possibly

end our labors to a great extent . . .

if not altogether in this fearful scourge.

No one knows but the weary doctor

what a delight that would be ... .

Kiss the children for me.

Dr. Armstrong died of yellow fever on September

20, 1878.
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Dr. William James Armstrong was born in

1839 about six miles west of Columbia, Tenn.

He read medicine under Dr. Joseph Edward
Dixon (1831-1902), of Maury County, and ob-

tained his M.D. degree from the University of

Nashville in 1862. He married Miss Lula Hanna
of Memphis in 1863 while serving as a surgeon

in the Confederate forces of Gen. Gideon J.

Pillow. After the Civil War, Dr. Armstrong

began the practice of medicine near his birth-

place in Maury County but moved to Memphis
just in time to work in the 1873 epidemic of

yellow fever. At the start of the 1878 epidemic

he sent his wife and eight children back to his

former home in Maury County. The excerpts

quoted came from the letters he wrote during

the epidemic to his wife and children.

Howard Association Funding. As the plight

of Memphis became known, donations of money
as well as food and medical supplies began to

reach the Howard Association. The secretary of

the Howard Association noted in his report,

“From every hamlet in our land, from countries

separated from us by thousands of miles of

ocean, from the orphan and the widow, from rich

and poor, from white and black, came the aid

to help us.” The association made no appeal

for funds during this epidemic—“it came to us

without the necessity of an appeal.”

The value of donations received by the Howard
Association came to $400,412.54. The total as-

sets available to support the work of the Howards

of Memphis was $440,736.66. The association

spent $415,790.53 in providing medical and

nursing care during the epidemic in Memphis

and surrounding areas. The largest sum, $185,-

666.52, was paid to nurses; supplies (other than

drugs and medicine) cost $74,432.91; drugs and

medicines cost $39,233.95; and $39,225.80 was

paid to physicians.

The state of New York donated the largest

amount, $56,804.16; Illinois contributed the sec-

ond largest sum, $52,307.60; California was third,

with $29,047.30; Ohio fourth with $26,029.72;

and Tennessee was fifth, $23,847.97. The least

amount, $5.00, was contributed by Arizona and

the Indian Territory (now part of Oklahoma).

It has been said that the strongest feature of

the Howard Association was its capacity for or-

ganization. The meticulous care evident in keep-

ing records of donations received and expendi-

tures made under the most trying conditions con-

firm the effectiveness of the organization. But

the medical and nursing services rendered by the

association during the epidemic also indicate a

great flexibility in adjusting to the unexpected.

Decisions were made rapidly and were, consider-

ing the complexity of the circumstances, mani-

festations of rational and wise human thought.

Part III will appear in the March issue of the

Journal.
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The Computerized Clinieal Laboratory

Printout as a Clinician Continuing

Education Tool

There was a time really not very long ago

when most patient encounters were with a single

physician during the major part of a lifetime.

The need for coordination of medical activities

with other professionals was not a critical mat-

ter. There simply was a limited number of inter-

ventions and most of the patient’s “data base”

could be adequately placed on a file card.

Presently, most patients encounter multiple

medical specialists. The possible number of

patient/physician encounters is high and it is es-

sential that there be a coordinated method which

allows members of the health care team to focus

on the “whole” patient and his physical, emo-

tional, and environmental problems.

Computers have been with us in hospitals for

more than a decade. The first generation ma-

chines were expensive and were associated with

significant hardware and with software limita-

tions. Everyone has heard repeated “horror

stories” about data handling systems that were

expanded from business uses overnight into the

middle of clinical operations with little prior

education of the nonphysician professional staff

or the medical staff. Such experiences have polar-

ized professional thinking against computer usage

in medicine in which the systems inevitably broke

down, had no back-up, or could not function

when asked to perform tasks they were never

designed to do. We are still at a point where most

physicians in practice believe that a fundamental

clinical role for computers has not yet been found

and that current business and low-level applica-

tions (as they perceive them) should not influ-

ence their practice styles. The time for a change

From the Department of Pathology (Drs. Victor and

Fizette) and the Department of Biochemistry (Dr. Bax-

ter), University of Tennessee Center for the Health

Sciences, Memphis. Dr. Victor is now with the Depart-

ment of Pathology, Marshall University School of Med-
icine, Huntington, W.V.

Reprint requests to Department of Pathology,

UTCHS, 858 Madison Ave., Memphis, TN 38163 (Dr.

Fizette).

LEONARD B. VICTOR, M.D.; NORMAN B. FIZETTE, M.D.;

and JOHN E. BAXTER, Ph.D.

in conservative attitudes is long overdue. Re-

sponse will be helped by the new boom in per-

sonal microcomputers and personal program-

mable calculators.

One of the major challenges will be to develop

sound cost justifications (and attendant patient

benefits) for comprehensive computerization.

This implies the development of systems that are

not gimmicks, ego trips or afterthoughts, but

integral parts of the practice of clinical and lab-

oratory medicine. The “computer connection”

must be on a solid foundation.

Physicians use the clinical laboratory to obtain

more and more information each year. In the last

30 years the growth rate of quantitative labora-

tory tests in private office use has been relatively

low. In contrast, if one examines the laboratory

workload for large institutions such as our own,

which serve as teaching hospitals, one finds that

the workload has increased exponentially and at

a compound rate of 13% to 15% per year.^

The elapsed time between the request for a

test and return of the result to the physician (the

turnaround time) is critical to a test’s usefulness.

In many large institutions (including our own),

extensive delays result from the clinical labora-

tories being saddled with the task of reporting

often millions of laboratory results per year by

the (largely) handwritten method, hand-delivered

to the patient’s hospital location and hand-

entered in the charts (which are often “off the

floor”). In other settings often large community

hospitals and private clinical laboratories), com-

puters have been successfully introduced to per-

form clinical data acquisition and processing, and

management or business functions.^

A role that has not yet been exploited to any

extent is that of utilization of the computerized

laboratory printout for patient data reduction and

cost containment. This is potentially a most use-

ful role for a computer in any hospital. The print-

out can even be taken a step further, into inter-

pretive reporting.
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Traditionally, clinical laboratories have reported

numerical data to physicians. This is especially

true in the area of clinical chemistry and radio-

immunoassay. Few centers have attempted to

provide assistance in interpretation of results,

primarily because laboratories may be short on

professional staff to provide this extremely time-

consuming service; it is also generally assumed

that if a patient-care physician has ordered a test,

he must be capable of interpreting its results.

However, numbers generated in the traditional

manner are not necessarily informative without

an interpretive step being interposed between

such generation and its receipt by the clinician.

Several groups who have had access to appropri-

ate data handling systems and patient populations

have done pioneering work in the area of com-

puterized laboratory diagnostic programs. These

have been well reviewed by Young,^ and Hobbie

and Reece.

In general, a computerized laboratory printout

can provide the clinician with interpretive re-

porting by ( 1 ) comparing test results with a

standard (“normal” range or percentile) that

may depend on a patient’s age, sex and posture;

(2) calculating derived values automatically

(urea/creatinine ratio, indirect bilirubin); (3)

reminding clinicians of the multiple nondisease

factors that alter laboratory tests (intra- and

inter-individual variations, drug effects, influence

of carcadian rhythms, specific drawing require-

ments); (4) suggesting a differential diagnosis

based on a pattern of abnormal laboratory results

(and an additional patient data base); and (5)

suggesting (and automatically initiating) “second

order” tests based on the abnormal findings.

Hobbie and Reece have developed such a sys-

tem of interpretive reporting from a private lab-

oratory.^ Their program sorted age, sex, and

posture-dependent abnormal results and matched

the pattern of abnormal values with computer-

stored disease patterns. The printout listed pos-

sible diagnoses out of 100 or so conditions in the

order of their probability. The clinician retained

the option of using or ignoring the computerized

diagnostic printout and acted on its suggestions

as he saw fit.

One of us (LBV) made extensive use of a

computerized laboratory printout in the daily

operation of an automated multiphasic health

testing system designed as a comprehensive ap-

proach to the prevention and control of nonacute
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diseases in an urban setting.^ A comprehensive

data base (53 procedures) was accumulated on

a large population in a limited amount of time

(two hours) and at minimal cost ($35). The

extensive use of the computerized printout per-

mitted rapid turnaround of this data to the pri-

mary care physician. The data were stratified by

age, sex, race and anthropometric findings, sub-

jected to multivariate analysis and risk factors

identified.

Currently, at the City of Memphis Hospital we
utilize the computer-generated SMAC system

printout as an educational tool directed primarily

(but not entirely) toward housestaff and nurse

clinicians. More than 300 SMAC reports are

usually generated daily for any desired combina-

tion of 20 common chemistries (e.g., glucose,

electrolytes, enzymes, BUN, creatinine, choles-

terol). These reports include several unique fea-

tures. First, the following statement appears in a

prominent location on the copy delivered to the

patient’s chart:

Multiple nondisease factors known to alter the

values of laboratory test results in both health

and disease include age, sex, build, diet, time of

venipuncture (diurnal variation), season, fasting

state, ambulatory or in-bed status, therapeutic

agents (pharmacologic and methodologic inter-

ferences), specimen collection and handling

methods.

Secondly, the SI units are given along with

the traditional units, so that the reader can be-

come quite familiar with them.

Thirdly, the reverse of the chart copy contains

a table containing a listing in excess of 1,200

drugs and conditions which are known to either

elevate or depress these chemical determinations.

Although an extensive computer-generated listing

of drug effects on laboratory tests has been pub-

lished,® it is unlikely that many clinicians have

seen it or are even aware of its existence. Our
approach puts such pivotal information (or at

least awareness) in the hands of the physician at

the bedside.

Another approach of ours (NBF, JEB) in-

volves developing PLATO computer programs

expressly for the needs of students enrolled at the

University of Tennessee Center for the Health

Sciences (UTCHS). Details concerning the de-

velopment of PLATO and the range of its edu-

cational programs have been published.’’

PLATO stands for programmed logic, auto-

matic teaching operation. Basically, PLATO is

a nationwide computer-based educational system

that provides interactive, self-paced instruction
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TABLE 1

COMPUTER BASED INSTRUCTION

Positive

1. Response is immediate.

2. Records may be kept of student’s progress.

3. Learning situations can be simple or complex in nature.

4. Branching technique used—encourages sophistication

in decision making (necessary in medicine).

5. Computer assisted terminals can be present when
instructor is not (encourages use of instructor as a

resource individual).

6. Student can control his rate of progress through a

lesson.

7. Machine is nonjudgmental and nonpunitive—permits

mistakes and opportunity to profit from them.

Negative

1. Computers and terminals are expensive.

2. Development of courseware is very time intensive.

3. Courseware developed on one system may not be com-
patible with another system.

for students at many levels in many fields.

UTCHS is one of eight member medical school

campuses that comprise a health sciences net-

work for PLATO with coordination stemming

from the School of Basic Medical Sciences at the

University of Illinois-Urbana. Health sciences

programs are available to students in medicine,

dentistry, pharmacy, nursing, and graduate medi-

cal education. PLATO programs in medicine

specifically include offerings in fundamentals

(e.g., anatomy, biochemistry, genetics, laboratory

medicine, microbiology, pathology, pharmacol-

ogy, physiology) and patient care (e.g., differ-

ential diagnosis and treatment in organ systems,

physician/patient encounters, introduction to

death and dying, clinical diagnosis by laboratory

methods, health hazard appraisal). It is a pur-

poseful computer which, in seconds, can outline

complex molecular structures, trace the genetic

derivations of fruit flies, or instruct a medical

student in how to perform a proper history and

physical examination. UTCHS contributions to

the PLATO system include programs in labora-

tory medicine (laboratory data base) and bio-

chemistry (metabolic cycles—glycolysis, TCA
cycle, gluconeogenesis) among others.^’®

Computer based instruction offers multiple ad-

vantages, with several attendant disadvantages

(Table 1). The efforts particularly cited here are

directed primarily toward medical students who
will become future clinicians, but are not limited

to their use. Such programmed instruction cur-

rently covers areas of knowledge that either are

often misunderstood (biochemistry) or not pre-

sented at all (laboratory medicine) to most

American medical school classes. Other plans in-

clude placing PLATO terminals inside several

university hospital buildings so that housestaff

and senior staff may similarly benefit from pro-

grammed instruction.

One might question whether computers used in

such a manner have a role in continuing medical

education. Wells’ recent comments^® on the pro-

cess of continuing medical education itself are

pertinent here:

We are now beginning to realize that the most

critical deficiencies in health care are not those

that relate directly to knowledge or skill. They
are problems best described as behavioral, and

they concern the overall logistics of health care:

the organization and delivery of services; the op-

timal use of allied and subprofessional support;

patient orientation, education, and motivation to-

ward disease prevention and self-care; the eco-

nomical and safe use of diagnostic and treatment

procedures; and a host of similar topics. These

are not subjects that have grown stale since grad-

uation and for which a short refresher course is

the proper corrective. On the contrary, these im-

portant topics have emerged only in recent years,

and in many of the problem areas we are poorly

prepared to teach. To be more blunt, for much
of truly relevant continuing medical education,

we are still looking for the ballpark. Meanwhile,

we primarily follow the traditional ways of teach-

ing at the continuing level, directing our courses

toward the transmission of knowledge and skills

with little or no prospect of producing behavioral

changes in the health care system. Our objectives

are not improper, but they are seriously incom-

plete. . . . We must foster the principles of con-

tinuing medical education despite its current im-

perfections.

The use of computerized printouts in daily

patient care and applications such as PLATO in

the training of medical students, housestaff, and

attendings are not “cure-alls” for the broad prob-

lems facing us in continuing medical education.

They are, however, unique and cost-effective

tools in medicine and should assume an enlarging

role in quality American health services delivery.

inzp
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Case Report

Paraquat Burn of the Scrotum and Perineum

EDWARD H. WITHERS, M.D.; JAMES J. MADDEN, JR., M.D., and JOHN B. LYNCH, M.D.

There has been recent considerable interest in

both the lay and medical press^ concerning ex-

posure to paraquat ( 1 ,
T-dimethyl-4,4'-dipyridy-

lium) contaminated marijuana in the United

States. Considerable attention has been focused

on the pulmonary and renal toxicity of this herbi-

cide, but to our knowledge there is little known
concerning the nature and management of cu-

taneous burns resulting from agriculture exposure

to this highly toxic agent.

This report documents a painful deep second

degree bum of the scrotum and perineum in a

nurseryman exposed to paraquat concentrate.

Case Report
A 40-year-old white male nurseryman presented to

Vanderbilt University Hospital one week following ex-

posure to paraquat. While using a shoulder supported

spray cannister his pants became soaked with paraquat

solution, and eight hours later he noted an intense

burning pain in his thigh, scrotum, and perineal area.

He consulted a physician who initiated topical

steroid therapy. One week later, due to progression of

his symptoms, he was seen in the plastic surgery clinic,

where physical examination revealed a deep second de-

gree burn of his scrotum and healing first and second

degree burns of his thigh and perineum (Fig. 1). Chest

x-ray, BUN and creatinine were normal. A 100-ml urine

sample tested for paraquat was negative. Topical silver

sulfadiazine (Silvadene) therapy with frequent Sitz baths

led to complete healing in two weeks.

Comment
To date, there has been no confirmation of

systemic poisoning resulting from skin contact

with paraquat even when exposure has been

severe. A case has been reported in which no

systemic complications were observed following

extensive skin exposure in a 3-year-old child.

^

If large areas of the skin are involved, the

patient should be hospitalized and a prompt

diuresis initiated as a precautionary measure.

Paraquat on the skin should be removed by

thorough soap and water wash and any local

effects treated symptomatically. Personnel assist-

ing in washing the patient should take care not

to get paraquat on the skin. A 100-ml sample

of urine should be analyzed to determine if sig-

From the Department of Plastic Surgery, Vander-

bilt University Hospital, Nashville, TN 37232.

Figure 1. Deep second degree burn of scrotum after
exposure to paraquat.

nificant amounts of paraquat have been absorbed.

Paraquat urine levels below 0.3 ppm during the

first 24 hours after exposure have not been asso-

ciated with systemic toxicity.^ Early indications

of systemic involvement such as increasing BUN
or creatinine, or decreasing urinary output should

be monitored closely.

This patient responded well to topical therapy

with silver sulfadiazine, with resolution of pain

and eventual complete healing of his deep second

degree bums. Based on this limited experience,

silver sulfadiazine appears to offer a satisfactory

form of management of paraquat-induced cutan-

eous burns. r ^
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Case Report

Severe Systemic Toxicity From a Spicier Bite

In a Six-Year-Old Boy
ROBERT NOVAK, M.D.; A. P. MEHESH KUMAR, M.D.;

ELIZABETH THOMPSON, M.D.; and G. J. BILLMEIER, M.D.

The bite of the brown recluse spider, Loxos-

celes rechisa, can cause a severe local tissue

reaction that may leave a large necrotic wound
requiring plastic reconstruction.^ Children are

particularly at risk for acute systemic as well as

local reactions and may rapidly develop severe

hemolytic anemia with hemoglobinuria or dis-

seminated intravascular coagulation (DIC).^’^

Most patients are not initially aware they have

been bitten by a spider, but within several hours

after envenomation they may seek medical atten-

tion for symptoms ranging from local pain and

swelling, to fever, lethargy, or dark urine. In the

absence of a suggestive history of spider bite,

local reactions may be wrongly attributed to trau-

ma or cellulitis, and systemic reactions may be

mistaken for the secondary effects of drug inges-

tion, infection, or some immune disorder. We
report a boy who did not give a recent history of

spider bite and who rapidly developed signs of

severe systemic toxicity, including massive intra-

vascular hemolysis and CNS depression. The
local tissue reaction, which was initially mild and

slow to progress to vesiculation, impeded an early

diagnosis of loxoscelism.

Case Report
A 6-year-old boy was brought to St. Jude Children’s

Research Hospital for evaluation of pain in his left side.

He was febrile (39 C), extremely lethargic, and had a

firm, tender nodule (2x3 cm) at the level of the fifth

rib in the left axillary line. The skin overlying the nod-

ule was not discolored or broken. The family did not

know why or when the nodule developed but suspected

that it was due to a fall that had occurred 24 hours

earlier.

The child was admitted to the hospital for observa-

tion. Roentgenograms of the skull and chest were nor-

mal. The hemoglobin was 12.8 gm/dl; the white blood

From the Departments of General Pediatrics, Hema-
tology, and Surgery, St. Jude Children’s Research Hos-

pital, Memphis.
Reprint requests to 332 N. Lauderdale, Memphis, TN

38101 (Dr. Novak).
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cell count was 28,000 cells/cu mm with 90% poly-

morphonuclear leukocytes, 6% band forms, and 4%
lymphocytes; and the platelet count was 120,000/cu

mm. Bacterial cultures of blood, throat swabbings, stool,

and urine obtained at the time of admission failed to

grow any pathogens.

Four hours after admission the patient passed dark

red urine which was positive for heme pigment (by

Hemostix test) but contained only a rare red blood cell.

Precipitation of the pigment with 80% (NH4 ) 2S04
confirmed that it was hemoglobin. At this time, the

patient’s hemoglobin level had decreased to 11 gm/dl;

a direct Coombs test and cold agglutinin test were nega-

tive; serum concentrations of bilirubin were elevated

(total 4.1 mg/liter and indirect 3.4 mg/liter); and the

level of plasma free hemoglobin was 743 mg/liter. A
diagnosis of massive intravascular hemolysis was made.

The boy was transferred to the intensive care unit and

given intravenous fluids (3,500 ml/sq m per day) that

contained sodium bicarbonate; diuretics were also given

intravenously to initiate and maintain an alkaline

diuresis.

Over the next 24 hours, hemoglobinuria continued

and the hemoglobin level decreased to 8.5 gm/dl. Coag-
ulation abnormalities were not detected even though the

platelet count had decreased to 75,000 cells/cu mm. The
urine output per hour was high (100 ml) and the BUN
level remained below 15 mg/liter. The skin nodule had
increased to 6 x 7 cm and was associated with edema
of the entire left chest and abdomen. Aspiration of the

nodule yielded a small amount of sterile serous fluid

that contained only rare neutrophils.

By 48 hours after admission, the hemoglobin had
decreased to 7 gm/dl and the patient was transfused

with 10 ml of packed red cell per kilogram of body
weight. He was more alert, but fever, hemoglobinuria,

and swelling of his left side persisted. Shortly there-

after, vesicles began to form at the site of the initial

nodule.

On the third hospital day, the urine cleared and the

fever disappeared. The chest and abdominal swelling

gradually receded over the next week but an area of

necrosis, 4x6 cm, remained at the site of the original

nodule (Fig. 1). Two weeks later, surgical debridement

was done and one week after that a meshed, split-

thickness skin graft was placed. An investigation of the

boy’s home disclosed infestation with Loxosceles reclusa

and served to confirm the diagnosis of necrotic arachnid-

ism.

Discussion

This patient had a relatively severe form of

loxoscelism with acute systemic manifestations of
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Figure 1. Necrotic eschar measuring 4 x 6 cm at the site

of envenomation.

CNS depression and rapid intravascular hemolysis

with hemoglobinuria. In the absence of a recent

history suggestive of spider bite, these findings

plus those of an expanding area of inflammation

on the left side of the chest led first to a differen-

tial diagnosis of loxoscelism or infection of a

hematoma by toxin-producing organisms. The

latter possibility seemed unlikely after we found

that the fluid aspirated from the nodule was

sterile and contained only a few neutrophils. How-

ever, the diagnosis of necrotic arachnidism still

remained uncertain, owing to the unusually slow

progression of the local tissue reaction from in-

flammation to vesiculation.

In most cases, patients are unaware that they

have been bitten by a spider; the actual bite is

relatively painless and local swelling and pain do

not develop until about six to eight hours after

envenomation.^ Local swelling may progress for

72 hours after the patient has been bitten; vesicles

begin to form between 24 and 36 hours and asep-

tic necrosis usually develops between the fifth

and seventh days.^ In our patient, a diagnostic

local lesion was slow to develop: vesiculation did

not begin until after 48 hours. However, he did

have systemic signs of toxicity that were compat-

ible with those of loxoscelism: fever, leukocy-

tosis and mild thrombocytopenia, massive intra-

vascular hemolysis with hemoglobinuria, and

lethargy.

It is not clear why the formation of vesicles

in the area of the bite was delayed. One of the

nine proteins in the venom of Loxosceles reclusa

appears to cause severe local inflammation by

activation of the complement system.'* Not all

patients develop severe local reactions to the

brown recluse bite but the reason for this is un-

known.''’ Other venom proteins, which act inde-

pendently of the one mentioned above, appear to

be responsible for the hemolysis of red blood

cells.® These findings suggest that in some cases

severe systemic toxicity may coincide with only

mild (or possibly delayed) local tissue reaction.

This case demonstrates that delay in the diag-

nosis of necrotic arachnidism need not stand in

the way of appropriate care. The early surgical

excision of the site of envenomation does not im-

prove the outcome,^ and since antivenom is

not yet available,* the aim of treatment should be

to alleviate the signs and symptoms of local and

systemic toxicity. However, early diagnosis can

obviate invasive diagnostic procedures and treat-

ment with antibiotics, antihistamines and steroids,

which have not shown consistently good results

against either local or systemic reactions.^

This report serves as a reminder that brown
recluse spider bites occur in metropolitan areas of

the South-Central United States and, in children

especially, may produce severe systemic toxicity

with only mild or delayed local tissue reaction.

When acute intravascular hemolysis develops in

a child who has a local cutaneous swelling of

unexplained origin, loxoscelism should be con-

sidered in the differential diagnosis. A tentative

diagnosis of loxoscelism may be supported in

some cases by surveying the child’s home en-

vironment for infestadon with spiders and posi-

tively identifying the brown recluse spider, which

is distinguished from other medium-sized tan or

brown spiders by the number of its eyes (six

rather than eight) and by the violin-shaped mark-

ings on the dorsal area between its eyes and

abdomen.® /
' ^
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Medical Grand Rounds

Hepatoma

CHARLES E. KOSSMANN, M.D., Editor

MARGARET HIBBS, M.D.;

A 62-year-old white man was well until four weeks
before admission when he developed inflammation in

his left arm and leg diagnosed as phlebitis. A week
after treatment with phenylbutazone he developed agi-

tation, abdominal pain, nausea and vomiting, which was
symptomatically treated with hydrochlorothiazide and

clidinium (Librax), but he developed confusion, un-

steady gait, frequent falling, and lethargy.

His past medical history was unremarkable except for

hypertension treated with hydrochlorothiazide and re-

serpine (Hydropres). His family vehemently denied that

he had ever been an ethanol abuser, and there was no
history of exposure to hepatotoxins.

Rectal temperature was 99 F, heart rate 100/min,
respiratory rate 22/min, blood pressure 130/60 mm Hg.
He was lethargic and disoriented and appeared chroni-

cally ill but without evidence of weight loss. There was
scleral icterus. Findings in the chest were consistent

with chronic obstructive pulmonary disease with a
slight prolongation of the expiratory phase, and some
rhonchi were present. There was a grade II/VI systolic

regurgitation murmur and an S4 audible at the cardiac

apex. The large tender liver had a span of 16 cm and
there was shifting abdominal dullness.

The hematocrit was 34%; the white cell count
13,000/cu mm with a shift to the left. The BUN was
32 mg/dl; serum electrolytes were normal. Serum amy-
lase was normal. The urine contained both bile and
urobilinogen, but was otherwise negative, as was a
guaiac test on the stool. The radioisotopic scan of the

liver and spleen showed diffuse parenchymal disease

with possible multiple, space-filling lesions, and ultra-

sonic examination of the abdomen was consistent with

From the Department of Medicine, University of

Tennessee, 951 Court Ave., Memphis, TN 38163.
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cirrhosis of the liver, but there was no evidence of
dilated biliary ducts. The total serum protein concen-
tration was 5.8 gm/dl with an albumin of 1.8. Hepatitis
associated antigen (HAA) was negative. Studies of the
blood platelets, fibrinogin, fibrin degradation products,

and the partial thromboplastin time indicated the pres-

ence of disseminated intravascular coagulation, account-
ing for the early phlebitis (Trousseau’s sign). Repeated
cultures of the blood were negative and spinal fluid

examination and a brain scan were normal. Abdomi-
nal paracentesis yielded a sterile transudate. Studies of
liver function are summarized in the Table 1. Initially,

there was elevation of the SCOT, LDH, and alkaline

phosphatase, and a prolonged prothrombin time, the

last corrected with vitamin K on the second day, but

liver functions became progressively worse during the

course of hospitalization and the prolonged prothrom-

bin time could not be corrected after the initial success.

Although the SCOT and alkaline phosphatase fell on the

seventh hospital day (Table, 4/14), the prothrombin

time was still prolonged, and the bilirubin had risen.

The patient was initially treated for presumed hep-

atic encephalopathy with intravenous fluids, protein

restriction, and lactalose with some improvement, but

despite vigorous supportive measures, the patient ex-

pired on the eighth hospital day. Permission for a post-

mortem examination was limited to a biopsy of the liver,

which showed a hepatoma and massive hepatocellular

necrosis. Cultures of the biopsy were negative.

MICHAEL L. GOMPERTZ, M.D.;

Hepatomas, probably better called primary

liver cell carcinomas, make up approximately two

thirds of the primary malignant neoplasms of the

liver. In adults, most of the remaining third are

cholangiocarcinomas which arise from bile duct

epithelium. An old pathological classification

dividing these primary hepatic tumors into three

TABLE 1

SUMMARY OF LIVER FUNCTION STUDIES

Date SGOT LDH Aik. Phos. Prothrombin Bilirubin

(lU/L) (mU/ml) (lU/L) Time
(C/P,sec)

(mg/dl)

4-7 153 2524 7400 12/17 4.2

4-11 568 — 1130 12/13 7.2

4-12 652 — 1465 12/15 7.8

4-14 132 — 336 12/16 8.8
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types is useful. The first has been called the

solitary or massive type because of the large size

it may attain. If small enough and located in a

suitable area it may rarely be resectable. The

second, by far the most common, is the nodular

type, which consists of multiple discrete cellular

accumulations. Some authorities believe these

tumors arise from one focus and spread through-

out the liver, while others believe they are multi-

centric in origin. A third rare type is the disuse

liver cell cancer which spreads microscopically

along the fibrous septa of a cirrhotic liver and is

often not apparent in the gross specimen. Cirrho-

sis is present in from 60% to 90% of all primary

hepatomas.

Clinical Manifestations

As might be expected from the varied patho-

logical picture, the clinical manifestations may be

of differing kinds and intensities but about 70%
of hepatomas may be diagnosed on clinical

grounds alone without too much difficulty. The

commonest presenting symptoms are progressive

and unrelenting right upper quadrant or epigastric

pain and loss of weight, and the commonest phy-

sical sign is an enlarged, hard, often tender,

nodular liver over which a friction rub may not

infrequently be heard. Ascites is common.

A number of other presenting syndromes

should make one consider primary liver cancer:

1. Progressive deterioration of a patient with

known cirrhosis. If this is accompanied by a ris-

ing alkaline phosphatase and fever for which no

other cause is apparent, a diagnosis of hepatoma

becomes even more likely. Our patient today

presented in coma, which is rather unusual.

2. A clinical picture resembling acute chole-

cystitis. Preoperatively, the abdomen is tender

and muscle spasm may obscure the enlarged liver

which may be mistaken for a distended tender

gallbladder. Hepatoma is found at laparotomy.

3. An occasional patient is seen primarily be-

cause of shock as a result of rupture of the tumor

with resulting hemoperitoneum. We have had

two such patients in recent years.

4. Metastatic disease, such as a pathological

fracture. In our experience in this hospital a

more common metastatic presentation is that of a

right pleural effusion with an infiltrate in the pul-

monary parenchyma on chest x-ray and an en-

larged liver. The initial interpretation is often

bronchogenic carcinoma with hepatic metastases.

5. Hepatic abscess, either pyogenic or amebic.

This is a most important differential diagnosis be-

cause most of the patients with an abscess may be

cured.

Laboratory Data

Although the laboratory findings may be help-

ful, at times they may be confusing. Both the

solitary and diffuse tumors may have an as-

sociated elevation of the alkaline phosphatase,

the so-called occupied liver syndrome. This was

true in 85% of the series from Memorial Hos-

pital,^ 80% of whom also had moderate eleva-

tion of the SGOT, probably the result of hepatic

necrosis in the tumor or in the underlying cir-

rhosis.

Bilirubin is elevated in about 40% of cases

but gross jaundice is seen in only 20%. This

may be due to obstruction at the porta hepatis

from pressure on the common duct, but it is most

often the result of the underlying cirrhosis. The
elevated LDH which we have seen in a number

of these patients is probably related to the rapid

turnover of the malignant cells.

Although hepatic scanning with technetium

99m may be helpful, areas of decreased density

may be visualized with both tumor and regenerat-

ing cirrhotic nodules. Gallium 67 scans are

more useful because the tumor picks up this iso-

tope selectively and will appear as an area of

increased radioactivity (“hot spot”) whereas the

regenerating cirrhotic nodule will be seen as an

area of decreased activity (“cold spot”).

Arteriography is done only in the rare in-

stance where operation is being considered in

order to visualize the tumor, its blood supply and

encasement of vessels.

Liver biopsy is diagnostic in 70% of cases.

Extrahepatic Manifestations

Primary hepatic cell cancers may exhibit a

variety of interesting extrahepatic manifestations,^

the commonest of which in hypoglycemia. This

may occur in as many as a third of the patients

even though the tumors do not produce im-

munoreactive insulin, a peptide with insulin-like

activity, or pancreatic ^-cell stimulators. Most

studies show there are two types of hypoglycemia,

one ocurring late in the disease when the tumor

has massively invaded the liver and there is in-

sufficient normal hepatic tissue remaining to meet

the demands for glucose synthesis; the other oc-

curs early in patients lacking in glucose-6-phos-

phate with a marked decrease in phosphorylase

activity so that glycogen breakdown is impeded.

The glycogen content of the tumor is high and

even the glycogen content of the normal liver
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cells is elevated, so that this appears to be a form

of acquired glycogen storage disease related to a

lack of normal hepatic enzymes.

A second systemic manifestation, found in

about 10% of these patients, is erythrocytosis. I

do not know what the mechanism of red cell

production in hepatoma is, although it used to

be thought that the tumor produced erythropoie-

tin or possibly a stimulator to the source of this

substance in the kidney. However, Blackman et

aP at the National Institutes of Health has stated

that there are very few hepatomas in which ery-

thropoietin has been found.

Other hormonal aberations include the pro-

duction of a parathormone-like substance result-

ing in hypercalcemia, and in children with

hepatomas a number of virilizing syndromes have

been documented. The tumor also may produce

a luteinizing hormone or a substance resembling

it which is thought to stimulate the Leydig cells.

Another material often produced by primary

hepatic cell cancers is o-fetoprotein, a normal

fetal protein produced in large amounts by em-

bryonic liver cells and in trace amounts by fetal

yolk sac cells and the fetal gastrointestinal tract.

The clinical value of determining fl-fetoprotein in

the adult is that it may reappear in substantial

quantities in the presence of a hepatoma. It is

reported to be positive in 70% to 90% of Afri-

can and Asian liver cell carcinomas, but, in the

western world this figure is considerably less and

many false-positives have been noted in such con-

ditions as metastatic carcinoma to the liver, pri-

mary carcinoma of the stomach and pancreas,

and others. With quantitative radioimmune as-

says for a-fetoprotein a serum level of 500 ng/

ml or higher is almost always diagnostic of hepa-

toma, most false-positives giving lower levels.^

Incidence

The incidence of hepatoma in the United

States has been rising steadily during the last 25

years, paralleling the increase in cirrhosis of all

kinds. Although in the past many authors have

thought hepatomas were not often associated with

alcoholic cirrhosis, in our hospital and in the

series reported from Bellevue Hospital,® alcohoUc

liver disease has been found in over 50% of

hepatomas. In the Memorial Hospital series,^

one third of the hepatomas were associated with

alcoholic liver disease. There is a frequent oc-

currence of hepatoma in patients with hemo-

chromatosis but not, curiously, in those with

Wilson’s disease (hepatolenticular degeneration).

114

The distribution of this neoplasm is worldwide.

It is common in sub-Saharal Africa and the Far

East, and in some of these areas it accounts for

50% of all malignancies, particularly in men.

The etiology of the liver disease in these areas has

been studied extensively and attempts made to

find a carcinogen which might account for it. A
number of naturally occurring substances which

are capable of causing liver cancer in animals are

conceivably related to the human neoplasms,

particularly the aflotoxins, derived from peanuts

contaminated with aspergillus flavus, and there

are also a number of plant alkaloids in these

areas which are carcinogenic in experimental

animals. A number of reports have suggested

that the incidence of hepatitis B surface antigen

(HBsAg) is high in patients with hepatoma and

the hypothesis has been advanced that there

might be a sequence of disease from acute hepa-

titis to chronic hepatitis to postnecrotic cirrhosis

to hepatoma, but in this country several series of

patients with hepatomas have failed to reveal an

increase in HBsAg and at this time an etiological

relationship between hepatitis B and hepatoma

cannot be stated to have been proven.

Treatment
The treatment of primary malignant neoplasms

of the liver is unsatisfactory.® Extensive reviews

of the surgical literature^ indicate that up to 1971

only 77 patients reported in a period of 70 years

lived three years after resection of the hepatoma.

Isolated reports of success with combinations of

5-fluorouracil (5 FU) and the nitrosurea car-

mustine (BCNU) have indicated a three-year

survival in a few patients but these have not been

confirmed. Lately there has been some indication

that doxorubicin (Adriamycin) might prove use-

ful because its primary route of elimination ap-

pears to be biliary secretion after hepatic meta-

bolization but this remains to be seen. In this

hospital no patient has lived more than a year

following diagnosis of hepatoma. / 7?
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 69-year-oId woman was admitted to St. Thomas
Hospital for evaluation of substernal chest pain. Five

years previously she was noted to have premature ven-

tricular contractions with bigeminy. Intermittent chest

pain had occurred for eight or nine years. The pain was
not related to exertion. It would last one to two hours

and was described as a burning sensation in the pre-

cordial area. She has been normotensive.

Physical examination disclosed an early systolic click

with no murmur. When standing the click moved to-

ward the first heart sound and with squatting the click

was heard in midsystole. The click was well docu-

mented phonocardiographically. An echocardiogram
showed mitral valve prolapse. Cardiac catheterization

and coronary cineangiography disclosed prolapse of

the posterior mitral leaflet with no evidence of coronary
arterial disease. An occasional premature ventricular

contraction was present on admission. She was placed

on quinidine 800 mg daily with significant decrease in

frequency of the ectopic beats. She took no other medi-
cations. The quinidine blood level was 4.1 mg/liter.

The potassium was 4.1 mEq/liter and the “SMA-12”
(including calcium and phosphate) was within normal
limits. An electrocardiogram was obtained 24 hours
after institution of quinidine therapy (Fig. 1).

INTERPRETATION: The tracing shows

sinus rhythm at a rate of 53 p>er minute. The P
waves are inverted in lead Vi and are broad and

notched in leads II, III and AVF. The QRS com-

plex is slightly prolonged at 0.10 seconds but the

QRS morphology is within normal limits. The

QT interval is normal at 0.42 seconds. Follow-

ing the T wave a prominent U wave is best seen

in standard leads I, II and in the lateral pre-

cordial leads Vs through Vg.

The U wave can frequently be distinguished

from a bifid T wave by the distance between the

peaks, which generally exceeds 0.15 seconds. The

From the Department of Cardiology, St. Thomas
Hospital, Box 380, Nashville, TN 37202.

genesis of the U wave remains controversial. It

has been felt to be related to repolarization of

Purkinje tissue although amphibian hearts con-

taining no Purkinje network may show a U wave.

It has also been related to after-potentials follow-

ing the intracellular action potential. The U wave
has no diagnostic specificity. It is usually prom-
inent with hypokalemia or hypothermia. U wave
voltage is increased by hemodynamic factors that

increase ventricular filling. Bradycardia, in-

creased intravascular volume, long postextrasys-

tolic pauses, catecholamines, digitalis and cal-

cium have all been noted to increase U wave
amplitude.^ The U wave may also be more
prominent with quinidine therapy.^

Repolarization changes have been commonly
reported with mitral valve prolapse syndrome al-

though prominent U waves are not generally

recognized as being part of this syndrome. It has

been found that in the laboratory situation pro-

nounced after-potentials appear in intracellular

leads from isometrically contracting papillary

muscles when tension is released prior to the

termination of the contraction. This allows the

muscle to shorten without afterload and is anal-

ogous to the hemodynamic situation that occurs

in the mitral valve prolapse.^ Except in the set-

ting of quinidine therapy the relationship of in-

creased myocardial automaticity to the occur-

rence of U waves has been documented and ap-

pearance of U waves may trigger the appearance

of ventricular extrasystoles."*

In summary, this electrocardiogram shows left

atrial enlargement, modest nonspecific QRS
widening and a prominent U wave. This is as-

sociated with a normal potassium and a quinidine

blood level which is in the therapeutic range in a

patient who has well-documented mitral valve

prolapse syndrome. r ^
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Laboratory Medicine

Depression, Tricyclic Antidepressants and

Clinical Laboratories

JOSEPH J. SANNELLA, M.D.

Besides monitoring lithium levels, it appears

that the clinical laboratory has a broader role to

perform in the diagnosis and management of de-

pression. Part of the data base required to pre-

cisely characterize the depression will be estab-

lished by laboratory study. Furthermore, careful

monitoring of plasma levels of the tricyclic anti-

depressants and their metabolites is considered

essential by some experts, since there is great in-

dividual variability in metabolism, and “thera-

peutic windows” are very narrow with some of

the agents.

It is estimated that up to 15% of the popula-

tion may at some time suffer from depression or

mania sufficiently severe to be called an illness.

Depression (disappointments) can be a part of

everyday life, but when feelings of sadness, hope-

lessness or emptiness are sustained to the extent

that appetite, sleep, energy, libido, work, or

thought processes become disturbed, primary de-

pressive illness is probably present. Endogenous

depression is another description applied to this

constellation of signs and symptoms. Many
patients with depression are manic-depressives

who, because they exhibit moods at both ends of

affective spectrum, are classified as bipolar de-

pressives. Most of these patients seem to re-

spond very well to lithium therapy, and indeed,

attempts to treat these patients with tricyclic anti-

depressants alone seems to induce mania. Bi-

polar depressives can usually be distinguished

from unipolar depressives by a carefully taken

history, since the latter do not have personal or

family histories of manic behavior. However,

when a good history cannot be obtained, the

laboratory can sometimes be helpful because bi-

polar depressives often have low urinary levels of

17-OH corticosteroids and their plasma mag-

nesium increases on lithium.

Although the unipolar depressives appear to

be a homogeneous group when scrutinized by

From Clinical Laboratories of Nashville, 5 Park

Plaza, Nashville, TNv37203.
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purely clinical methods, there appear to be sub-

groups which not only display different chemical

pathology but different responses to the various

tricyclic agents. In fact, the characterization of

the chemical pathology is thought to be predictive

of which agent is likely to produce a favorable

response.

There is a substantial body of evidence that

neurotransmission in those areas of the brain

responsible for moods, emotion, and other vegeta-

tive functions are dependent on the synaptic re-

lease of various amines, i.e., noradrenalin, sero-

tonin, and to a lesser extent, dopamine. Not
only are these amines released at the synaptic

cleft at the time of neurotransmission but there

is also at least partial re-uptake into the originat-

ing axon. The amines that do not return to the

axon are rendered inactive by oxidation through

the action of the enzyme, monoamine oxidase

(MAO). If the quantity of amine released is in-

sufficient or excessive, or its removal is too slow

or too rapid through the actions of MAO or re-

uptake, the “quality” of the neurotransmission is

theorized to be compromised and affect is dis-

ordered. Lithium enhances re-uptake of amines

and inhibits their release. The tricyclic anti-

depressants, on the other hand, seem to block re-

uptake but there are differences as to which amine

is blocked.

Chemical study of CSF and urine in groups of

depressive patients has shown that some display

low CSF levels of 5-HIAA (5-hydroxyindolace-

tic acid), the major metabolite of serotonin. Still

others show decreased urinary levels of MHPG
(3-methoxy-4-hydroxyphenylglycol), the major

metabolite of brain norepinephrine. In those

patients with low 5-HIAA in CSF, there is a

growing body of evidence that amitriptyline is the

drug of choice since its principal action appears

to be blockade of uptake of serotonin. Nortripty-

line, a metabolic derivative of amitriptyline, and

imipramine are less active blockers of serotonin

Continued on page 122
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Sonogram of the Month

M. LOUIS WEINSTEIN, M.D.; ARTHUR C. FLEISCHER, M.D.; JAMES DANIELL, M.D.;

A. EVERETTE JAMES, JR., M.D.; and A. JAMES GERLOCK, JR., M.D.

The transverse pelvic sonogram (Fig. 1) is of a 40-

year-old, gravida 3, para 2, abortus 1, female who has

complained of pelvic pain for the past three years. All

screening laboratory chemistries, chest x-rays and barium
enema examinations have been normal. An intravenous

urogram on this hospital admission revealed a laterally

deviated distal right ureter (Fig. 2). The sonogram was
done to evaluate the pelvis.

What is your impression?

(1) Normal sonogram and the displaced ureter is a

normal variant.

(2) The sonogram shows an enlarged uterus which
could displace the ureter.

(3) The sonogram shows an ectopic pregnancy located

in the region of the distal right ureter.

(4) The sonogram shows a solid pelvic mass in the

region of the displaced ureter.

The ultrasound examination is an excellent

modality to be used in the diagnosis and charac-

terization of pelvic masses.^ Once a mass has

been found on the ultrasound examination, it can

be shown to be either a part of the uterus or

completely separate from it. In this patient, the

ultrasound examination shows a homogeneous

echogenic (solid) pelvic mass which was com-

pletely separate from the uterus. The uterus was

normal in size and devoid of any gestational con-

tents, and was displaced to the left by the echo-

genic mass located in the right side of the pelvis.

Once a mass has been found to lie outside of

the uterus, it is important to consider the pos-

sibility of an ectopic pregnancy in a patient in

the appropriate age group and compatible clinical

and laboratory findings. Rarely, the gestational

sac will be seen by ultrasound to be intact when

it lies outside of the uterus; however, usually

an ill-defined extrauterine mass will be found.

In this instance, it is necessary to perform a preg-

nancy test in order to determine if a state of

pregnancy exists. The pregnancy test was nega-

tive in this patient.

Although it is unable to give a precise histo-

logical diagnosis, ultrasound can determine if the

mass is solid, complex or cystic. In this patient,

From the Department of Radiology and Radiological

Sciences, Vanderbilt University Medical Center, Nash-

vUle, TN 37232.

Figure 1. Transverse sonogram of the pelvis, 3 cm below
the pubic symphysis. B=bladder, Ut=uterus, m=mass.

Figure 2. Arrow demonstrates laterally deviated distal

right ureter on intravenous excretory urogram.
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a 5 X 2 cm homogeneous echogenic mass was

found indicating a solid, rather than cystic, or-

ganization of the lesion. The differential possi-

bilities of a solid pelvic mass would include der-

moid, ovarian carcinoma, pedunculated fibroids,

and abscess.

This patient underwent laparotomy and was

found to have a pelvic mass composed of fatty

tissue that had herniated through a tear in the

peritoneum and posterior aspect of the broad

ligament on the right side. The mass was large

enough to have caused deviation of both the

right distal ureter and uterus. It was surgically

removed and the peritoneal defect and tear in the

broad ligament repaired. There has been marked

improvement of the patient’s pelvic pain one

month following surgery.

This condition was first described by Allen and

Masters^ and is characterized by laceration of the

posterior leaves of the broad ligaments, usually of

obstetric origin, and is associated with painful

retroversion of the uterus with an abnormally

mobile cervix (“universal joint cervix”). The

Laboratory Medicine . . .

Continued from page 120

and have been shown to produce poorer re-

sponses. Desipramine does not block serotonin

uptake at all, but is an active blocker of nor-

adrenalin uptake, as is its parent compound, im-

ipramine. Imipramine has been reported to pro-

duce good responses in unipolar depressives with

low urinary MHPG.
Nortriptyline tends to show an inverted U-

shaped dose-response curve. Thus, once the

plasma level falls below 50 mg/ml or exceeds

150 mg/ml, there is a poorer response. This

phenomenon of a “therapeutic window” does not

seem to apply to amitriptyline or imipramine.

With these drugs, the dose-response curve ap-

pears to be linear. It is also important to recog-

nize that nortriptyline is a metabolic product of

amitriptyline. Both the parent compound and its

major metabolite are pharmacologically active

but the actions of each are not the same. It is not

possible to predict how much of the parent com-

pound will be converted to metabolite in any

given patient. Laboratory monitoring can be used

to clarify the metabolic conversion pattern of the
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most common complaints associated with Alien-

Masters syndrome are dyspareunia, excessive

fatigue, pelvic pain, backache, and dysmenorrhea.

A mass does not necessarily have to be a part

of this syndrome, as pain can result from just the

peritoneal defects with resultant exudation of

fluid within the intraperitoneal cavity. Ovarian

prolapse or incarceration of bowel or fat, how-

ever, may occur through the peritoneal defect.

The usual surgical therapy for fertile women is

repair of the uterine support lacerations, while in

postmenopausal females, hysterectomy is the

surgical approach. Ordinarily, there is symptoma-

tic improvement of pelvic pain following either

surgical repair of the lacerations or hysterectomy.

ANSWER: The sonogram shows a solid pelvic

mass in the region of the displaced ureter.

dZP
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patient, as well as establish whether the pre-

scribed dose is resulting in plasma levels which

can be expected to produce the desired therapeu-

tic effects. Monitoring will be especially predic-

tive if the basic amine deficit has been identified.
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X-ray of the Month

SAADOON KADIR, M.D.

A 30-year-old woman was referred for an upper
gastrointestinal barium examination because of weight
loss and postprandial fullness (Fig. 1). Physical exami-
nation and laboratory data were unremarkable. What is

your diagnosis?

( 1 ) Duodenal ulcer

(2) Intussusception

(3) Intraluminal duodenal diverticulum

(4) Duodenal tumor

Discussion

Incomplete recanalization of the duodenum be-

tween the fourth and sixth weeks of embryonal

development leads to malformations such as dia-

phragms, stenosis and atresias. In the majority

of cases the obstructing diaphragm is located in

the vicinity of the papilla of Vater.^’^ One or

Figure 1. Upper gastrointestinal barium examination
shows dilation of the proximal duodenum. The intralumi-

nal diverticulum is seen as a nipple-like protrusion into

the third portion of the duodenum.

Figure 2. (A-C) Drawings showing the development of an
intraluminal duodenal diverticulum. The membrane is

located in the descending portion of the duodenum. Fig-

ures show the progressive enlargement of this membrane
to form an intraluminal diverticulum. The arrow points to

the opening in the membrane.

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.

more openings are usually present and may be

located in the center of this membrane or ec-

centrically.

The first description of the intraluminal duo-

denal diverticulum, which occurs in approximately

1 out of 20,000 persons, was by Boyd in

1845.^’^*® The first description of its radiographic

appearance was by Nelson in 1947.® Although it

is seen more frequently in the adult, it is not un-

usual to find it in the pediatric patient, where it

is quite often associated with other congenital

anomalies.

The symptoms are released to the diameter of

the opening in the diaphragm and may vary from

none to intermittent upper abdominal pain, nau-

sea, vomiting (particularly after meals) and

bleeding, to intermittent intestinal obstruction.

Occasionally there is a sensation of epigastric

fullness following meals. On barium examination

there is a delay in filling of the dilated descending

portion of the duodenum with to and fro peristal-

sis resulting in filling and emptying of the diver-

ticulum. The typical radiographic appearance is

caused by a partial obstruction of the duodenal

lumen to the passage of barium. The duodenal

peristalsis pushes the redundant diaphragm for-

ward, giving it the appearance of an intraluminal

duodenal diverticulum (Fig. 2). Unlike other

diverticula, it is lined by duodenal epithelium on

both sides.

A duodenal ulcer this size would be very un-

usual. Furthermore, an ulcer crater or intussus-

ception would not fill and empty with the peris-

talsis. An ulcerated neoplasm is also unlikely due

to the absence of a mass, mucosal abnormality or

narrowing of the lumen.

ANSWER: Intraluminal duodenal diverticulum.
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Mental Health Report

DMHMR Reviews Staffing Patterns

A major change in the delivery of mental

health services over the past ten years has been

the transition of care from the large institutions to

the communities. Concomitantly, the population

of our large mental health institutions has been

reduced from 10,000 in the latter part of the

1960s to approximately 3,300 today.

In keeping with this progressive trend Com-
missioner Harold W. Jordan appointed a task

force in June of 1977 for the purpose of assessing

current staffing patterns in our large facilities.

Members of this group included representatives

from each mental health institution and develop-

mental center, each division of our central office,

and from the Departments of Finance and Ad-

ministration and Personnel.

This task force was charged with the responsi-

bility of recommending staffing standards in our

major mental health and developmental facilities.

These were to be independent of those already

imposed by such agencies as the Joint Commis-

sion on Accreditation, Medicare/Medicaid, and

others.

The group first reviewed and evaluated the

administrative personnel in each of our major

facihties. A similar review of program and di-

rect service staffing was made later. Information

was collected through a number of on-site visits

and interviews with staff representing all discip-

lines and organizational levels, focusing on the

philosophy, goals, and perceived staffing needs

for each function. Once the data were collected,

the task force met to compare and contrast

facilities, explore and explain significant differ-

ences, discuss the merits of various philosophical

approaches, and finally to reach a consensus con-

cerning standards.

The mental health delivery system’s change

from greater emphasis on institutional care to that

of a community-based program has been brought

about by many things. Improved treatment

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville, TN 37219.

124

methods, federal funding incentives, and court

decisions which redefine the civil and individual

rights of the mentally ill and mentally retarded

have had a combined effect in developing com-

munity-based services.

Because DMHMR has recognized its responsi-

bility to provide effective comprehensive services

in the most effective manner, a per capita funding

plan has been devised to more effectively utilize

existing resources. Simply stated, the new plan

means that DMHMR has statutory authority to

transfer funds from the institute to the com-

munity. This resource allocation enables the

Department to use existing resources before re-

questing additional appropriations. Funds are

now allocated on a basis of service area popula-

tion, regional mental health institute utilization,

and existing funding levels.

The development of staffing standards for the

mental health institute represents a rational guide

which may be followed in the process of reducing

the number and type of institutional personnel

relative to reductions in patient census. Carefully

developed standards will facilitate maximum per-

sonnel reductions without jeopardizing the clinical

and administrative integrity of the mental health

institute.

Our community programs can consequently

benefit from every available dollar without ad-

versely affecting patient care within the mental

health institutes. Staffing standards have been

recommended and are now under study. The

mental health institutions and developmental cen-

ters have developed an organizational model

suited to their needs.

Approval and implementation of these or-

ganizational models and staffing standards will

provide a denominator to which facilities may

be compared. Any deviation from the recom-

mended model will require approval from the

commissioner. Changes must be traceable from

the model and once approved become part of the

standard table or organization. r ^
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Special Communication

Tobacco

D. J. SLAGLE, M.D.

It is a time to awaken and evaluate the effects

and benefits of research and education on our

society. Everywhere we turn we hear ecology

and ecological control and its effects on our

health and other relationships of our environ-

ment. I wonder if research is worthwhile, if edu-

cation is productive and beneficial?

Several years ago the Surgeon General’s ofiice

widely publicized that they had determined smok-

ing to be hazardous to health, yet cigarette pro-

duction and sales continue to increase in this

country. The growth, production, and distribu-

tion of tobacco and tobacco products in this

country, along with their complications and prob-

lems, is a multifaceted situation.

A friend of mine once said tobacco may cause

disease, but it surely has built a beautiful facility

for fighting disease also (we were discussing Duke
University and its massive medical center and

hospital complex).

Tobacco sales in this country this year are

estimated to be about $18 billion. This covers a

wide circle of pie to be cut into many segments.

Taxes will directly consume about $5 billion to

$6 billion. Marketing, advertising, manufactur-

ing, and distribution will also take their toll.

The point of origin, the farmer, is estimated to

receive about $2.5 billion annually as his wedge

of the pie. This must be further divided into

funds for seed and fertilizer, the preparation of

the beds, plants, harvesting, and preparation for

market. The tobacco farmer realizes a profit of

approximately 60% of the gross sales, not count-

ing the personal labor of himself and his family.

Tobacco farming can be literally a 13-months-a-

year crop, for frequently the preparation must

start for next year’s crop before the present crop

is marketed. Some farmers would do well to

evaluate their investment in (1) capital, (2)

time and work, and (3) risk involved as com-

pared to the cash benefit of some other crops,

such as beans, cabbage, tomatoes and peppers,

prepared for the commercial market. I realize

that each has its market just as we in the medical

profession must treat people with various diseases

and each disease will have its own market.

It is estimated that by 1980 the total cost of

medical care in this country will reach $180 bil-

lion. It is also estimated that the cost of caring

for disease which is tobacco related will be 10%
of this, or $18 billion, thus making the tobacco

industry not an $ 18-billion industry, but a $36-

billion industry.

The above figures do not take into account sev-

eral side effects on other industries, such as the

insurance industry for burned houses, burned

beds, burned clothing, and the fire fighting indus-

try itself. As one member of the medical pro-

fession, I would be willing to sacrifice that portion

of my income relating to tobacco-caused illness.

I am sure the underwriters for health insurance,

fire insurance, the state and national forestry

service could and would be willing to change

their financing and the financial structure as the

picture changes, if we ceased using tobacco.

Tobacco usage is as much a true addiction as

that produced by any narcotic drug. When we en-

courage people to discontinue smoking we should

stress they are not to substitute other forms of

tobacco usage, such as snuff or chewing, which

can have equally deleterious effects on the vascu-

lar system.

Finally, tobacco has been associated with em-

physema, cerebral vascular insufliciency, am-
blyopia, coryza and allergy, and with leukoplakia

and cancer of the lips, mouth, larynx and tracheo-

bronchial tree. Coronary artery disease and

peripheral vascular insufliciency are also related

to tobacco usage. Statistically it may be asso-

ciated with the loss of sexual ability and definitely

related to a lower birth rate, increased spontan-

eous abortion and deformed babies. Outside of

these—and its mess and fire hazard potential and

nuisance to people who do not smoke or use

tobacco—it is probably harmless.

The American Indian gave the European in-

vaders tobacco and syphilis, who in turn brought

Continued on page 129
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Special Communication

The New Doctor

JOSEPH G. BURD, M.D.

Over the past 10 to 15 years, changes in the

medical community came along in pace with

changes in the world-at-large. New faces in our

profession stimulated me to observe many, but

of course not all, of the young doctors. The new
doctor is the product of his times. He survived

the cutthroat competition to be admitted to

medical school, even to the point of special classes

to prepare for a battery of tests not necessarily

related to the study of medicine itself. Internal

forces consistent with his survival met head-on

with the external forces of the all-out “be your

brother’s keeper” concept. As often as not, the

new doctor experienced an emotional lift by doing

good in a selective manner, especially if it by-

passed the older methods; here was a goal worth

striving for.

The teachers of these new doctors were (and

are) a harried race of men who provided service

to patients, and did research, which they had to

publish—all this in addition to teaching. The
students with their myopic view developed almost

an adversary relationship with their medical

school teachers. Furthermore, their teachers

represented The Establishment.

During the postgraduate years, the teachers

were categorized in such a way as to fall into a

bit of fantasy. Fantasy with lifestyle dreams be-

came very real to the young doctor. The young

doctor married, and his partner shared these

dreams of a certain lifestyle. All of this helped

to make the hardships of postgraduate training

bearable.

So, our young doctor entered practice. The
fantasy became a lifestyle threatened by The Es-

tablishment (the older doctors). The world-at-

large was not waiting with open arms for his skill,

nor was the world prepared to fit into the new
doctor’s lifestyle. It seems the idea expressed by

Alexander Pope, “Be not the first by whom the

new is tried,/Nor yet the last to lay the old

aside,” became anathema to the younger man.

The practice of medicine is a demanding way

of life. The demands are a heavy burden in-
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tellectually, physically, and emotionally. The new

doctor needs all the help he can get, but he really

does not know this. He has willed not to accept

what he has been told in this regard. Eventually,

he will adapt to the work; only rarely does the

work adapt to him. Although this period of

adaptation is traumatic, the strong will survive.

The well-based man can cope with the world,

flesh and devil.

The practice of medicine and surgery today

presents another challenge to the new doctor.

Technological development and the computer age

are having and will continue to have their effects.

The young doctor must decide which patient

falls into the 10% who can be helped by sophis-

ticated hard sciences and which of those belong

to the 10% who are beyond this help. The great-

est challenge is to pick out the 80% who need

judgment and tact rather than batteries of tests

with attendant expense. This 80% are the great

and silent majority, the group who will profit

more from a bedside manner than sophisticated

scientific procedures. This group is penalized

when the doctor bypasses the human factor. The

doctor’s skill is impaired as lack of empathy af-

fects his judgment and lack of tact affects com-

munication. The new doctor must learn this for

his survival. While he knows that there are “dif-

ferent strokes for different folks,” more often

than not he will not apply this to his practice. He

must realize that he has a very weak power

base. Politically, the 80% are a vocal and strong

majority, and the actions of the politician re-

flect the views of his constituency. This con-

stituency represents not only the businessman

whose locker is next to the doctor’s at the coun-

try club but the low income group as well. The

cost of medical care has spiraled, and it is the

job of the young as well as the old to blunt this

thrust.

Other pitfalls in the path of the new doctor

are the many faces of legal involvement. He will

be encouraged at times to pad the treatment and

sometimes the bill for greater insurance settle-
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ment. This encouragement comes from the

patient’s family and attorneys. Overtreatment is

encouraged by rising office expense, and the doc-

tor will be encouraged to prescribe expensive

testing to avoid malpractice suits when he knows

these tests are of no value.

The new doctor has a multitude of adjustments

to make in first realizing the older doctors are

not out to “get him.” In the breast of his peers

beats a dedicated, sincere heart, in spite of an

arrogant or insecure facade. Sooner or later he

realizes his colleagues are a great bunch of peo-

Tobacco . . .

Continued from page 127

smallpox and tuberculosis as their gift to the

Indians. It may well be many years before the

decision as to who was the winner of the Indian

wars is settled.*

With the high level of apathy of the people

regarding the importance of the tobacco and

health and environmental problems, I sometimes

wonder if further extensive work on environment-

related diseases would be productive. Ninety

percent of cancer known to be ecologically re-

lated could be eliminated if we stopped the use

pie, but that takes time.

The young doctor, being a product of his times,

is no better or worse than any other man his age,

although he is better trained and should be better

educated. He has a terrible responsibility, as he

must be the guardian of the values in medicine.

He has the respect and the sympathy of the “old

guard,” who feel fortunate that the forces exert-

ing themselves against the new doctor were not

part of their own early professional life, r" ^
313 Mid-State Medical Center

Nashville, TN 37203

of tobacco. The effects of cardiovascular disease

and pulmonary disease would be even more dra-

matic. j- ^
100 Rogosin Dr.

Elizabethton, TN 37643

"^'Who gave syphilis to whom is still unsettled.

But even if the Indians gave us only tobacco in

exchange for the other three, we are still the

losers.—Ed.

Saint Albans Psychiatric Hospital

An accredited private nonprofit psychiatric

hospital for the treatment of all major

psychiatric illnesses, including alcoholism and

drug abuse, of adults and adolescents.
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JIMJI News Update

Medical Events in 1978-

A Review by the American Medical Association

Preventive medicine moved to the front of the

American health care scene in 1978. Public lead-

ers everywhere were talking about the need for

programs aimed at preventing disease, in addition to

caring for the sick.

Few agreed on a definition of preventive medi-

cine. Many said that it means immunizations, regu-

lar vigorous exercise, keeping weight down to nor-

mal, no smoking, a sensible diet, proper rest and

recreation, most of which involve decisions on life-

style that are the prerogative of the individual rather

than his doctor.

There were indications that at least some of the

people were doing at least some of these good things.

Deaths from heart disease continued to drop, prob-

ably reflecting the adoption of life habits to reduce

risk on the part of many Americans. Many Ameri-

cans still smoked, but many were quitting. Setting

an example for their patients, doctors surveyed at

mid-year said that only 18% of the medical profes-

sion continues to use tobacco.

Along with a new emphasis on preventive medi-

cine came a growing interest in environmental med-

icine—the things in the environment that may cause

disease. Many substances were implicated as pos-

sibly causing cancer. Nitrite in food was a late can-

didate. Emphasis was on disease-causing substances

in the workplace, the air, the home and on the

grocery shelf. There was a tendency to lose sight

of the fact that many of the environmental hazards

are just a part of life. For instance, the single ma-

jor cause of skin cancer is sunlight. And sexual in-

tercourse is the single major cause of cancer of the

cervix.

In 1978 came the test tube baby, the still un-

substantiated claim of a baby born by cloning, and

further bits and pieces of new data in cancer, dia-

betes and other common ills. Obesity, its health

hazards, and what to do to lose weight continued

to demand a great deal of time in the health care

sector.

In the socioeconomic areas of medicine, concern

over rising costs of care continued to dominate dis-

cussion and debate. The Voluntary Effort to contain

cost escalation in hospitals by the American Medi-

cal Association, the American Hospital Association,

and the Federation of American Hospitals was be-

ginning to take effect. The rate of increase dropped

substantially in 1978. But government planners con-

tinued to advocate mandatory controls on reim-

bursement for health care services.

Late in the year both President Carter and Sena-
tor Kennedy presented national health insurance

plans. The President proposed the gradual phasing
in of a plan built largely on the present private

system. Kennedy proposed a sweeping program of

government regulation of health care. Both plans

will be debated again in 1979.

Attempts to bring more minority students into

medical schools received a temporary setback when
the Supreme Court ruled in the Baake case that

schools could not set quotas for minority enrol ees.

Most schools did not set quotas anyway, and the

effort to enlist more potential black doctors con-

tinued.

Some highlights on the medical front in 1978—
• Artificial sweeteners cause cancer. Or, they

don’t cause cancer. Or, yes, they do. At year’s end
further studies were cited to implicate saccharine in

human cancer.

• The Last Chance liquid protein diet largely

faded away during the year, after a number of per-

sons on the diet died. A major Chicago study con-

firmed that obesity is a contributing factor in high

blood pressure. Other studies indicated that obesity

also is an important factor in many cases of diabetes.

Lose weight, and blood pressure goes down, and
sometimes diabetes lessens.

• The “Battle of the Bulge” continued. Combat-
ting fatness has become a $10-billion-a-year busi-

ness. Thirty million Americans are overweight.

Nothing much new was offered on how to control

obesity during the year. Behavior modification

therapy may offer some hope for overweight chil-

dren.

• Laetrile, the unproven cancer treatment, re-

fused to go away, despite almost universal scientific

disapproval. The federal government was preparing

at year’s end to conduct a scientific study of the

merits of laetrile.

® Sexual abuse of children surfaced on many
fronts in 1978 as medicine and society as a whole

confronted this widespread problem more than ever

before. A Seattle survey discovered that more than

half the primary care doctors said they had seen

instances of child sexual abuse. Most of the cases

probably go unreported, St. Louis researchers de-

clared.

• Heart disease continued as the No. 1 killer of

adult Americans. Common sense in vigorous physical

exertion by sedentary Americans was urged by
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JAMA in helping men avoid heart attacks. And
there was continued stress on the importance of

watching blood pressure, avoiding smoking, eating

sensibly, getting regular exercise, and holding down
weight.

• A national group of surgeons found that too

many accident victims are dying after they reach the

hospital, because they are taken to the wrong hos-

pital. Not all hospitals are equipped and staffed to

handle major emergencies, and each community

should develop a plan of routing ambulances to the

proper medical centers, the surgeons said.

• For the first time in the history of American

jails, a national program has been developed to train

jailers on how to screen inmates for illness and pro-

vide emergency first aid. “We don’t think disease

should be an add-on sentence for people who may
only be waiting for trial,” said the director of the

AMA’s jail health project. In the crowded conditions

of many U.S. jails, a cough can be the beginning of

an epidemic of tuberculosis, and a diseased food

handler can quickly spread disease.

• Much progress has been made in increasing

the number of family physicians in the past 1 1
years,

an AMA study in 1978 found. Residency training

programs for family practice grew to 325, with more

than 5,000 potential family doctors enrolled. Most

medical schools now offer teaching units for family

practice.

• Physicians still adhere to the principle of caring

for all patients, regardless of ability to pay, an

AMA poll indicated. Most doctors say they continue

to reduce their fees or provide free care to patients

who can’t pay. When the need arises, physicians

regard it as their ethical professional responsibility

to provide service.

• Marijuana and other drugs of abuse, including

alcohol, continued to occupy much time and atten-

tion in the health care picture. A California re-

searcher said that some components of marijuana

may have medicinal uses, but not in raw form. One
ingredient of the drug, tetrahydrocannabinol (THC),
can help relieve pressure in glaucoma. A scare for

marijuana users—reports that Mexican imports bore

a poisonous weed spray—^were not borne out in

Mississippi studies. Paraquat may, or may not, have

caused damage. Probably not. But marijuana still is

unsafe, the Mississippians said.

• Smallpox was entirely gone from the world. And
then came a case in England, a laboratory worker

infected by supplies kept in the lab for study pur-

poses. JAMA issued a strong appeal for final de-

struction of all remaining laboratory storage supplies

of smallpox virus,

• Tonsils still presented medicine with a dilemma

—to remove, or not to remove. Conservatives

would halt virtually all tonsil removals. Others

would continue to take out tonsils for every sore

throat. Most doctors are somewhere between. A study

has been ordered to establish criteria that will guide

physicians in making decisions with their patients.

• An AMA survey of practicing physicians deter-

mined that there has been a big increase in sexually
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transmitted diseases in the past year. A major part

of the increase can be traced to contacts between
male homosexuals, the doctors said.

• Small rural hospitals can do a first rate job
of delivering babies safely, and at less cost than
the big city hospitals, an Iowa survey found. Federal
health planners recently declared that hospitals deliv-

ering fewer than 500 infants a year could not have
the quality and efficiency of a big hospital, and prob-
ably should not be allowed to handle deliveries. The
opposite is true, the lowans found.

• The coronary bypass operation continued to be
popular with patients and doctors. Dialogue con-
tinued as to whether it actually prolonged life, or
provided a better quality of life. But there was no
doubt that it is expensive—an average of $10,930
in one hospital in Tennessee, and more than $12,000
in another study,

• Public health officials recommended flu shots in

the fall for chronically ill individuals and those age
65 and over. The vaccine this year contains protec-

tion against three flu strains—Russian, Hong Kong,
and Texas.

• Hypnosis, like biofeedback, gained new popular-
ity in the United States during the year as a means
of helping some people learn to deal with their

health problems. It can be an aid to patients suf-

fering pain from chronic ills, such as arthritis. It

can help smokers quit, and overeaters eat less. It is

not a complete treatment, but an adjunct to therapy.

• Too many stressful life events can drive a man
to a life of crime, a Washington state study found.
Events ranging from death of a spouse, loss of a job
or breakup of a marriage, to trouble with the boss,

financial difficulties, family arguments or personal
illness or injury often preceded a life of crime, the

researchers found.

• Dialogue continued over whether generic name
drugs are the exact equal of brand name drugs. In

some circles it has been held that money could be
saved by generic prescribing. A research group at

the Medical College of Virginia tested two different

brands of tetracycline. They had been certified as

identical. But one brand was inferior to the other

in raising blood and urine levels of the potent anti-

biotic in test volunteers. Conclusion: generic drugs

aren’t necessarily the same, and no one can declare

positively that they are.

• A Rockford, 111., surgical group concluded from
long studies that radical mastectomy for breast can-

cer does not increase survival compared to more
conservative operations, and should be abandoned.

• Pop bottles are still exploding, according to

JAMA. Another report on injuries from exploding

soft drink bottles was published at mid-year. There
are now 17 reported cases of injuries from such

explosions.

• Tiny premature infants—those under 2.8 lb

at birth after only seven months’ gestation—had a

much better chance of surviving in 1978 than in

1963. A North Carolina study found that all aspects

of care for the small, sick, premature infant have
improved in the past 15 years. Costs, however, are

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



large. An 89-day stay in an intensive care nursery

costs $40,000 for each surviving infant.

• A new technique was reported in 1978 for

stretching shortened fingers to normal lengths in

hands which previously could not have been recon-

structed. Some of the shortened fingers are caused

by birth defects and others by amputation accidents.

Joint surfaces are separated and pulled apart in work
developed at Georgetown University.

• With the report from England of the birth of a

baby from an egg fertilized in a test tube and im-

planted in the mother, the AMA also published a

new pamphlet on infertility problems which indicates

that many couples wishing to conceive do not need

the extreme route of the test tube fertilization.

More than half of infertile couples can be helped

to achieve parenthood, the AMA pamphlet said.

• Computerized tomography, in just five years

since its introduction, has become the single most

valuable tool for detecting brain disorders, a New
York City study found. The equipment is expensive,

and has been the target of those who credit tech-

nology with some of the increase in health care

costs. But it may even save money in the long run,

by diagnosing ills that heretofore could not be found

with previously available equipment.

• Some research studies had been construed as

okaying return to social drinking by alcoholics. It’s

much too risky, and alcoholics should stay dry,

New York researchers reported late in the summer.
Attempt at controlled drinking by alcoholics most
often will be doomed to failure.

• The time-honored blood sugar test for diabetes

may be inadequate, Wisconsin researchers reported.

Rather, measurement of the body’s insulin reserve

is the true test. Human insulin was produced at a

California laboratory during the year. It may even-

tually supplant the animal insulin now taken daily by
some 1 million diabetics. It was hailed an important

advance in diabetes treatment.

• Two aspirins twice daily might help prevent
strokes in susceptible individuals, a Houston study

reported. A similar study is under way in Canada.
• The scientific world had virtually given up hope

of receiving proof by the end of the year that the

claim of cloning of a man would be validated. The
claim was made in a book published during the year.

It was discounted in scientific circles. The author

said he was pledged to confidentiality and could not

name names.
• Severe birth defects in infants bom to nurses

were traced to washing of hands with hexachloro-

phene soap 10 to 70 times daily during pregnancy.

The report came from Sweden.
• Motorcycle crash deaths are increasing sharply

in the wake of at least 23 states overturning laws

requiring riders to wear safety helmets. The AMA
House of Delegates at mid-year reaffirmed support

for a policy of urging all cyclists to wear properly

fitted helmets.

• Vaccine manufacturers were dropping out one

by one in 1978, leaving only a few producers, whose

supplies might not meet needs in an epidemic. Liti-

gation, government regulations, and uncertain mar-

kets are cited as reasons for companies leaving this

scientifically exacting field.

• Nobel prizes in medicine were awarded in 1978

to two American scientists and a Swiss scientist for

their work on certain types of enzymes. Recipients

were Werner Arber of Switzerland and Hamilton O.

Smith and Daniel Nathans of Baltimore.

FIRST AID RULES FOR SNAKEBITE

CHANGED IN NEW VERSION OF AMA GUIDE

The newly revised edition of the American Medical Association’s First Aid Guide is off

the press this winter. There are some changes. No longer does the book recommend

that an ice pack be applied to the site of a snakebite. Doctors dealing with snakebites

discovered that cold applications sometimes cause worse medical problems than snake venom.

Also discontinued is the recommendation that water or milk be given to persons suffering

from severe burns. This was not helpful, doctors found, and the new recommendation

is to give no fluids by mouth.

Sections on how to apply cardiopulmonary resuscitation for infants as well as on impaling

(piercing) injuries are added in the new edition. Use of a tourniquet no longer is detailed;

instead the Guide states: “If a tourniquet must be applied, only those persons who have

special training from an advanced first aid course should do so.’’ Some of the illustrations in

the Guide have been redrawn for greater clarity.

The First Aid Guide is available from the American Medical Association Order Depart-

ment, P.O. Box 821, Monroe, WI 53566. Individual copies are 50 cents.

The Guide was prepared by William E. Burnette, M.P.H., and Sandra Malanga of the

AMA’s Department of Health Education.
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Guest Editorial

Living Up To Principles

TOM E. NESBITT, M.D.

President

American Medical Association

In my travels, I am frequently asked variations

of the same question, “What has the AMA done

for me lately?”, by disgruntled physicians who
often single out our responses to government in-

volvement.

So I tell them what the AMA is doing, in the

Congress and the courthouse, to prevent arbitrary

government intervention, and to preserve the

superb, healing quality of American medical edu-

cation and practice.

Then I turn the tables. I ask the physician,

“What have you done lately for the AMA, and

for American medicine?” I think the question

is a fair one, and deserves a fair answer, because

as physicians we have responsibilities as well as

rights, and the best way to defend the latter is to

fulfill the former, particularly our responsibilities

in the socioeconomic and political dimensions of

medical care. This fulfillment, in turn, can be

best achieved through the support of every phy-

sician at every level of this federation of ours,

including the national level. The AMA deserves

support.

I believe that each physician who graduates

from a U. S. medical school owes a great debt to

the AMA, because it played (and continues to

play) a leading role in making our medical

schools the finest in the world.

I believe that each physician privileged to prac-

tice in this country owes a great debt to the

AMA, which has long guarded (and continues

to guard) those opportunities for medical free-

dom and creativity found nowhere else in the

world.

Finally, I believe that each physician who fails

to support the AMA is failing to live up to those

traditions and principles upon which the past,

present, and ultimately the future, of American

medicine rest.

Such physicians, the “free riders” of medicine,

might heed the words of the late Adlai E. Steven-

son, the American attorney and diplomat, who
said, “.

. . it is often easier to fight for principles

than to live up to them.” r ^
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Continuing Medical Education in Tennessee, 1979

Any article on the subject of continuing medical education has the po-

tential for being a “little-noted-nor-long-remembered” one. The subject

is often boring and potentially dull. However, it is an important and cur-

rent professional issue. Therefore, discussion here is pertinent.

The issue involves other professions as well as ours. Law journals are

devoting significant space to its discussion. Four states now require con-

tinuing dental education as a requisite for licensure.

Twenty-three states have laws requiring CME for relicensure. Not all

states have implemented them. Nineteen state medical associations have

some CME requirement for membership. A total of 36 states have CME
requirements for either relicensure or membership or both.

The current cost of CME is in excess of $3.6 billion, 87% more than

three years ago. Of this amount, $711 million are direct and $2.9 bilhon are

“opportunity” (i.e., lost practice) costs. These costs, like all others, are

ultimately borne by the patient.

In essence these two factors comprise the areas of concern for us: tying

CME to licensure, and escalating costs. It is my opinion that we should and

can intervene successfully in both areas.

CME must be controlled by the profession if it is to be effective. Gov-

ernment mandated education is tantamount to stagnation. It foments fraud,

deceit, and mediocrity.

How then can organized medicine provide leadership for its members in this area of concern?

Most practicing physicians are affiliated with a specialty. Their CME requirements should be

promulgated by their particular specialty. The specialty alone is qualified to determine the stand-

ard of excellence within it, and the educational requirement necessary to achieve and maintain that

John B. Dorian
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standard.

For the 134,000 practicing physicians who are not board certified, the AMA Physician’s Recog-

nition Award should be the standard for maintaining competence.

If a physician is certified by his specialty or by the AMA through the PRA, that should be ade-

quate for relicensure. To leave this aspect of competence to government edict, either state or fed-

eral, could lead to control of numbers and distribution of physicians. That, I submit, would be

disastrous for the public.

In Tennessee, there is no legislation relating CME to relicensure. The TMA must resist such

legislation if it is proposed. Likewise, there is also no CME requirement for membership in TMA.
Perhaps it would be wise for the TMA House of Delegates to consider such a provision when the

House meets in Memphis in April, 1979.

On the second point, that of costs, many commercially produced educational programs have ap-

peared in recent years. The reason is that there is a tremendous potential for profit in this endeavor.

For example, in a study conducted by the American Society for Clinical Pathologists, the average

member cost per CME hour was $10.04 for programs sponsored by medical schools and hospitals.

The same cost for commercial programs was $16.25. Here, again, awareness of value received for

dollars spent would be beneficial to us and to our patients.

The AMA House of Delegates, at its December, 1978 meeting in Chicago, reaflarmed the concept

of accreditation of continuing medical education programs by state medical associations. The TMA
supports this concept.

The continuing educational needs of physicians are apparent. Formal education launches a career.

Though not as structured, continuing education is no less essential. Intuitive judgment is an integral

part of the art and the science of medicine. It cannot be achieved or maintained without both formal

and continuing medical education.

Sincerely,

£ 2̂
PRESIDENT
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In Excelsis Gloria

As everyone in sight is using nonwords and

nonsense phrases to suit himself these days, I

hope I may be forgiven if I take editorial license

and say there was a heap of “nostalgizing” at

Christmastime this year—or rather last year

(1978). Fm going to indulge in a few “nos-

talgias” myself, mixing a few metaphors, so to

speak, along the way.

We human beings are fortunate in that we
have been endowed with a set of defense mech-
anisms for coping with life. One is that we tend

to remember the best instead of the worst situa-

tions, another is that we tend to remember only
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the best parts of the worst situations, and the

other is that we have been given a sense of humor
by which we are often enabled to see the comical

in the worst part of the worst situations—even

when it happens to us. Nostalgia is one of the

products of this happy faculty.

I have a lot of happy memories of Christmas,

particularly as a boy, but like everyone else, I

also have memories of some other less happy

times when the occasion was marred by such

things as ice storms with power failures, vacant

chairs at the festive table, wartime, absence dur-

ing military service, and the like. But all these

tend to be smoothed over by the years to form

a “happy” response when Christmas is remem-

bered. There are many individuals, though, who
have known little happiness at Christmas, and

there are multitudes who know nothing of Christ-

mas, and, more importantly, who know nothing

of what it is that makes the day special.

The celebration of Christ’s birthday is what

makes it special. But Christ was not born to a

potentate in the presidential suite of the Jeru-

salem Hilton. He was not born in a hospital, or

even in a warm garage. He was not crucified in a

cathedral between two candlesticks. He came vir-

tually unheralded into one of the poor families

of a small despised nation; His bed was a feed

trough for animals. His nursery a drafty, un-

heated cave used as a stable, “because there was

no room for them in the inn.” His death was

ignominious. The splender of St. Peter’s Bascilica

as the newly crowned Pope John Paul II held his

first Christmas Eve midnight mass, and even the

surroundings in the church where I went for a

midnight service of carols, required therefore

some adjustment in thinking.

Like the Pyramids, St. Peter’s and the other

great cathedrals of the world are impressive bits

of masonry. But unlike the Pyramids, which

were built with slave labor to the glory of man,

St. Peter’s and the others were built by workmen
who by and large saw their labor as a ministry

dedicated to God for His glory. If we have prob-

lems justifying so much grandeur in a world of

so much need, as the Pope himself, basically a

simple man, seems also to have, we need to

remember this expression of devotion to God is

grounded in traditions as old as man, witness the

building of Solomon’s temple.

On the other hand, much of the world and

most of its people are destitute, always hungry,

and often starving; other men are the only in-

struments God has for meeting their physical
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needs. Whether or not we think we are our

brother’s brother, there can be no denying we
are at least our neighbor’s neighbor, one whom
the baby Jesus become Lord said we were to

love as ourselves. We bear corporate responsi-

bility for their situation. We also glorify God
by obedience in service to them. I cannot say

what this should mean for anyone individually,

as each has to decide for himself by what means

and even whether or not he will glorify God. It

ultimately comes to the question asked by Pilate:

“What then will ye do with Jesus?”, simphfied to

“what then will you do with your neighbor?”

Jesus said, “Of him to whom much is given shall

much also be required.”

Is Christmas only nostalgia, and the Spirit of

Christmas only the “spirit of the malls?” Is the

push and shove of commerce finally to replace

“peace on earth to men of good will”? The
American Civil Liberties Union in the name of

Constitutional guarantees of separation of church

and state has already succeeded in forbidding

the reading of the Christmas story in our schools,

and now seeks injunctions to prohibit the sing-

ing of “Silent Night” and the display of the

creche in public places. Is Christmas to become
just another holiday, a reborn Saturnalia or mid-

winter festival?

According to the catechism, the chief end of

man is to glorify God and enjoy Him forever.

The latter is contingent on the former. The
former leads to the latter.

Gloria in excelsis Deo!
J.B.T.

On "Togetherness"

When you look at the recent tragedy in Guyana
in which the Reverend Jim Jones—the “Father”

—led some 900 of his followers to their death

—

some by murder and some by suicide—you

wonder how such a thing is possible. But when
you think about it

It’s hard to believe Mickey Mouse is 50 years

old. In the first place, he doesn’t look it, and in

the second place—well, time just slips along,

doesn’t it? On the other hand, there seems never

to have been a time when Mickey wasn’t around.

And for a very large percentage of our popula-

tion, there hasn’t been. As I watched some of

Mickey’s 50th birthday party on TV a short

time ago, I noted a lot of the people who were

wishing him happy birthday were just a little

younger or a littler older than he is.

In addition to his genius as an innovator and

animator, Walt Disney was a super-salesman.

He did a real selling job on Mickey. We all had

Mickey Mouse watches and bought Mickey

Mouse comics. And there were the Mickey

Mouse clubs. I was just a little old for that by

the time they started, but I remember my mother

having to take my brother to the movie theater

on Saturday morning to the MMC, which had

replaced Tom Mix and Hoot Gibson and Ken
Maynard—cowboys, for you children.

The word “togetherness” hadn’t been invented

yet, but the MMCs started those bright-eyed

youngsters on the togetherness trail, which went

on to more exclusive “clubs” in tree houses and

garages, on to the Boy or Girl Scouts (no

Cubs or Brownies yet) on to fraternities and

sororities, finally to civic clubs and country clubs.

And the Masons and the Moose and the Elks and

so on.

And then there was church. As children we
never thought much about church. We just went.

And we never thought anything about its being

exclusive, because it wasn’t. Everybody on Look-

out Mountain went to the Presbyterian Church

because it was the only church there and it was

too hard to get to town. So my father, who had

been a Cumberland Presbyterian, and my mother,

who had been a Methodist, and my first Sunday

School teacher, who had been a Baptist, all be-

came Presbyterians. Practically everybody be-

came Presbyterians. Except the blacks. There

was a small black community on the mountain

which had its own church within spitting dis-

tance of ours, and I don’t know to this day what

denomination it was. And then there were the

Catholics; what few there were went to town.

There were only two Jewish families. What
their kids did on Sunday I don’t know. On
Saturday they played with us. So did the black

kids, and the Catholics. I don’t remember a

whole lot of clannishness or prejudice. It prob-

ably was there on the adult level, but not on

ours, and we never heard of the Ku Klux Klan.

I admit my view is restricted to a fairly narrow

segment of the southeastern United States. I don’t

know much about what went on in those years

—the years just before and just after the 1929

market crash—even in Chattanooga, only seven

miles away. I know what it was like in Dalton,

Ga., where we visited my mother’s family every

summer. It wasn’t much different from Look-

out Mountain.

It was different in Germany, though. People
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were calling a little man with a little moustache

their savior. Youngsters were being taught to

worship the blond-haired, blue-eyed (which Der
Fuhrer was not) “Aryan” (which they were not)

and to hate Jews and blacks as inferior. It

caused a national scandal when the great Jessie

Owens won in the Berlin stadium in the 1936

Olympics. The youth were organized into youth

clubs—the Hitler Jungend—sworn to follow Der
Fuhrer to the death. Many of them did.

Charisma. That’s the magic word, because

that’s the magic. It is a Greek word meaning
gifts, which translated into the vernacular means,

“Some folks got it and some folks ain’t got it.”

And when one has more than the rest, he may try

to convince everybody he has even more than

he does have. If he convinces them, look out!

If he convinces you

Cults and religions are not very far apart,

which is why cults are so frequently found with-

in religions—every religion. Religion is centered

on God, cults on a man or men. The apostle

Paul had constantly to contend with the danger

that his charisma would pull men toward him

and away from Christ. The Christian church has

always had this problem, which is why the So-

ciety of Friends never had an ordained ministry.

They recognized the dangers of congregations

following the preacher rather than God.

A cult replaces God with a man, or at least

interposes a man—or men—between its followers

and God. It has a set of doctrines which sets it

apart from and prevents any sort of unity with

those around it, and views itself as especially

called and set apart—just a little better, and if

it is church oriented, just a little (or maybe a

lot) more spiritual, than others—a sort of “if

you ain’t in, you ain’t nowhere” attitude.

Those who get into cults are not necessarily

the “far-out,” or at least they do not start out

that way. They are people who are seeking some-

thing better. If the cult is church oriented, it

starts out with people who are seeking a closer

walk with God. But it does not have to be

church oriented, or even have to do with God at

all. Hitler’s movement and the Bolshevik party,

parent of international communism, were politi-

cal, but they fulfilled all the requirements for

being defined as a cult. The Reverend Jim Jones

seldom mentioned God at all. For practical pur-

poses he was God. His movement was social.

We need to recognize that cults arise from

roots deep within us all—the desire for some-

thing better. The harder we pursue that desire,
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the easier it is to be deceived. So it really is not

difficult to understand what went on in Guyana.

It was a repeat, with a different outcome, of what

went on in Nazi Germany. We must learn from

it. What we must learn from it is how very

close it is to what we do every day.

Post-election TV showed me how close to be-

ing a cult their political parties have become for

some people. Others pursue health in the same

fashion, and all it takes is a charismatic in-

dividual in one of the so-called alternate healing

areas to make a cult of it. That is how chiro-

practic got its start.

We need to stop every now and then to take

a good hard look at what we are doing in every

area of life, and what we are trying to accomplish.

We need to think. We need to see if our strength

is coming from God or from some substitute

—

even the church.

New Year’s Resolutions are made only to be

broken, as most are by this time, so they in

themselves are not good for much. But making

them helps us take that look.

I hope you made a few.

J.B.T.

MENTAL HEALTH
To the Editor:

On Sunday, Nov. 5, 1978, I was covering the

Emergency Room of the Carter County Memorial

Hospital. A 36-year-old woman presented herself

and requested aid for a psychiatric condition.

She stated she could not go on this way and

would rather be dead than continue. She had super-

ficial lacerations on the volar surface of both wrists.

She also stated that she had been an inpatient to the

Regional Mental Health facility in Johnson City and

had signed herself out of the hospital on Nov. 3.

She did not feel she was getting proper therapy there

and would not return. She requested therapy in the

State Psychiatric Hospital in Knoxville, Tenn.

I wrote a note for her summarizing the facts and

requesting her admission to the East Tennessee Psy-

chiatric Hospital on a voluntary admission. Her
family transported her to Knoxville (approximately

115 miles). About four hours after my interview

with the patient, I received a telephone call from a

physician at the East Tennessee Psychiatric Hospital

who stated she did not feel the patient was psychotic

and she could not admit her to the hospital and was
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returning her to her home, I informed the physician

of the patient’s intent to commit suicide, and I felt

she would be responsible if she did so. She again

affirmed her position that the patient was not psy-

chotic.

On Nov. 8, the patient’s family called me on the

telephone and wished to know what they could do.

The patient would not agree to return to the East

Tennessee Mental Health Clinic and the family had
called Knoxville and the hospital there still refused

admission. I then suggested that she get an attorney

and another physician and consult the county judge

regarding an official commitment hearing. On Dec.

10, 1978, she successfully hanged herself and died

of strangulation.

I feel some method of action should be set up
where the civil rights of the person could be reason-

ably protected, but the disturbed patient, psychotic

or not, should not be allowed to kill herself or him-

self after a week of threats. If the means to protect

such a person presently are available, they should

be more widely publicized.

D. J. Slagle, M.D.
100 Rogosin Dr.

Elizabethton, TN 37643

CATACLYSMS
To the Editor:

You refer to the silence of written history con-

cerning cataclysms, in the editorial “Peachy-Keen”
in the November 1978 Journal of the Tennessee

Medical Association. (J Tenn Med Assoc 1 1 : 853-854,

1978.) It is not necessary to discount the fossil rec-

ord and all historical dates to believe cataclysms

changed the earth known to man. While ancient rec-

ords, including the Bible, may be profoundly difficult

to transliterate, translate, and understand, they are

not silent about cataclysms. A brief bibliography of

such records would include:
1. The Bible: Joshua 10;12 and 13; Genesis 6;17.

2. Fragments of Berossus from Alexander Polyhistor: Of
the Cosmogony and Causes of the Deluge. Cory IP:

The Ancient Fragments. London, 1828.

3. Pliny, Natural History, ii, 53, 81, 86.

4. Acta of the 1st International Scientific-Congress on the

Volcano of Thera. Athens, 1971.

Thomas E. Mason, M.D.
4230 Harding Rd.

Nashville, TN 37205

Thomas H. Kuhnert, age 66. Died December 28,

1978. Graduate of University of Tennessee School

of Medicine. Member of Sullivan-Johnson County
Medical Society.

Carl D. Marsh, age 78, Died December 17, 1978.

Graduate of University of Michigan School of Med-
icine. Member of Memphis-Shelby County Medical

Society,

Tinnin Martin, Jr., age 51. Died December 30, 1978.

Graduate of University of Tennessee School of Med-
icine. Member of Memphis-Shelby County Medical

Society.

Frank James Slemons, age 74. Died December 19,

1978. Graduate of University of Tennessee School

of Medicine. Member of Kuoxville Academy of

Medicine.

Marjorie Oxman Tepper, age 57. Died January 10,

1979. Graduate of Women’s Medical College of

Pennsylvania. Member of Chattanooga-Hamilton

County Medical Society.

neui member/

The Journal takes this opportunity to welcome

these new members to the Tennessee Medical Asso-

ciation.

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Juan T. Aristorenas, M.D., Adamsville

John Shaw, M.D., Jackson

Chazanfar Ali Sheikh, M.D., McKenzie

FRANKLIN COUNTY MEDICAL SOCIETY
Robert K. Barton, M.D., Sewanee

George Eckles, M.D., Winchester

GREENE COUNTY MEDICAL SOCIETY
Thomas F. Beckner, M.D., Greeneville

HAMBLEN COUNTY MEDICAL SOCIETY
Marshall Goldberg, M.D., Morristown

Leslie Milligan, M.D., Jefferson City

Paul E. Reed, M.D., Sneedville

HENRY COUNTY MEDICAL SOCIETY
Terry Harrison, M.D., Paris

Vince Charles Tusa, M.D., Paris

John Van Dych, M.D., Paris

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
William Jonas Fidler, Jr., M.D., Memphis
James Calvin Hunt, M.D., Memphis
Joel Ivan Kronenberg, M.D., Memphis

PUTNAM COUNTY MEDICAL SOCIETY
Thomas L. Lawrence, M.D., Cookeville

Joseph W. Wahl, M.D., Cookeville

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
Howard Thomas Brock, Jr., M.D., Kingsport

Niranjan Dave, M.D., Kingsport

Samuel P. Fuller, M.D., Bristol

R. M. Gendron, M.D., Kingsport

Anthony H. Robinson, M.D., Kingsport

William H. Whisnant, M.D., Bristol

WILSON COUNTY MEDICAL SOCIETY
James Morris, M.D., Lebanon
George W. Robertson, M.D., Lebanon
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Pat Younger, M.D., Cleveland, has been certified as

a Diplomate of the American Board of Orthopedic

Surgeons.peiiencil new/

Frederic T. (Josh) Billings, M.D., a retired Vander-
bilt medical professor, has been appointed by Gov-
ernor-Elect Lamar Alexander to help head a special

task force recruiting personnel for health-related

positions in state government. Announcing Billings’

appointment as co-chairman of the task force, Alex-

ander said “Dr. Billings is eminently qualified to

serve as an adviser to me for the health care and

policy related positions in state government. He
has served in almost every capacity, both medical

and administrative, at Vanderbilt Medical School,

starting as an assistant resident in 1939.”

Pleas R. Copas, M.D., Lafayette, was recently elected

president of the medical staff of Macon County
General Hospital. Other staff members appointed

to positions at the hospital were Marvin E. Deck,
M.D., vice president; and George L. Holmes, III,

M.D., secretary-treasurer.

Parker D. Elrod, M.D., Centerville, chief of staff at

Hickman County Hospital and noted surgeon and
physician, was recognized at an appreciation dinner

given by the Centerville Lions Club. Dr. Elrod was
honored “In appreciation and recognition of distin-

guished service, loyalty and devotion to excellent

health care for the people of this area.”

Charles G. Graves, M.D., Dunlap, was honored at a

reception sponsored by the Sequatchie General Hos-
pital, in appreciation for his years of service to man-
kind in the health profession.

William F. Mackey, M.D., has been chosen chief

of staff at St. Joseph Hospital in Memphis. Other
officers of the medical staff include Michael N. Sil-

verman, M.D., president; Joseph L. Weems, M.D.,
president-elect; and James A. Mann, M.D., secretary.

David P. McCallie, M.D., and his wife Maddin have
received the Chattanooga Kiwanis Club’s 1978 Dis-

tinguished Service Award plaque, the highest honor
accorded a local citizen or citizens by Kiwanis. In

presenting the award at an appreciation reception at

the Choo-Choo Read House, the acting chairman of

the club’s Awards Committee noted, “A recitation

of the accomplishments of our nominees over the

years, as impressive as it is, fails to capture the

essence of the contribution that both have made to

the quality of life in our community. Their example
has been and will continue to be an inspiration to

the medical profession, to our churches and syna-

gogues, to our schools, to our homes and to our

children.”

Elsie Tomkinson, M.D., Loudon, has been certified

as a Diplomate of the American Board of Family

Practice.

Joseph L. Willoughby, M.D., Franklin, has been

named Williamson County’s Man of the Year for

1978.

pf0910m/ onci nOui/ of
meclkol /ocielic/

Nashville Academy of Medicine

Dr. Benjamin F. Byrd, Jr. has been named presi-

dent-elect of the Nashville Academy of Medicine for

1979. He will succeed Dr. Charles Hamilton as

president of the Academy in January 1980. Elected

as secretary-treasurer for a three-year term was Dr.

Paul Stumb, and chosen to serve on the board of

directors, also for three-year terms, were Drs. Ronald

Overfield and William Wadlington. Dr. John Saw-

yers, outgoing president, was recently elected chair-

man of the board for 1979.

iKilioAol neui/

As there has been little legislative news of a sub-

stantive nature generated in Washington during the

quiet month between Congresses, there will be no

National News for January 1979.

cinnouncemcAl/

CALENDAR OF MEETINGS

March 1-3

March 4-9

March 5-9

March 8-1

1

NATIONAL

1979

American Association of Genito-Uri-

nary Surgeons—Del Monte Lodge,

Pebble Beach, Calif.

American Radium Society—Bonaven-

ture Hotel, Los Angeles

International Academy of Pathology

(US-Canadian Div)—San Francisco

Hilton Hotel, San Francisco

American Society of Regional Anes-

thesia—Contemporary Resort Hotel,

Orlando, Fla.

March 10-14 Society of Air Force Physicians

—

Convention Center, San Antonio, Tex.

March 11-15 American College of Cardiology

—

Miami Beach

March 14-16 New York Academy of Sciences’ Con-

ference on Thermal Characteristics of

Tumors—Barbizon Plaza Hotel, New
York
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March 17-21 American Society of Abdominal Sur-

geons—National Study Center,

Tampa, Fla.

March 17-22 American College of Allergists

—

Shamrock Hotel, Houston

March 18-22 Southeastern Surgical Congress

—

Americana Hotel, Bal Harbour, Fla.

March 19-20 First National Conference on Anti-

biotic Audit—Peachtree Plaza Hotel,

Atlanta

March 21-23 American Society for Clinical Phar-

macology and Therapeutics—Crown
Center Hotel, Kansas City, Mo.

March 22-29 American Society of Clinical Patholo-

gists and College of American Pathol-

ogists—New Orleans

March 23-25 American Psychosomatic Society

—

Fairmont Hotel, Dallas

March 24-28 American Academy of Allergy

—

Hilton Hotel, New Orleans

March 26-28 Occupational Dermatology Sympo-
sium—Univ. of California Hospital,

San Francisco

March 26-29 American College of Emergency Phy-

sicians—Del Monte Hotel, Monterey,

Calif.

March 31-

April 1

American Otology Society—Century

Plaza Hotel, Los Angeles

April 1-2 American Laryngological Association

—Century Plaza Hotel, Los Angeles

April 1-5 American Society for Pharmacology

and Experimental Therapeutics—Hyatt

Regency, Dallas

April 2-5 American College of Surgeons—Denver

April 3-4 American Broncho-Esophagological As-

sociation—Century Plaza Hotel, Los

Angeles

April 3-5 American Laryngological, Rhinological

and Otological Society—Century Plaza

Hotel, Los Angeles

April 4-6 American Cancer Society National Con-
ference—Los Angeles Hilton, Los An-
geles

April 5-7 American Society of Law and Medicine

—Cherry Hill Hyatt Hotel, Cherry Hill,

N.J.

April 5-7 Practical Orthopedics and Sports Med-
icine for Family Physicians (sponsored

by Symposia de Santa Fe)—Savannah

Inn, Savannah, Ga.

April 6-10 American Association of Immunologists

—Hyatt Regency, Dallas

April 6-10 American Association of Pathologists

—

Dallas

April 11-14 American Rhinologic Society—Kalama-

zoo, Mich.

April 19 American Society of Law and Medicine

—Peoria, 111.

April 19-21 American Urological Association Semi-

nar—San Francisco

April 23-24 American Geriatrics Society—Mayflow-

er Hotel, Washington, D.C.

April 23-28 American Academy of Neurology

—

Marriott Hotel, Chicago

April 26-

May 2

American Medical Society on Alcohol-

ism—Washington, D.C.

April 26-28 American Urological Association Semi-

nar—Cherry Hill, N.J.

April 26-28 Diagnosis and Management of the High
Risk Pregnancy Meeting—(Univ. of

Louisville)—Hyatt Regency, Louisville

April 26-29 American Society of Internal Medicine

—New Orleans

April 29-

May 4

American Occupational Medical Asso-

ciation—Disneyland Hotel, Anaheim,
Calif.

April 29-

May 4

American Society for Dermatology Sur-

gery—New Orleans Hilton, New Or-

leans

April 29-

May 4

International Symposium of Facial

Plastic and Reconstructive Surgery

—

New Orleans Hilton, New Orleans

April 30-

May 2

American Association for Thoracic

Surgery—Sheraton Boston Hotel, Bos-

ton

April 4-7

STATE
Tennessee Medical Association—Air-

port Hilton Inn, Memphis

''^THANK6/ BP. NICB Of VOU T<9 INVITE
TP PINNER.
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ON-LINE MEDICAL
PROCESSING
Physicians - Clinics - Dentists

Batch Services On-Line Services

In-House Systems

DATASTATION PRINTER

Direct from your office to the computer via telephone lines and
available back to you at the push of a button

:

Patient’s Name and Address Charges & Payments for the past 1 5 months
Up-To-Date Aged Balance Itemized Statement of Current Month Charges
Delinquency Status Itemized Year-To-Date Statements

Family Members on RIe Standard AMA Insurance Forms

As data is entered it is visually verified on the datastation screen. The
entering of patient account numbers automatically generates the

patient’s name on the datastation screen to ensure that the correct

patient is being charged or credited.

By including a printer, an itemized statement of current month or

current year transactions can be printed in your office on any patient

desired. Also, standard AMA insurance forms can be printed on any

patient selected.

We are not “Johnny Come Latelies” in the medical field; we have

been processing medical billing and providing other batch services

for more than 1 2 years in the Mid -South Medical Community for

many of your colleagues.

Call today for a demonstration.

(901)452-9000
MEDICAL DATA SERVICES, INC.

3637 PARK AVENUE
MEMPHIS, TENNESSEE 381 1

1

Carroll L. Lewis, CDP Edward L. Kallaher
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TflM conlinuino mcdkcil
cducotion opportunitic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category I credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education. Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Psychiatry Marc H. HoUender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $2U0.UU per week.

Credit: American Medical Association I’hysician's

Recognition Award (Category 1 ) and American

Academy of Family Physician’s Continuing Educa-

tion accreditation.

Application: For further information and applica-

iion. contact; [\iul E. .Shiton. M l).. Director, Con-

iinuing Education. 305 Medical Arts Building. Nash-

ville. TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one
U) four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences. ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included

Participating Departments and Divisions
Allergy & Immunologv
Anesthesiology

Cardiology
Chest Diseases
Clinical Pharmacology . . .

Dermatology
Diabetes

Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurology
Obstetrics & Gynecology .

Oncology
Orthopedics
Pathology
Pediatrics

Samuel Marney,
Bradley E. Smith,

Gottlieb C. Friesinger, HI,
James D. Snell,

John A. Oates,

Lloyd King,
Oscar B. Croflford,

David Rabin,
David N. Orth,

Steven Schenker,
. . . W. Anderson Spickard,

Sanford B. Krantz,

Zell A. McGee,
Grant W. Liddle,

Gerald M. Fenichel,

Lonnie S. Burnett,

Robert Oldham,
Paul W. Griffin,

. . William H. Hartmaim,
David T. Karzon.

M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.

March 10 Sports Medicine (cosponsored with

Nashville Academy of Medicine)

Spring, 1979 Annual L, W. Edwards Memorial

Lecture in Surgery (1 hour)

Spring. 1979 2nd Annual Family Therapy Sym-
posium

April 2-6 8th Annual James C. Overall Visiting

Professor in Pediatrics

April 4-6 Management of Hypertension and
Cardiac Causes of Sudden Death (21

hours)

April 1

1

Geriatric Psychopharmacology

April 20 Annual Barney Brooks Lectureship in

Surgery (1 hour)

April 26 Annual Frank H. Luton Lecture in

Psychiatry ( 1 hour)

April 27 American Academy of Orthopedic
Surgeons Short Course—Hyatt Re-
gency (7 hours)

April 27-28 Update in Gynecology, Oncology,
Endocrinology and Infertility

April, 1979 Modern Concepts in Oncology

May 23-24 1 8th Annual Seminar in Psychiatry

(for nonpsychiatrists) (11 hours)

May, 1979 Scientific Sessions of the Vanderbilt

Medical Alumni Reunion

June 1 1-16 Family Practice Intensive Review (40
hours)

July 25-28 2nd Annual Symposium on Contem-
porary Clinical Neurology (16 hours)
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August- Internal Medicine Intensive Review
October (33 hours)

For information contact; Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.

Internal Medicine
Cardiology John Thomas, M.D.

Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

Dermatology Thomas W. Johnson, M.D.
David Horowitz, M.D.

Gastroenterology Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

General Medicine Edward A. Mays, M.D.

Hematology/ Oncology Robert S. Hardy, M.D.

Neurology Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.

Obstetrics & Gynecology Henry W. Foster, M.D.

Ophthalmology Axel C. Hansen, M.D.

Orthopedics Wallace T. Dooley, M.D.

Pathology Louis D. Green, M.D.
John C. Ashhurst, M.D.

Pediatrics E. Perry Crump, M.D.

Surgery
General Louis J. Bernard, M.D.

Neurological Charles E. Brown, M.D.

Thoracic and Cardiovascular David B. Todd, M.D.
Ira D. Thompson, M.D.

Urology Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by
Meharry Medical College.

Application: For further information contact Frank

A. Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

Continuing Education Schedule

April 19-22 Matthew Walker Surgical Symposium
—Hale McMillan Lecture (24 hours)

May 23-25 Internal Medicine—1979 (18 hours)

For information contact Frank A. Perry, Sr.,

M.D., Director of CME, Meharry Medical College,

1005 18th Ave., North, Nashville, TN 37208, Tel.

(615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

March 12-15 (C) Diagnostic Radiology for the

Primary Care Physician—Sahara
Tahoe, Stateline, Nev.

March 18-24 (M) Review Course for Family Phy-
sicians

March 21-23 (M) Infection Control

April 19-21 (M) Gynecologic Oncology

April 26-27 (C) Orthopaedics

April 26-27 (M) Pediatrics—Behavioral and
Learning Disabilities

May 3-4 (M) Electronystagmography

May 4-5 (K) 2nd Annual Family Practice Up-
date and Review—Gatlinburg

May 7-9 (M) The Clinical Use of Sex Steroids

May 10-11 (C) Rheumatology in a Clinicjil

Practice

May 11-12 (M) Modern Advances in Cancer
Treatment

May 24-25 (M) Nutrition Symposium

May 25-26 (M) Practical Office Dermatology

June 4-7 (M) Basic Principles of Rhinoplasty

June 6-9 (M) Basic Electrocardiography

—

Pickwick

June 7-9 (M) Practical Otolaryngology for the

Primary Care Physician—Gat-

linburg

June 7-10 (C) Family Practice Review Course

June 20-23 (M) Audiometric Orientation

June 24 (M) Audiometric Orientation Re-

fresher Course

June 25-28 (C) OB/GYN Emergencies—Orlan-

do, Fla.

July 25-27 (M) Medical Aspects of Sports

Aug. 23-25 (M) ENT Postgraduate Review

Sept. 13-15 (M) Myocardial Infarction

Sept. 28-29 (M) 11th Memphis Conference on
the Newborn

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370
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(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education
University of Tennessee Center for

the Health Sciences

62 S. Dunlap St.

Memphis, TN 38163
Tel. (901) 528-5606

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

March 1-2 Cancer and the Primary Care Physi-

March 29

April 2-4

Clan

A Basic Science Review for the Phy-

sician

Current Topics in Anaerobic Bacterio-

logy

April 1 7 Thanatology

May 1 1 Mental Retardation

June 20-21 Surgery Symposia

July 1-3 Cardiopulmonary Rehabilitation

Aug. 10 Office Management

Sept. 9-14 Substance Abuse in Youths: Prevention

and Treatment

Oct. 8-9 Geriatrics II: Sex and the Aged

Oct. 23 Consumer Health Education: A Mul-
tidisciplinary Approach

Nov. 9 Pediatrics—Neonatology

Dec. 4 Occupational Medicine II

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)

929-5364.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy

and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.
Maultsby, Jr.. M.D.. Office of Continuing Medical
Education. Dept, of RBT. University of Kentucky,
Lexington, KY 40506.

Continuing Education Schedule
March 12-13 Neonatal Transport*

March 23-24 Rheumatology Symposium—Practical

Approach to Office Diagnosis and
Management*

April 2-3 Medical Aspects of Sports Sympo-
sium*

April 20-2 1 Endocrinology for the Practicing Phy-
sician*

April 25-27 Advances in the Therapeutics of In-

ternal Medicine (cosponsored by
American College of Physicians)*

May 2-4 Controversies in OB-GYN Care*

* Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Univer-

sity of Kentuckv, Lexington, KY 40536. Tel. (606)
233-5161.

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Ultrasound

An eight-week course in sonic medicine will

be offered at Bowman Gray School of Medicine on
April 2-May 25, 1979. Credit: 30 hours per week in

AMA Category 1.

An additional two-day real time course is offered

for obstetricians on March 8-9, 1979. Credit: 10

hours per day in AMA Category 1.

Courses in Abdominal Real Time Sonography

A series of six week-long courses on the use of

real time ultrasound in abdominal studies will be

offered at Bowman Gray School of Medicine on the

following dates: March 12-16, June 11-15, July 16-

20, Aug. 6-10, and Dec. 9-13, 1979. Credit: 30

hours per week in AMA Category 1.

For information contact James F. Martin, M.D.,

Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem NC 27103.

MEDICAL COLLEGE OF GEORGIA

Continuing Education Schedule

March 6-9

March 15-16

March 19-21

March 26-28

April 4-6

Emergency Medicine—Tamarron
Ski Resort, Colorado

Reproductive Endocrinology

Neurologic Disorders

Ophthalmology*

Cardiology
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April 19-20

May 10-1

1

June 7-9

Preventive Medicine

The Medical Office Team
Internal Medicine*

July 16-20 Taxes and Investments*

Aug. 6-8 Pediatrics*

* Presented at Holiday Inn of Jekyll Island, Ga.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30901, Tel. (404) 828-3967.

UNIVERSITY OF MISSISSIPPI

March 1-3 6th Annual Surgical Forum—Holiday
Inn Downtown, Jackson, Miss. Credit:

17 hours AMA Category 1. Fee: $175,
advanced registration required.

For information contact Division of Continuing

Health Professional Education, University of Mis-

sissippi Medical Center, 2500 N. State St., Jackson,

MS 39216, Tel. (601) 968-4914.

DUKE UNIVERSITY MEDICAL CENTER
April 2-6 Radiology of the Chest—Duke Univer-

sity, Durham, N.C. Credit: 30 hours

AMA Category 1.

For information contact Robert McClelland,

M.D., Radiology—Box 3808, Duke University Med-
ical Center, Durham, NC 27710, Tel. (919) 684-

4397.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

A comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in September, 1978, includes regional meetings and

postgraduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local phy-

sicians to report to their colleagues on investigative

work and clinical experiences in the wide scope of

subject areas included in the practice of internal

medicine.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by in-

ternal medicine and its subspecialties. Averaging

three to five days, they are directed toward practic-

ing physicians and are presented in association with

medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

See September 1978 issue for complete
1978-1979 listing

Postgraduate Courses

See September 1978 issue for complete
1978-1979 listing

March 5-8 Neurology for the Internist—Rochester,
Minn.

March 7-9 Problem Solving in Gastroenterology

—

Temple, Tex.

March 14-16 Pulmonary Medicine—Update 1979

—

Denver

March 21-23 Update in Infectious Diseases—Phila-

delphia

March 22-24 Clinical Recognition and Management
of Heart Disease, Drug Therapy—Tuc-
son, Ariz.

April 2-6 Complications of Uremia—San An-
tonio, Tex.

April 23-27 Diagnostic and Therapeutic Concepts
in Endocrinology, 1979—Rochester,

Minn.

April 25-27

May 3-5

May 10-12

May 16-18

May 16-1 8

Advances in the Therapeutics of In-

ternal Medicine—Lexington, Ky.

The First 12 Hours: Emergency Man-
agement of the Critically 111—^Toronto

Decision-Making in Clinical Practice

—Washington, D.C.

Rheumatology for the Nonrheuma-
tologist—Pittsburgh

Cardiac Auscultation and Cardiac Ex-
amination—Rochester, Minn.

ALTON OCHSNER MEDICAL
FOUNDATION

March 30-31 Practical Internal Medicine for the

Practitioner—Ochsner Medical Institu-

tions, Monroe Hall, New Orleans.

Credit: 12 hours AMA Category 1 and
AAFP elective. Fee: physicians, $110;
residents, $55.

For information contact Continuing Education,
Alton Ochsner Medical Foundation, 1516 Jefferson
Hwy., New Orleans, LA 70121, Tel. (504) 837-
3000.

AMERICAN COLLEGE OF RADIOLOGY
March 5-8 18th National Conference on Detection

and Treatment of Breast Cancer—At-
lanta. Credit: AMA Category 1.

For information contact American College of
Radiology, 6900 Wisconsin Ave., Chevy Chase, MD
20015, Tel. (301) 654-6900.

152 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



AMERICAN CANCER SOCIETY

April 4-6 National Conference on Urologic Can-
cer: 1979—Los Angeles Hilton Hotel.

Credit: 15.5 hours AMA Category 1.

Fee: None.

For information contact Urologic Cancer Confer-
ence, American Cancer Society, 777 3rd Ave., New
York, NY 10017, Tel. (212) 371-2900.

UNIVERSITY OF NORTHERN COLORADO
April 4-7 Aspen Symposium on Communication

Problems of the Aging—Continental

Inn, Aspen, Colo. Credit: AMA Cate-

gory 1. Fee: $100.

For information contact Department of Com-
munication Disorders, Area of Audiology, Univer-
sity of Northern Colorado, Greeley, CO 80639, Tel.

(303) 351-2012.

NEW ORLEANS GRADUATE MEDICAL
ASSEMBLY

April 27- Management of Common Problems in

May 1 Office Practice—The Fairmont, New Or-
leans. Credit: AMA Category 1, AAFP,
ACEP.

For information contact New Orleans Graduate
Medical Assembly, Room 1538, Tulane Medical
Center, 1430 Tulane Ave., New Orleans, LA 70112,
Tel. (504) 525-9930.

AMERICAN MEDICAL GOLF ASSOCIATION
and

AMERICAN MEDICAL TENNIS
ASSOCIATION

12th Annual Desert Medical Classic

Physicians Scientific/Golf/Tennis Event

May 6-11 Sports and Physical Fitness: the Risks

and the Rewards—SPA Resort Hotel,

Palm Springs, Cal.; Tennis at the SPA,
the Smoke Tree Ranch, and the Palm
Springs Municipal Tennis Center; Golf
at Mission Hills, Bermuda Dunes, La-

Quinta, and Eldorado. Credit: 12 hours

AMA Category 1.

For information contact Desert Medical Classic,

P.O. Box 183, Alton, IL 62002, Tel. (618) 462-

6841.

UNIVERSITY OF MIAMI
SCHOOL OF MEDICINE

May 4-7 7th Annual Surgical Intensive Care Sym-
posium—Eden Roc Hotel, Miami Beach.

Credit: 20 hours AMA Category 1.

For information contact Division of Continuing

Medical Education, D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

Feb. 19- The Treatment of Adult Onset Dia-

March 4 betes Mellitus : Three Views—with

Harvey C. Knowles, Jr., M.D., Univer-

sity of Cincinnati; Thomas M. Flood,

M.D., Joslin Diabetes Foundation, Bos-

ton; John K. Davidson, M.D., Ph.D.,

Grady Memorial Hospital, Atlanta; and

Harold Rifkin, M.D., Yeshiva Univer-

sity and Montefiore Hospital and Med-

ical Center, New York.

March 5-18 Decubitus Ulcers: Identifying Patients

at Risk—with Paul W. Brand, M.D.,

U.S. Public Health Service Hospital,

Carville, La.

Back Pain: A Conservative Treatment

Program—with Brian Huncke, M.D.,
Oschner Clinic, Tulane University Med-
ical School and Louisiana State Univer-

sity Medical School; and Sue McCor-
mick, registered physical therapist,

Oschner Clinic.

Diagnostic Ultrasound: The Lower Ab-
domen & Pelvis in Nonpregnant Wom-
en—^with Samuel H. Madell, M.D., Al-

bert Einstein College of Medicine and
Lenox Hill Hospital, New York.

TENNESSEE MEDICAL ASSOCIATION
144TH ANNUAL MEETING

April 4-7, 1979

Airport Hilton Inn, Memphis, Tennessee
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COMKEYSYSTEMS
TALK,BAGE,PLAY MUSIC, CALL

CONFERENCES,GUARDYOURERimCX
ANDWCHKOVERTIME.
ALLTHIS,PLUS BELL SERVICE THAT

DCESN'TQUn:

*Trademark ot AT&T

The system is the solution.

South Central Bell

Com Key* systems are a whole new family of

phones that can adapt to your business needs.

Designed to give you better, faster telecommuni-
cations. With your employees, customers,

and suppliers.

If your business requires several phone lines,

we have a Com Key system that can handle up to

2 1 incoming lines and route calls to as many as 52
stations. But, if your needs aren't that large, investi-

gate others in our Com Key family—a smaller

system may ideally answer your needs.

Standard features on all Com Key systems
include:

• Two distinctive tones that let you distinguish

internal from external calls. If you're already on the

phone, a muted verbal message or tone lets you
know another call is standing by.

• Multi-line conferencing that can connect your
business line with two or more outside lines.

• Line buttons that pop up automatically when
you hang up to minimize the chance of someone
inadvertently picking up during your conversation.

• Your choice of console faceplates, in colors

or woodgrain, to complement office decor.

Optional features include:

• A ringing feature that keeps your
phones working even if outside

power fails.

• Paging systems that can broadcast
messages to an entire office area or to specific

departments. Or carry background music. (That
''

same music can be piped into the system's "hold"

function, for waiting callers.)

• A night transfer option (standard on the

model 416) to connect after-hours incoming calls

to any phone in your system.
• A privacy feature that keeps your conversa-

tions confidential when needed.
• Pre-set conferencing that will ring pre-

selected combinations of phones simultaneously

(a feature that could make lots of office

memos obsolete).

Two more important considerations in any
business phone decision: service and maintenance.

At Bell, we take total responsibility.

So, before you choose a new office telephone

system, call in a South Central Bell Account
Executive at no extra cost. And get the total story

on Com Key systems.



^Dur Patieiit

Saves DoUais
withGenerics
byPUREPAC
Here’sPnxrf!

These products and prices were taken direct!^

from newspaper advertising by various letaQ pheumades.

QUAMTITY BRAND NAME'*’ PRICE PUREPAC GENERIC PRICE SAVINGS

30 Polycillin(250 mg.) $8.70 . . Ampicillin <250 mg.) $2.40 $6.30

100 Equanil (400 mg.)@ 8.09 . . M^robamate (loo mg.)@ 1.83 6.26

100 Darvon Comp. 65@ . 7.83 . . Propoxyphene HCl Comp. 65 @ 4.63 . . 3.20

100 Pavabid (150 mg.) 11.73 . . Papaverine HCl T.R.(ioo mg.) 4.33 . . 7.40

100 Thorazine (50 mg.) 6.03 . . Chlorpromazine HC1(50 mg.) . . . 3.23 2.80

100 Librium(io mg.)@ 7.11 . . Chlordiazepoxide HCl (lOmg.)© 4.89 2.22

V

The savings add up! So, when you prescribe generics, specify Purepac,

the largest generic manufacturer in America.

AMERICA’S LEADING NATIONAL BRAND OF GENERICS

Brand names are registered trademarks of

Bristol Labs.. Wyeth Labs., Eli Lilly Q Co.,

i^arion Labs., Smith Kline G French Labs.,

Roche Labs, respectively.

Elizabeth, NJ 07207
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Rewarming of Freeze Victims

Can Be Problem for Doctors

With the approach of another North American
winter, doctors are reminded once again in the Nov.
17 issue of JAMA of treatment techniques for the

individual who is severely chilled or half-frozen.

Many lives were lost due to accidental hypothermia

(low temperature) during the severe winters of 1977

and 1978, David E. Welton, M.D., of Baylor Col-

lege of Medicine, Houston, and colleagues remind.

The alcoholic, the accident victim, and the elderly

with medical disorders are at risk of losing con-

sciousness outdoors and thus getting severely chilled.

If body temperature remains above 90 F (98.6F
is average) most of the individuals will survive. Up
to one third will die with temperatures of less than

90 F.

Rewarming, with careful monitoring of heart,

breathing and other vital signs, is the first step. In

less severely chilled individuals, rewarming with

blankets in a warm room probably is sufficient. In

those with extremely low temperatures, warming of

the blood as it circulates through the body, with a

dialysis technique, may be needed.

Dr. Welton advises that ambulance crews be

reminded at the onset of winter of the list of hos-

pitals that are equipped to handle this “core re-

warming” process. If a severely chilled patient ar-

rives at a hospital where the technique is unavail-

able, the admitting physician should consider trans-

ferring the patient to the proper medical center. If

necessary, a helicopter should be used for the trans-

fer, with basic life support techniques continued in

flight.

Core rewarming, or warming of the blood, has

saved patients commonly considered to be dying,

and although the outlook for the patient may appear

grim, the physician should not abandon hope until

every available resource of the emergency medical

system has been exhausted.

Standard Test for Diabetes

Declared Inadequate

The time-honored blood sugar test for diabetes

may of itself be inadequate. A high blood sugar does

not necessarily mean the patient has diabetes. Rather,

measurement of the body’s insulin reserve is the true

test. Many of those who flunk the blood sugar test

aren’t deficient in insulin production at all. Their
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bodies are simply resistant to utilizing insulin prop-

erly. This can happen for a number of reasons, but

most often it is due to obesity. This explains the

puzzle of the overweight friend who was “cured”

of diabetes by simply reducing to normal size. This

person never had diabetes, despite a high blood

sugar count, and was merely insulin resistant.

Those who are insulin resistant probably do not

need constant medical treatment at all. Drs. Turk-
ington and Weindling of Milwaukee, reporting in the

Sept. 1 issue of JAMA, discredit the standard abnor-

mal glucose-tolerance test primarily because in their

series of 334 diabetic patients observed for 18 years,

the test failed to predict late complications of dia-

betes—eye impairment and blindness, kidney prob-

lems, and nervous system problems. These serious

complications occurred only in patients deficient in

insulin, they say.

The Wisconsin physicians actually redefine dia-

betes. They limit the term to a syndrome character-

ized by insulin deficiency.

This definition helps explain the paradox of late

complications despite good control in many diabetic

patients. The new definition may direct efforts at

diabetic control to a more sharply delineated target

population where it is needed most.

Dodors Report Increase in

Sexually Transmitted Diseases

A recent poll shows that three out of five phy-

sicians in fields of medicine closest to the problem
say sexually transmitted diseases (STD) are increas-

ing among their patients. More than one third of

these physicians believe an increasing number of

these STD cases can be traced to contacts between
male homosexuals.

More than nine out of ten physicians say they

now include questions about sexual activity when
taking a patient’s medical history. More than two
thirds of the doctors say they do appropriate lab-

oratory examinations on the male homosexual when
they have obtained information about his sexual

practices. Most doctors say they are not bothered

by treating homosexual patients of either sex, but

some admit they are sometimes uncomfortable.

Homosexual patients apparently are even more
uneasy about consulting a physician about sexually

transmitted diseases. Homosexuals sometimes hesi-

tate to seek medical care because they fear phy-

sicians’ disapproval. A large majority of physicians

say they had inadequate training in medical school

in human sexuality and in STD.
In the United States in 1977, about 1 million

cases of gonorrhea and 25,000 cases of infectious

syphilis were reported to the Center for Disease

Control (CDC) in Atlanta. These figures only

approximate actual statistics. The true incidence is

thought to be much higher—3 to 4 million

cases of gonorrhea and perhaps 50,000 to 75,000
cases of syphilis. Both of these STDs are consid-
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ered by experts in VD control to be endemic in the

United States, and within the male homosexual

population, syphilis is thought to be epidemic. There

is indication that syphilis is at the same time de-

creasing in the heterosexual population.

The homosexual male, as well as his bisexual and

heterosexual counterparts, seems incredibly unaware

of the consequences of anonymous sexual contact or

promiscuous sexual activity. He often doesn’t know
the signs and symptoms of STDs and has little

prevention information at his disposal.

Federal Agencies Called

Threat to Science Journals

The future of scientific journals is being seriously

threataned by the federal government in the United
States, the Journal of the American Medical Asso-
ciation charges in an editorial in the Jan. 5 issue.

The attack on the journals has been launched by the

Internal Revenue Service, the Interstate Commerce
Commission, and the U.S. Post Office, says JAMA
Editor William R. Barclay, M.D.
The IRS already has told the publishers of 90%

of the chemistry and physics journals in the United
States that it plans to revoke their tax-exempt status

and has notified the American Chemical Society and
the American Institute of Physics that they are no
longer to be treated as tax-exempt organizations,

says Dr. Barclay. The IRS also has brought action

against the American Medical Association.

The Interstate Commerce Commission is studying

AMA publications, “with the obvious intent of

penalizing the AMA in its legitimate and valuable

role of disseminating scientific information.” The
postal service is proposing a new rate structure that

will be prohibitively expensive for many scientific

societies and may result in sharp curtailment of their

publications, he charges.

In addition to the government’s “destructive ac-

tivities,” journals are also facing uncontrolled infla-

tion in the costs of paper and printing.

If the government persists in its attack on the

journals, it actually will realize very little, if any,

money from the taxes and extra postal charges, as

many of the journals will die off.

“Respect for scientific achievement appears to be

waning in this country, and there are signs of anti-

elitism in government agencies, indifference to sci-

ence in the executive branch of government, and
hostility among some members of Congress.”

Many of the advantages enjoyed by Americans
are directly attributable to scientific research and
development. If scientific journals should be killed

off, effective communication between scientists will

be jeopardized, and scientific development will suf-

fer, the JAMA editor declares.

Proposed Federal Rules Called

Threat to Privacy of Workers'

Medical Records

Proposed new federal regulations are a threat to

the privacy of the medical records of millions of

American working people, the AMA has charged.

In a statement commenting on proposed new rule

of “Access to Employee Exposure and Medical

Records” of the Occupational Safety and Health

Administration (OSHA), James H. Sammons, M.D.,

declared that “This proposal represents a major

federal intrusion into the personal privacy of many
citizens.” The regulation is aimed at guarding em-
ployees against undue exposure to health hazards in

the working place, but it goes much too far. Dr.

Sammons says.

OSHA requires that each employer keep a daily

log of on-the-job injuries or job-related health prob-

lems of all employees. The log is summarized in

an annual report at the end of the year. The new
rule would open these logs to inspection by all em-
ployees at all times. Thus any worker could snoop

into the health records of his fellow workers. The
logs also would be open to inspection by OSHA
and the National Institute of Occupational Safety

and Health (NIOSH). And, still further, the rule

would open each worker’s entire health record, per-

sonal as well as job-related, to government inspec-

Building?
Who's An Expert?

Some medical design and building firms think they know

your needs better than you do. After all they're "experts."

We Know Better!
We know that, while we have expertise in the design and

construction of medical offices in general, only you know

the specific requirements of your practice. We start by asking

questions. Then with your needs and desires in mind, we

design the unique facility that looks and works right for you.

We prepare the site and build from the ground up.

Our concept is to design and build to your needs, rather than

expecting you to fit into some pre-conceived, modular design.

For a brochure showing how we have worked

with other physicians, please write or call collect.

C. A. Gardner and Company
Medical Design and Building Specialists

P.O.Box 15591 • Nashville, TN 37215 • (615) 329-1440
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tion. This would actually work to the disadvantage

of the worker, who might withhold vital medical

data if he knew the records would be open to

reading by outside parties.

“The confidentiality of patient-physician com-
munications is an essential element in the provision

of good medical care. It helps to ensure free and
open disclosure by the patient to the physician of all

information needed for proper diagnosis and treat-

ment, Thus, preservation of a person’s expectations

of confidentiality is in the best medical interests of

the patient,” Dr. Sammons declared.

The AMA recognizes the need to retain and to

provide appropriate access to pertinent data relating

to exposure of employees to hazardous materials in

the workplace, so that on-the-job risks may be as-

sessed, he said. However, the employee has a right to

expect that information that has been collected by
others on his behalf will remain confidential except

under limited and controlled circumstances.

Occupational health records often contain highly

personal data. Dr. Sammons pointed out. Often it

is unrelated to the workplace. Records include no-

tation of emotional and mental illness, abortion,

venereal diseases, and private family matters, as

well as data on drug and alcohol problems. Much if

not all of this information would not be of interest

or value to OSHA and certainly should be kept

confidential between the worker and the occupa-
tional physician, he said.

“This proposal represents a major federal intru-

sion into the personal privacy of many citizens. We
do not believe such intrusion is needed to effect

the purposes of the Occupational Safety and Health
Act. We recommend that this proposal be with-

drawn and revised.”

Tomography Bests X-rays

In Finding Lung Cancer

The traditional chest x-ray is the standard tech-

nique for finding lung cancer, but the chest x-ray

misses the cancer one third of the time. Full-lung

tomograms done with body scanning machines will

find 95% of the lung cancers, and this technique

should be used before sending the patient to sur-

gery, says a research unit of the National Institutes

of Health. In routine chest x-ray, lung cancer was
detected in 66,7% of the total with confirmed dis-

ease. Screening by full-lung tomography identified

cancer in 94.4%.
Tomographic findings resulted in major alterations

in therapy in 35 of the 415 patients, and some
avoided surgery and were treated by drugs instead.

Since lung tomography is noninvasive, of minimal

radiation-exposure risk, and relatively cost-effective

when compared with the overall expense of malig-

nant illness, the procedure should be part of the

routine initial evaluation of the cases of patients

with verified malignant neoplasms before instituting

definitive therapy.
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EMERGENCY PHYSICIANS
Outstanding multi-hospital emergency physician
group has an excellent opportunity available for

full-time, career-oriented emergency physicians
living in or near Madison, Tennessee, just out-

side of Nashville. Fee-for-service. $40/hour. Busy
emergency department. Malpractice insurance
provided. No accounting, billing, or personnel
problems. Contact; John Stein, Assistant Ad-
ministrator, 897 MacArthur Blvd., San Leandro,
CA 94577 or phone (415) 638-3979.

OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Positions available for emergency department
physicians with multi-hospital group in Morris-
town, Tennessee. Growing volume emergency
department (1,350 patients monthly). Fee-for-

service. Averages $30-$40/hr. Malpractice insur-

ance provided. No accounting, billing, or per-
sonnel problems. We invite you to call or write
to John Stein, Assistant Administrator, 897 Mac-
Arthur Blvd., San Leandro, CA 94577, phone
(415) 638-3979.

EMERGENCY ROOM
PHYSICIAN NEEDED

Emergency Physician needed for 369-bed ac-
credited general hospital. Medical School affilia-

tion; new hospital under construction. Located
in beautiful southern Appalachian mountains.
$72,000 minimum guaranteed annually. Call col-

lect Monday through Friday, 8:30 am to 5:00
pm, Mr. James A, Schindler, Asst. Administrator,
Memorial Hospital, Inc., Boone & Fairview
Streets, Johnson City, TN 37601, phone (615)
926-1131.

PHYSICIAN NEEDED
Physician interested in pain to manage in-

patient and outpatient University Pain Clinic.

Full-time university appointment. Eligible for li-

cense in Tennessee. Good research potential.

Previous pain experience not necessary, will

train. Write to:

Pain Clinic

66 N. Pauline

Memphis, TN 38105

The University of Tennessee is an
Equal Opportunity Employer.
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no substitute

for your professional
judgment
As a physician, you have the right to

prescribe the drug which you believe

will most benefit your patients. Now,

substitution laws make it more diffi-

cult to exercise that right. In many
states, unless you specifically direct

pharmacists to dispense your brand-

name prescription as written, they

may be required by law to substitute

another drug for your brand-name
prescription.

This means that the ultimate drug

selection is no longer yours; its

source is left to the pharmacist’s dis-

cretion. You will have forfeited your

right to prescribe as you see fit. Pre-

serve your rights. Specify that you will

accept no substitution.

When you accept

no substitutes...

• You ensure that your patient re-

ceives exactly that product you have

specified on your prescription

• You choose the quality of the prod-

uct dispensed to your patient

• You can exercise the right to select

a prod uct based upon its proven thera-

peutic performance and to select a

manufacturer that stands behind its

brand name or generic product

• You can support the kinds of re-

search programs that are vital to new
drug discovery and development

• You can help sustain important

physician, pharmacist and patient

education services supported by in-

novative, research-oriented firms

For complete information on the drug substitution law effective in your
state, please consult your local Pfizer Representative.
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The Gynecological Surgical Patient:

Re-Employmcnt

A. W. DIDDLE, M.D.

The interval of time granted to a woman for

recuperation after being treated by gynecologic

surgery and before returning to work is largely

based on tradition. Industry currently desires

more precise criteria. The amount of data pub-

lished on the subject is meager, as heretofore, the

length of sick leave has been determined through

clinical experience. This discussion is concerned

with some of the factors that may affect the con-

valescing gynecologic patient, specifically the

process of healing, exercise and rehabilitation,

fatigue, climacteric syndrome, obesity, coughing,

backache and domestic responsibilities.

History

Before 1940, patients treated by major surg-

ery, such as cholecystectomy or hysterectomy,

were generally kept in bed two or more weeks

postoperatively.^ They remained more or less

sedentary for another month after release from

the hospital. Nevertheless, even in the earlier

part of this century a few physicians believed that

prolonged bedrest placed a patient at a disad-

vantage, and that early ambulation minimized

cardiorespiratory complications,^ but it was not

until the early 1940s that early ambulation was

accepted as a routine postoperative procedure.^

Preoperative Status

A patient’s preoperative status may have a

direct bearing on the recommended length of sick

Presented before DOE and DOE Contractor Physi-

cians, Gatlinburg, Tenn., Oct. 17, 1978.

Erom the Memorial Research Center and Hospital,

University of Tennessee, Knoxville.

Reprint requests to 402 Fort Sanders Professional

Bldg., Knoxville, TN 37916 (Dr. Diddle).

leave. If an operation is done electively under

favorable conditions a more favorable outcome is

anticipated than if surgery is done as an emer-

gency with the woman in poor health. It is also

desirable to ascertain the patient’s emotional re-

sponse to the proposed surgery. There are four

facets to the selection of pelvic surgery: (1)

the pathology, (2) the need for fertility, (3) the

sexual needs, and (4) the psychologic values ex-

pressed by the woman.^

Postoperative Care

In the Hospital. The kind of immediate post-

operative care given may facilitate or hinder a

satisfactory convalescence. Early ambulation,

proper attention to hydration, nutrition, and uri-

nary and gastrointestinal function are necessary.

Sedation and analgesia are kept at the minimum
that will render comfort but not appreciably dis-

turb vital functions.

Ambulation is begun not later than the day

after surgery unless debilitating circumstances

prevail. Normally 3,000 cc of fluid is given par-

enterally each 24 hours postoperatively until

liquids can be taken orally. Special attention is

paid to the serum potassium and sodium, par-

ticularly in the older woman and in those pre-

viously on diuretics. Food is offered when the

patient is hungry, as hunger generally indicates

normal gastric motility. If an indwelling catheter

is used, two types of drainages are available.

Some surgeons prefer the suprapubic and others

the intraurethral route. In either case, the

catheter is removed as soon as practical, as gen-

erally a third of the women with an indwelling

catheter will acquire bacteriuria in 24 hours, and
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in 72 hours nearly all will have bacteriuria. A
broad spectrum antibiotic is given immediately

preoperatively and postoperatively by many sur-

geons to minimize morbidity. Assurance and con-

tinued appraisal of the psychogenic status of the

patient is important.

At Home. Ambulation is increased, and the

amount of weight that may be lifted is gradually

increased from an estimated 7.5-10 kg to 25-30

kg at six weeks, but driving a car is forbidden for

at least a month. Sexual intercourse is delayed

until the pelvic tissues are healed. Anemia is

treated with ferrous sulfate, or ferrous gluconate,

which is tolerated better by some women as it

produces less gastrointestinal upset. Generally,

iron given for one month will replace the hemo-

globin for the equivalent of a 500 cc blood loss,

and treatment as long as three to five months may
be needed to replenish severely depleted iron

stores,®

Factors Modifying Convalescence
In Gynecologic Surgical Patients

Process of Healing. The strength of the wound
gradually decreases during the first week post-

operatively due to lysis of old collagen, and ten-

sile strength and distensibility are gradually re-

established through new collagen synthesis. The
two curves of lysis and synthesis cross at seven to

nine days postoperatively, so that the skin retains

only 15% to 20% of its original strength by the

seventh day, and the repair is not complete until

approximately 150 days.® The healed wound
achieves only about 80% of the preoperative

strength of the tissue, which along with congenital

weakness of the connective tissues, may be the

principal reason that approximately 15% to 20%
of women treated for vaginal relaxation by sur-

gery will have a recurrence of the problem if they

live long enough. My philosophy concerning the

care of a wound is based on the experiences of

Trueta,'^ who learned that a wound is sealed with

fibrin within 15 minutes after closure, and Bon-

ney,® who never used dressings. Both believed a

wound left alone healed better than one covered

with a dressing and repeatedly examined.

The intraabdominal pressure associated with

straining or lifting is unknown, but it may be as

high as 15 Ib/sq in,® and patients who had a

vaginal reconstruction are encouraged to eat a

diet high in fiber and to use a stool softener to
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preclude constipation and minimize the need to

strain at the stool.

Exercise and Rehabilitation. Authorities on

sports medicine individualize the time patients

are to resume exercise postoperatively.^®’^^ The

frequency, intensity and duration of exercise in-

fluence cardiovascular responses, and there is an

inverse relationship of the preoperative physical

fitness to the rehabilitation postoperatively. A
common error after a prolonged period of in-

activity, because of injury or surgery, is returning

to vigorous activity only to have a relapse, A
graduated schedule of increasing exercise over a

period of a few weeks is more appropriate.^^

During World War II physiologists learned

that men had to work in a hot climate for one to

two weeks before they became acclimated to the

heat. This conditioning required that the ex-

posure be continuous and repeated daily. One

may infer that women recuperating from major

surgery should increase their activity progressively

for at least one to two weeks prior to full re-

employment.

Fatigue. Efficiency is lowered as fatigue in-

creases. Fatigue appears sooner and lasts longer

in the unfit than the fit, fitness being defined as

the capacity to do extra work and exchange any

or all metabolic quantities. The capacity for

work is dependent on the metabolic balance of

maximum amount of oxygen which can be ade-

quately supplied to active tissue by circulatory

and respiratory resources. Disuse of the muscles

even for 10 to 14 days may render the metabolic

reserves inadequate, and exhaustion parallels limi-

tation of these functions. In a state of fatigue,

blood glucose declines. There are no data that

show musculoskeletal structures fully recover in

24 hours after a hard workout.^® According to

cardiologists I have spoken with, one of the best

measures of physical fitness is the pulse rate.

Those unfit acquire a fast pulse sooner than the

fit in association with physical exertion, and this

could be used to identify the unfit before they

resume work.

Climacteric Syndrome. In spite of the current

controversy about the use of the estrogens, it is

my opinion they improve the well-being of many
women suffering with the climacteric syndrome.

Lauritzen^® recently reported that approximately

40% of such patients benefit emotionally and

physically from the use of estrogenic supplements.

After varying periods the medication can be
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withdrawn from all but about 5% of the wo-

men, who may need the drug indefinitely for

comfort. Since they feel better when treated,

they work better.

Dr. John Burch’s long experience at Vander-

bilt University showed no increased incidence of

carcinoma of the breast and no cases of fractured

hip among long-term users of estrogens, and

recently Morris^® reported that the benefits may
outweigh the risk for endometrial neoplasia. More
women can be expected to die of complications

related to fractures of the hip secondary to osteo-

porosis, attributed partially to estrogenic de-

ficiency, than will die of endometrial cancer

presumably initiated by the use of estrogens for

seven years or more. Admittedly women treated

for seven years or more with these drugs have

had some increase in the incidence of endometrial

carcinoma between the ages of 45 and 60 years.

The tumors seen under such circumstances, how-

ever, usually have been well differentiated, with a

more favorable prognosis with treatment than that

of the women with the usual endometrial cancer,

who more commonly have an undifferentiated

growth with a more grave outcome.^®

My preferred medication for women without a

uterus and with need for estrogenic supplement is

conjugated estrogen given orally for 25 of each

30 days in the amount of 1.25 mg to 0.625 mg
daily. Patients with a uterus are usually given

1.25 mg of methyltestosterone combined with

0.625 mg of conjugated estrogen daily, which is

less stimulating to the endometrium than estro-

gens alone. Some give progesterone for a week

at the end of a cycle of estrogen to effect a medi-

cal curettage. Since I distrust the benignity of

uterine bleeding in the menopausal or postmeno-

pausal woman, if this regimen is used I do a

suction endometrial biopsy at least annually to

determine the characteristics of the endometrium.

As the patient grows older, the dosage of estro-

gens is reduced.

Other important considerations for those who
are to be given estrogenic substances are the

genetic background for mammary and endome-

trial cancer, weight of the patient, and the history

of nulligravidity. Obese women store estrogens

more readily than do thin women, and nulli-

gravidas are more prone to have endometrial can-

cers than are multigravidas.

Obesity. The overweight woman is cajoled,

urged and informed about the desirability of

losing weight. Life will generally be shorter for

the obese patient than for a woman of average

weight. Vascular conditions, diabetes mellitus,

and endometrial carcinoma are more common
among the obese. They more often have post-

operative complications than the average woman,
and the success of operative treatment for stress

urinary incontinence is on an average not as

successful. The heavy woman tires more easily.

But obesity is like chronic alcoholism. Patients

generally succeed in losing weight more readily if

instructed by others who were formerly obese but

lost weight.

The recommended standard weight for the

average woman 150 cm tall is 45 kg. For the

heavy-boned woman of comparable height the

amount is 48 kg. For each 2.5 cm the respective

increase in weight would be 2.3 kg and 2.7 kg.

Coughing. Women who have a chronic cough,

particularly if associated with smoking of tobacco,

are generally poorer candidates for surgery than

those who do not cough. Smokers suffer an in-

creased incidence of vascular disease, pulmonary
fibrosis and pulmonary cancer. Success of sur-

gical repair for stress urinary incontinence is also

diminished. Detmer^^ never saw breakdown of

hernial repairs except among those who chroni-

cally cough, and all of the abdominal dehiscences

I have seen were in women who had either a

bout of wretching or coughed chronically.

Backache. Backache is one of the common
complaints for which women seek consultation.

Most instances of backache are associated with

disease outside the genital areas,^^ and therefore

are seldom relieved by gynecologic surgery. It

generally arises from orthopedic abnormalities,

urinary disease or dysfunctional illnesses ac-

companying fatigue.

Domestic Responsibilities. A woman’s capacity

for work may relate to emotional or physical ac-

tivities outside of her employment. It is difficult

to measure, but responsibilities of children and

a home consume 40% to 50% of a woman’s
energy.^^ Nowadays many women with a family

give the remaining emotional and physical energy

to their position. Too much may be expected by
industry of some women, or she tries to encom-
pass too much.

Return to Work
For the most part patients are returned to work

one to three days after a diagnostic curettage.
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although a longer interval may be indicated if the

woman is severely anemic or has some medical

complication. Those experiencing a tubal ligation

may need sick leave for 7 to 14 days, and if

work requires pulling or heavy lifting, three weeks

may be preferable. Simple laparoscopy generally

requires a lesser amount of sick leave than that

noted above. Women treated by celiotomy, hys-

terectomy or vaginal repair usually need six to

eight weeks to convalesce unless their occupation

is a sedentary one, in which case they might re-

turn to work in a month. Those treated by radi-

cal surgery with radiation treatment require four

to six months for recuperation. For some women
the treatment will permanently modify their

metabolic, urinary and gastrointestinal functions.

If so, their employment may require a change in

the type of work done and the duration of their

work period.^^'^^

Comment
No data are recorded concerning the recom-

mended interval for sick leave following gyneco-

logic surgery and return to work. This determina-

tion was made through the National Library Com-
puter System. During World War II a committee

was appointed to recommend the kind of working

conditions that should be required for women in

industry.^® One stipulation, still used, was that

women should not lift more than 15.9 kg (35 lb).

If the woman weighed 45 kg (100 lb) or less,

the amount lifted should not exceed 11.4 kg (25

lb). Even this amount, if lifted repeatedly for

several hours, might be difficult.

Only one of several textbooks on gynecology

published in the last 40 years devoted space to

surgery and work. Jeffecoate^^ recommended

that women experiencing a minor operation, such

as a curettage, be relieved of work for one week.

Those who had had a hysterectomy or vaginal re-

pair were given sick leave for two months, and

those who had an anemia or a more formidable

procedure were given time off for 6 to 12 months.

This policy was ascertained for several large

companies, including Henry Ford,^^ South Cen-

tral BelF^ and Alcoa.^° All relied on the recom-

mendations of the operating surgeon. The U. S.

Air Force^^ has a similar practice, at the discre-

tion of the local commander of each medical

facility.

The length of sick leave for the various opera-

tive procedures correlates well with those noted
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earlier in this communication. Complicated cases

are handled on an individual basis. There are

social psychopaths, women dissatisfied with their

attainment in their social and economic position,

who may have a protracted recovery for any kind

of sickness. In addition there are those who
lose confidence in their capacity to work after

learning they have an illness. If a patient in-

sists on a sick leave longer than that recom-
mended by the attending surgeon, review of the

patient’s protocol by a third party may be neces-

sary to settle the issue.

Summary
The interval of time recommended for sick

leave after gynecologic surgery and return to

work may vary considerably. The patient’s state

of health, weight and nutritional condition, medi-
cal complications, if any, the pathology, extent of

surgery, type of work that the woman will do may
modify the extent of leave granted. The process

of healing and rehabilitation through exercise af-

fects the time element in all patients. In addition

fatigue, climacteric syndrome, obesity, coughing,

backache and domestic responsibilities may
modify the end results. On the average a woman
may return to active duty 2 to 5 days after a

diagnostic curettage, 7 to 14 days after elective

sterilization, 6 to 8 weeks after a vaginal repair

or hysterectomy and 4 to 6 months after radical

surgery combined with radiation treatment. If the

work requires considerable strenuous physical

labor, it may be advisable for the patient to take

one to two weeks to gradually acclimate to her
duties. Some patients will require special con-
sideration, and in some instances, especially after

vaginal repair, hernioplasty or radical pelvic surg-

ery, it may be advisable to provide the woman
with work that is less demanding than that which
she did prior to surgery. j-' ^
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Commentary

December in Chicago

The 1978 Interim Meeting of the

AMA House of Delegates

JOHN B. THOMISON, M.D.

Whenever there are a few burning issues to be

dealt with, as there were at this year’s Interim

Meeting of the AMA House of Delegates in

Chicago last December, and as indeed there seem
to be at every meeting of the House, there is a

danger that many other less spectacular but

equally important issues will be overlooked (not

by the House but by the membership). Another
hazard to adequate reporting is the bias of the

reporter, because as it would be clearly impossible

to do more than mention the fate of the myriad

of resolutions and reports, the reporter must
make choices as to which he will deal with in

more detail. Actions of the House have already

been published in AM News, and so it is without

apology that I tender this overview of the de-

liberations of the House, giving you a summary of

some of the things that went on which I think

will affect your practice the most and some of

the things about which I have personal bias.

Everything that went on had some importance,

and I am sure not everyone will agree with my
choice, or even with my perception of some of

the events. But here goes.

The issue which has kept such of the medical

community as are concerned about such things

buzzing over the past months is the matter of

litigation by and over chiropractors. As this was

dealt with exhaustively in a previous issue of the

Journal (/ Term Med Assoc 72:46-52, Jan

1979), there are only a couple of actions of the

House which need to be reported here. Carried

as Appendix A is Substitute Resolution 16, 1-78,

which was adopted concerning the matter of

chiropractic and chiropractors, litigation by them,

and the physicians’ responsibility to the public.

It emphasizes, furthermore, the right of the in-

dividual physician to choose whom he will serve.

Also adopted was Resolution 14, 1-78, which

emphasizes that although physicians, as conserva-

tors of the public health, must continue to expose

unscientific practices and practitioners, we also

must support and protect the freedom of individu-

als to choose not only among physicians, but to

choose if they so desire “other licensed practition-

ers [chiropractors are licensed practitioners] or

religious healers for medical and health care

services as part of the American tradition.” An-
other resolution (99, 1-78) outlines the physician-

patient relationship:

RESOLVED, That it is the policy of the Ameri-

can Medical Association that:

1. A physician-patient relationship is recognized

when a physician undertakes to provide diag-

nostic or therapeutic services for the welfare

and benefit of the recipient.

2. The physician traditionally has accepted pa-

tients who have been referred by another phy-

sician, a limited practitioner, or lay person.

3. A physician-patient relationship may exist

whether the physician is providing service as

a consultant, or providing service jointly with

other physicians, or is the primary health care

provider.

4. The obligations which a physician has to pro-

vide information to a patient are those re-

quired by customary good medical practice and

law.

A side issue of this whole matter of profes-

sional relationships involves the AMA Principles of

Medical Ethics, a revision of which was proposed

in 1977 by the Judicial Council. The revision

was referred at the 1978 Annual Meeting to an

ad hoc committee for study. In an interim report

the committee expressed the opinion that before

any code could be considered per se, the matter

should be addressed as to “what type of ethical

code is appropriate for the American Medical

Association and the nation’s physicians” in the

present-day legal and moral situation, which is so
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different from that found in the mid- 19th century,

when the Principles were first promulgated, or

in 1957, the time of the latest revision. The

portion of the ad hoc committee’s report dealing

with the AMA and Medical Ethics is reproduced

as Appendix B. The committee’s conclusion was

that it could recommend neither the present

Principles nor the proposed revision, and that

further study is necessary. The committee was

authorized by the House to continue its study,

and to submit a final report for consideration by

the House of Delegates during its 1979 Annual

Meeting.

The other hot item before the House was the

matter of national health insurance, and whether

or not the AMA should again sponsor a bill in

the Congress. The Board of Trustees in their

Report N, 1-78, reported that polls of state and

county medical societies had indicated basic sup-

port of the AMA’s previously adopted 17 prin-

ciples, and that there was every indication that

a number of NHI bills would be introduced into

the new Congress. The Board therefore issued

a subsequent report (MM, 1-78) updating the

AMA’s ongoing activities and calling for reaffir-

mation of the 17 principles and sponsorship of a

bill in the 96th Congress embodying these 17

principles.

The House declined to reaffirm the 17 princi-

ples, considering some of them objectionable. In-

stead, it adopted Resolution 62, 1-78, from the

Florida delegation (Appendix C), and referred

it to the Board of Trustees with the authority to

draft a bill, if necessary, embodying the four

principles included in it, which state basically that

there should be a requirement for minimum
standards of adequate benefits in all policies, that

uniform benefits should be provided those who
through no fault of their own are unable to pro-

vide for their own medical care, that there should

be nationwide “catastrophic” coverage through the

private insurance industry, and that administration

should be at the state level with uniform federal

guidelines. The House defeated several resolutions

which rejected out of hand any national program.

Two different aspects of the cost of medical

care were addressed by the House, There was

first of course a continuing effort to identify areas

in which physicians can influence cost. One such

area was addressed by Resolution 26, 1-78, hav-
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ing to do with standing orders in hospitals, in

which participants in the Voluntary Effort and

the JCAH were urged to review mandated tests

in order to minimize duplication and the perform-

ance of tests not required by medical necessity.

A thorny problem, addressed by the Judicial

Council in its Report A, 1-78, is Cost-Benefit

Analysis and Decision Theory, an economic the-

ory which recognizes that because there is a

steadily increasing availability of sophisticated

technology which vastly increases the cost of

medical care, and at the same time there are

finite limits to available funds, there must be

some practieal method of distribution of these

methodologies on a rational basis. In short, it

seeks to provide a basis for rationing of medical

care. The Judieial Council points out that “all

human activity involves such analysis as a matter

of general theoretical economics.” But it also em-

phasizes that “in the practiee of medicine concern

for the patient, not theoretical economics, has

been the physician’s primary concern.” Modem
society’s concern for eeonomy in medieal care

has called this into question, however, and there

is a need to examine all aspects of cost, as some-

times the short-term greater expense will effect

the long-term economy and vice versa. However

this may be, “while physicians should be con-

scious of costs and should not provide or pre-

seribe unnecessary services . . . concern for the

patient and the care the patient receives comes

first. The development of precise, prescribed

criteria relating medical necessity, quality, and

cost benefit generally is probably an impossible

goal since each individual case differs from an-

other . . . [but] it is the goal of the medical pro-

fession to foster the provision of optimal medical

care to the best interests of each individual

patient.”

Resolution 79, 1-78, calls on hospital staffs to

establish committees for providing recommenda-

tions for cost containment without compromise of

quality of medical care.

The other aspect of cost containment which

was addressed has to do with hidden costs trace-

able to compliance with regulations. Resolution

103, 1-78, announces “that the American Medical

Association recognizes that medieal and health

care costs have increased in part [the “in part”

was added by the reference committee and

adopted as an amendment by the House in recog-

nition of the fact that the list of causes listed

here is by no means all encompassing] because

of the inereased demand for services as a result
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of third party payment, the number of regulations

generated by federal and state agencies, profes-

sional liability insurance premiums, and because

of deficit spending by the federal government.”

Resolution 73, 1-78, calls on all branches of

government to join the medical profession and

the hospitals in their efforts to contain costs by

reducing the number of regulations, forms, etc.,

and that hospitals identify and publicize costs

associated with or brought about by federal regu-

lations and legislation. Report V of the Board of

Trustees describes a bill which was submitted to

the 95th Congress and which will be resubmitted

to the 96th Congress. It would require DHEW
to identify and make public such costs, in com-

pliance with an executive order that all federal

regulations must contain an inflation impact state-

ment. Regulatory agencies by and large have not

generally included such statements.

Along the same lines, PSRO came in for its

lumps. Testimony in reference committee sug-

gested the program is in fact strictly a federal

program, and not ours at all, and that as such the

federal government, specifically DHEW, can do

with it whatever it likes. This was of course

underlined by the arbitrary cancellation, based

on very tenuous evidence from preliminary in-

vestigations, of the contract with the Tennessee

Foundation for Medical Care. This was seen as

setting a precedent for the pattern DHEW intends

to follow, and there was a call to withdraw sup-

port from the PSRO program, particularly since

it is seen to be developing into nothing more than

a cost containment program, with no attention to

quality of care. The weight of testimony however

supported the PSRO status Report of the Council

on Medical Service (CMS Report F, 1-78),

which states that there is new evidence that

PSROs can impact favorably on the quality and

appropriateness of care, and that professional

self-regulation is highly desirable. It was pointed

out that withdrawal of AMA support at this

time would open the way for governmental and

thirty party monitoring of physician performance.

On the recommendation of the reference com-
mittee and the weight of the evidence, the House
adopted the Council’s report. (Its recommenda-

tions are carried as Appendix D.)

There is presently arising a threat to the

confidentiality and integrity of patient and phy-

sician data in the form of an attempt on the part

of DHEW to collect the uniform hospital dis-

charge data set (UHDDS) from fiscal intermedi-

aries. This set includes not only fiscal informa-

tion and diagnosis, presently being furnished by

the PSRO without patient and physician identi-

fiers, but also the names and identifying numbers

of physicians and patients. DHEW desires ulti-

mately to collect this information on all patients.

This matter was addressed by CMS Report G, I-

78, which states that “the AMA expresses total

opposition to any DHEW decision to collect

the uniform UHDDS on any patient whose care

is not paid for under federal programs, and the

collection and use of either UHDDS or the hos-

pital billing data must remain a local responsi-

bility.” In addition the House sent the following

instructions to the Board of Trustees:

That the AMA express strong opposition to fed-

eral attempts to collect, both regionally and

nationally, data containing either the UHDDS or

hospital billing data. Collection and use of these

data must remain a local responsibility. AMA
disapproval extends to both patients paid for by

government programs and more particularly pri-

vate patients.

Another incipient incursion into the sanctity

of patient records is the attempt by OSHA
officials to have unlimited access to employee

patient personal medical records without the

employee’s permission. The AMA has consistently

opposed access by any person or agency to the

medical records of any patient without the pa-

tient’s permission, and Resolution 8, 1-78, as

amended reaffirms this opposition.

The Council on Medical Service issued as

CMS Report J, 1-78, a Status Report on Second

Surgical Opinions. Responding to previous man-

dates from the House, the Council had set out to

investigate the justification for and value of a

program of surgical second opinions, but in the

meantime significant activity has been initiated by

the Secretary of DHEW and by Prudential In-

surance Co. which has the effect of coercing

patients into obtaining a second opinion by a

physician selected from a list maintained by

Prudential. Other insurers have since followed

suit, and studies have been initiated to determine

the financial impact. Although there have been

extravagant statements about the savings effected

by the programs as the number of surgical pro-

cedures diminished, no accounting was made of

alternative treatments obtained by the patients

who were not operated upon, and there was no

reporting of final outcomes, so that the results of

the studies are weighted and therefore do little

to determine true cost effectiveness, but are useful
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only as ammunition for DREW.
The House amended and then adopted the

amended policy statement by the Council to read:

“Recognizing that the advisability of surgery or

other specific therapy can be a matter of opinion,

the House of Delegates of the AMA ( 1 ) reaffirms

the right of the patient or a physician to seek a

second opinion freely from any physician of his/

her choice; (2) opposes the concept of manda-
tory second opinions or the imposition of finan-

cial penalties by a third party payer for not ob-

taining a second opinion; and (3) supports the

concept that, when a second opinion is required

by a third party, that second opinion should be

at no cost to the patient.” This was adopted in

lieu of a number of resolutions. The reference

committee made the point that the difference be-

tween traditional consultations and the surgical

second opinion programs should continue to be

emphasized; Report J does this more clearly, and

encompasses the intent of the resolutions which

were not adopted.

[The Jan. 8 AMA Newsletter reports that the

U.S. House Subcommittee on Oversight and In-

vestigation said professional review is not work-

ing, and recommended that DHEW establish a

mandatory second opinion program for elective

surgery. It also said Congress should consider

legislation to develop “minimum standards of

competency” of physicians performing surgery.

AMA EVP James Sammons, M.D., castigated the

committee for applying “limited, early results

from a few studies to the nation as a whole with-

out justification.” He said it is “patently unfair”

to criticize the profession’s review organizations

this early in their history.]

HMOs came in for a look by the Council on

Medical Service in their Report B, 1-78, re-

sponding to a mandate by the House at the An-
nual Meeting, which adopted the statement of

“approval of the concept of neutral public policy

and fair market competition among all systems

of health care delivery,” and referred that matter

to the Board for “an objective assessment of

HMOs, including individual practice associations

(IPAs) and other group arrangements, with re-

spect to their impact on access, quality, and cost

of health care.”

The Council summarized the history of HMOs,
a concept which evolved in the 1920s but which

received a push from the Congress a few years
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ago as a theoretical method for reducing medical

costs. HMOs have been heavily subsidized by the

federal government, giving them a decided fiscal

advantage, and it would appear at least on the

surface that what savings there have been have

resulted largely from the high percentage among
their enrollees of young healthy individuals. The

Council also expressed concern about quality

control, and wondered at what point cost-effective

utilization of hospital care becomes underutiliza-

tion, to the detriment of the patient.

The Council has initiated an objective infor-

mation gathering program, and will submit its

findings to the House in future reports. “The

Council is convinced that the most valid informa-

tion on the efficacy of HMOs will result from

allowing such programs to compete with free

delivery financing mechanisms in a health care

market free of artificial restraints on or advantage

to any one approach, and strongly supports the

past emphasis placed by the House of Delegates

on such free market competition.” In adopting

the report, the House, following the Council’s

recommendation, reaffirmed its support of neutral

public policy and fair market competition.

New Health Practitioners: A Progress Report

was the title of the lengthy CMS Report L, 1-78,

an update on Report L, A-77, filed at the 1977

Annual Meeting, and a response to certain ques-

tions referred to the Council and its committees.

It reviews the use of rural health chnics

(RHCs), and federal regulations (the RHC Act

of 1977) governing physician supervision of such

clinics, the placement of them (they must be in

areas designated by the Census Bureau as rural

and by the Secretary of DHEW as a “shortage

area”), and reimbursement for services received

there (it is now directly to the clinic, rather

than to the supervising physician or “physician

extender”). The Act requires only that the RHC
staff include a nurse practitioner or a physician’s

assistant under medical supervision of a physician.

It does not “usurp the prerogatives of the various

states to determine the range and scope of ser-

vices performed by” these practitioners “or to set

more stringent requirement as to the degree of

physician supervision required for such services.”

The Act provides only that a physician must be

at the clinic at least once in every two-week

period and must be available at all other times

for direct communication.

Although at present 43 states have developed

legislation authorizing the use of physician’s
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assistants, in many instances the laws are not

very satisfactory, in that they “contain such

troublesome features as overly rigid and explicit

role definitions, arbitrary prohibitions against the

PA’s performance of specific functions, insuffi-

cient physician participation in delineation of

PA roles and functions, or duplication on the state

level of accreditation and certification programs

already operational nationally.” Model legislation

is presently being developed and will be presented

to the Board for its approval.

Recommendation 40 of the National Com-
mission on the Cost of Medical Care is that “leg-

islative restrictions should be modified regarding

the use of allied health professionals under the

supervision and direction of a licensed physician

who is responsible for the performance of that

assistant. There is a wide discrepancy between

the number of tasks physicians believe could be

delegated to support personnel and the number
of tasks physicians actually would delegate. The
real or perceived barriers of state medical prac-

tice acts contribute to this discrepancy and

should be modified.” Fears have been expressed

that adoption of this recommendation would fos-

ter the independent performance of medical func-

tions by PAs, but the Council believes it would

have the opposite effect, as it would “reaffirm the

physician’s right to delegate such functions to

allied health personnel who work under his super-

vision, direction, and responsibility.” The recom-

mendation is consistent with past AMA policy,

which is extensively quoted in the report, and

“the Council and its ad hoc committee believe

that such reaffirmation is highly appropriate and

particularly needed if the physician is to be able

to use such newer categories of health personnel

as physician’s assistants flexibly and effectively

in patient care.”

Addressing the matter of expanded nursing

functions, the Council believes the “joint determi-

nation” approach, developed by the AMA and

the American Nurses’ Association in 1971, is

very important. The National Joint Practice Com-
mission recommended that performance of tasks

not commonly accepted as nursing tasks should

be mentally agreed upon by the nurse and the

physician. The Commission is examining state

laws to identify changes needed “to permit opti-

mum use of nurses in expanded medical service

roles consistent with safe and effective patient

care.”

The Council on Medical Education’s Report

J, 1-78, addresses the matter of accreditation of

CME, which was the subject of our President’s

Page last month (/ Term Med Assoc 72: 139, Feb

1979), and which I have dealt with previously at

length (/ Term Med Assoc 70:97-101, Feb 1977

and 70:639-642, Sept 1977) concerning current

mechanisms. There are problems with the present

policies of the Liaison Committee on CME
(LCCME), the end result of which is to unneces-

sarily prolong the period between the application

for and granting of accreditation. Substitute Res-

olution 27, 1-78 (Appendix E) addresses that

problem, with a recommendation that state asso-

ciations whose accreditation programs are ap-

proved by the LCCME be allowed to accredit

intrastate organizations and institutions other

than medical schools. I foresee a number of

logistical problems in putting this into practice,

not the least of which is antipathy of FTC toward

allowing medicine to accredit anything medical.

This was the reason for the formation of the

LCCME in the first place, and it and the LCME
are already under scrutiny by the FTC. In fact,

the FTC has ruled that the LCME may not ac-

credit medical schools. This ruling is being

appealed.

Several resolutions were submitted having to

do with tobacco and smoking, asking the AMA
to support legislation protecting nonsmokers from

tobacco subsidies. Substitute Resolution 3, 1-78

(Appendix F) was adopted in lieu of the other

resolutions, most of the provisions of which it

includes.

Assorted other resolutions on scientific affairs

were adopted, including resolutions stating that

experimentation in the field of in vitro fertiliza-

tion of human ova, and embryo transfer of ova

fertilized by sperm involving husband and wife

are ethical; that the AMA should be represented

on any federal committee or commission con-

cerned with ethical issues of interest to medicine;

that the AMA cooperate with the National Safety

Council in its program of CHILDSAFE and

other efforts to reduce highway morbidity and

mortality among infants and children; that the

AMA encourage all state medical associations to

consider initiating and supporting legislation man-

dating the use of automobile crash protection

restraints by infants and children; and that the

AMA support the American Academy of Pedi-

atrics Report encouraging breast-feeding of in-

fants whenever possible.

The Council on Scientific Affairs (CSA) Re-
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port B, 1-78, addressed the matter of Drug

Development and Drug Regulations in light of

the National Commission’s Report, whose Rec-

ommendation 43 asked for speedier review of

and action by the FDA on new drugs and medical

appliances, and a limitation on restrictions on

the diffusion of new technologies, restrictions

which were recognized as excessive. The report

states that “new drugs and devices should not

be withheld from the public while lengthy efficacy

tests and cost effectiveness investigations are con-

ducted.” The Council proposed a number of

points which it considered worthy of continued

emphasis in future communications with the Food
and Drug Administration (Appendix G).

Symptomatic and supportive care for patients

with cancer was the subject of Report H, 1-78,

of the CSA, whose Cancer Advisory Panel de-

veloped the following statement, adopted by the

House:

The American Medical Association recognizes the

need to ensure the highest standards of sympto-

matic, rehabilitative and supportive care for pa-

tients with both cured and advanced cancer. The
Association supports clinical research in evalua-

tion of rehabilitative and palliative care pro-

cedures for the cancer patient, this to include such

areas as pain control, relief of nausea and vomit-

ing, management of complications of surgery,

radiation and chemotherapy, appropriate hemo-
therapy, nutritional support, emotional support,

rehabilitation, and the hospice concept. The
American Medical Association will actively en-

courage and implement continuing education of

the practicing American physician regarding the

most effective methodology for meeting the symp-

tomatic, rehabilitative, supportive, and other hu-

man needs of the cancer patient. It is also rec-

ognized that the substantial cost of cancer man-

agement must be a continuing concern of the

practicing physician caring for the cancer patient.

This statement commits the AMA to a continu-

ing education program geared to improving the

care and rehabilitation of patients with malignant

disease. Such a program would be implemented

through a series of Council reports or articles

for JAMA.
Hospice care was addressed by resolutions

asking for endorsement of national legislation

designed to utilize physician-directed hospice

care. The House, however, chose to reject this

and reaffirm its previously expressed position of
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endorsing the hospice concept, without, as the

reference committee put it, “the complications

and dangers inherent in tying the concept to

national legislation.” The previous resolution (95,

A-78) stated that the AMA approves the hospice

concept, the purpose of which is to enable the

terminally ill to die in surroundings more home-

like and congenial than the usual hospital en-

vironment.

Finally, on the international scene, the AMA
has rejoined the World Medical Association, and

has adopted its Declaration of Tokyo on Human
Rights, removing what I considered a major em-

barrassment to American medicine. The Board

of Trustees statement on the WMA (Report KK,
1-78), giving reasons for its previous withdrawal

and its present rejoining, is printed as Appendix

H. I believe this will greatly benefit both our-

selves and the world’s physicians as, unlike WHO,
WMA is not government but medical association

oriented, and it allows one of the only truly

international, or perhaps better, nonnational,

voices to be heard.

If you read my report on the 1978 Annual

Meeting, in the August, 1978 issue of the Jour-

nal {J Term Med Assoc ll\5^2>-59l, Axig 1978),

you will recall how upsetting it was to me that

the AMA House of Delegates had embarrassed

itself before the world by rejecting the WMA’s
statement against the use of torture, the Declara-

tion of Tokyo, which is printed as an appendix

in that issue. It was my expressed hope that the

next House would rectify that action. It did, fol-

lowing the recommendation by the declaration’s

principal opponent, the Ethics Committee of the

American Psychiatric Association, that the decla-

ration be adopted by that body. It apparently has

been recognized by WMA that the document is

presently so ambiguously worded and of such a na-

ture that it could be interpreted in different ways,

and will recommend to the next World Medical

Assembly that it consider making the language

more specific in order to eliminate all-inclusive

statements that might interfere with legitimate

therapy. The Board again recommended that the

declaration be adopted, and this time the House

complied.

There you have it. Long, but short by com-

parison. A lot of food for thought here. So think

about it.
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APPENDIX A
Substitute Resolution 16

Chiropractors

RESOLUTION 16—SLAVEK, ET AL. VS. AMA, ET AL.
RESOLUTION 50—PENNSYLVANIA CHIROPRACTIC SUIT
RESOLUTION 106—PENNSYLVANIA CHIROPRACTIC SUIT

Resolutions 16, 50 and 106 all addressed the American Medical Association’s actions with regard to the suit

brought by certain chiropractors in Pennsylvania.

The House of Delegates considered the following Substitute Resolution in lieu of Resolutions 16, 50 and 106:

RESOLVED, That:

1 . The AMA support the right of a physician to choose those persons whom he or she will accept as

patients and also to exercise his or her choice by the terms of contractual arrangements with other

physicians, medical groups, hospitals or other institutions.

The AMA will continue to support a physician’s right to freely choose those whom he will serve in the

absence of legal considerations to the contrary.

2. The obligations which a physician has to provide information to a patient or any other party are those

required by customary good medical practice and law.

3. The Judicial Council be requested to reconsider Article 3.70 of Section III of the Judicial Council Opin-

ions and Reports.

4. The AMA continue to warn the public of the hazards to health of entrusting the diagnosis and treatment

of diseases such as cancer, diabetes, malignant hypertension, cardiovascular stroke, and infections to prac-

titioners who, in the treatment of these conditions, rely upon the theory that all disease is caused by

misalignment of spinal vertebrae and can be cured by manual manipulation of the spine.

5. The authority of the AMA Board of Trustees to have made and to have agreed to the proposed settlement

in the Slavek case be acknowledged and affirmed.

6. Nothing in the above five items should be interpreted or construed as an amendment to the Principles of

Medical Ethics of the AMA.

SUBSTITUTE RESOLUTION 16 ADOPTED IN LIEU OF RESOLUTIONS 16, 50 and 106.

APPENDIX B
Judicial Council Ad Hoc Committee Report

Principles of Medical Ethics

The AMA and Medical Ethics

In its deliberations, the Ad Hoc Committee was impressed by the manner in which ethics have been developed

and used throughout history. Ethics have been drawn from many areas, including law, human experience, cus-

toms, and in medicine’s case, the concepts of scientific medicine. Ethics are generated from human experience and
are influenced by an analysis of the circumstances in which we are to act and the appropriateness of the action

to these circumstances. Ethics can also vary with types of civilizations and can change and evolve with the times.

Ethics for a profession depend in large measure on the role of that profession.

In our society, ethical principles seem to have evolved into rules of conduct as individuals are perceived as

being less virtuous and there is increased doubt about the reliability of the individual. The more precise the rule,

the easier is adherence with a consequent reduction of accountability. Principles maximize discretionary pow-

ers, but place more individual responsibility for the consequences of action. Most briefly stated, ethics are meant

to insure fitting response to circumstance. As time has passed, ethics have become more directly related to law.

The Principles of Medical Ethics have gone through a similar evolutionary process. The wording of the Associa-

tion’s earliest Principles reflected the economic, legal, and sociological circumstances of the mid-nineteenth cen-

tury. Prior to 1957, when the Principles were last revised, they included much of the detail that is now carried in

the Opinions and Reports of the Judicial Council. The Judicial Council separated out the detailed interpretations

so that they could be revised and updated to reflect the changing circumstances of medical practice, but the Ad Hoc
Committee believes that a portion of the present Principles reflects economic guidelines and professional etiquette,

rather than moral principles.

For example, Section 7 of the current Principles states that “In the practice of medicine a physician should

limit the source of his professional income to medical services actually rendered by him, or under his supervision.
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to his patients. His fee should be commensurate with the services rendered and the patient’s ability to pay. He
should neither pay nor receive a commission for referral of patients. Drugs, remedies or appliances may be dis-

pensed or supplied by the physician provided it is in the best interest of the patient.”

The Ad Hoc Committee was unsure as to whether this language represented an ethical mandate or an eco-

nomic guideline, and it believes that additional study is necessary before commenting on a code of ethics

appropriate to use by the AMA.

Basic Agreements of the Ad Hoc Committee

With this introduction and background, the Ad Hoc Committee concluded that:

1. A code of ethics is desirable and necessary to provide guidance to physicians in the conduct of their

practices.

2. The medical profession is no longer perceived as the sole guardian of public health.

3. Physicians need to be responsive to their patients, to their profession, to society, and to themselves as

individuals without jeopardizing one at the expense of the other.

4. The body that generates a code of ethics should be distinct and separate from the body that interprets

and enforces them.

5. The code of ethics should not make reference to gender.

Issues

The present “Principles of Medical Ethics” include statements of etiquette and arbitrary rules of conduct as well

as moral or ethical principles. Agreement on specific rules and the form of expression of the “Code” or “Prin-

ciples” of Medical Ethics will be difficult to accomplish because of the many problems which immediately be-

came apparent to the committee.

Among these are:

1. Will the current Principles of Medical Ethics or the proposed revision withstand scrutiny within the pres-

ent public or legal climates?

2. What is the changing role of the medical profession?

3. What is the present relationship of physicians to limited licensed practitioners?

4. Is there a distinction between the roles of diagnostic and therapeutic specialists?

5. Is there a distinction of responsibilities between diagnostic and therapeutic specialists?

6. What is the appropriate stance regarding advertising and the solicitation of patients?

7. What is the relation of ethics to law and regulation?

8. What are the anti-trust implications of professional ethics?

9. Is individual responsibility being replaced by group responsibility in the profession?

10.

Is there a need for rules in certain areas of etiquette and economics separate from ethics?

The Ad Hoc Committee hopes that the discussion of these points that will occur during the 1978 Interim Meet-

ing will give it some indication of the attitudes of the members of the House.

Conclusion

The committee has reached the conclusion that the Association should have a statement of medical ethics.

The committee believes that this is a matter of utmost importance and deserves the best efforts of the Asso-

ciation. These principles must be primarily for the benefit and protection of patients, yet clearly define the relation-

ship of physicians to their colleagues and contemporary society. They must also be consistent with all applicable

laws. They need to respond constructively to the physicians’ relationships with growing numbers of persons who
are not fully licensed to practice medicine and surgery in all its branches. Finally, they must consider the

particular problems of the physician specialist, whose practice may or may not include continuity or comprehen-

siveness of care.

In view of the foregoing, the committee believes that it cannot recommend either that the present Principles of

Medical Ethics be continued unchanged or that the proposed revisions be adopted. The committee believes that

additional study is necessary before a final conclusion can be reached, and that other elements of the AMA
should be involved in some portions of this additional study.

Recommendation

The Ad Hoc Committee on the Principles of Medical Ethics recommends that it be authorized to continue

its study of the Principles of Medical Ethics and the reports and resolutions referred to it during the

1978 Annual Meeting, and that it submit a final report for consideration by the House of Delegates during

its 1979 Annual Meeting.
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APPENDIX C
Resolution 62

National Health Insurance

Whereas, It is a recognized fact that Americans have the best medical care and delivery system in the world
today, and most polls indicate the public is generally satisfied with both the quality and quantity of medical
services; and

Whereas, The polls have consistently reflected that the American people hold their individual physician in

higher regard and trust than any other professional; and

Whereas, It is this very personal doctor-patient relationship that will be dismantled and ultimately destroyed

by national health insurance; and

Whereas, The primary thrust for a nationalized, socialized system of medical care has continuously come from
the political arena where logic is often lacking; and

Whereas, At this time, it would be unwise for organized medicine, at any level, to sponsor or support federal

legislation to further nationalize or socialize physicians’ services in this country; and

Whereas, There is a need to improve our present system—not by discarding or disregarding our present one;

therefore be it

RESOLVED, That the American Medical Association recommend to the Congress of the United States of Amer-
ica modifications to our present health care system embodying the following principles:

1. Requiring minimum standards of adequate benefits in all health insurance policies sold in the United

States with appropriate deductible and co-insurance.

2. A simple system of uniform benefits provided by the federal, state, and local governments for those in-

dividuals who are unfortunate enough (through no fault of their own, i.e., age, disability, financial hard-

ship, etc.) not to be able to provide for their own medical care.

3. A nationwide program by the private insurance industry of America (and government if necessary for

reinsurance) to make available catastrophic insurance coverage for those illnesses and individuals where
the economic impact of a catastrophic illness could be tragic. All catastrophic coverage should have an

appropriate deductible and co-insurance to make it economically feasible and to avoid abuse.

4. A program developed pursuant to these principles should be administered at the state level with national

standardization through federal guidelines.

APPENDIX D
Council on Medical Service Report F

PSRO Recommendations

1979 is expected to be another year of political and financial uncertainty for the PSRO program. If the program

is funded for fiscal year 1980, what major goals and objectives will be determined for PSRO? Will the PSRO
mandate shift exclusively to cost-containment, or will the quality assurance be a primary program objective? In

light of current federal priorities, the Council on Medical Service has discussed the current and future ability of

the PSRO program to ensure quality of care. Should medicine be developing or refining alternative approaches

to quality assurance? After hearing presentations on this subject, and on the status of quality assessment tech-

niques, and following lengthy discussion, the Council recommends to the House of Delegates that the AMA:

• Express strong support for continuation of the PSRO program as a professionally directed effort to en-

sure that care provided to patients is of high quality, appropriate duration, and in addition is rendered in

an appropriate setting at a reasonable cost;

• Express strong support for those efforts currently underway within and outside of government to make the

PSRO program more efficient through focused review on problem areas; as versus continuation of the

process of reviewing 100% of the federal program admissions;

• Endorse continued availability of federal funds to PSROs for experimentation with new or innovative

review methodology; as well as the extension of review of Long-Term Care, Emergency Medical Ser-

vices, and Ambulatory Care for those PSROs that express the desire and capability of performing such

review;

• Endorse further study of ways in which PSRO review findings can be used to effect desired changes in

practice patterns in a manner which will ensure continued support of the program by physicians; and

• Recommend continued funding support for research directed toward improving quality assessment tech-
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niques, with particular emphasis on developing sample or screening guidelines for adaptation by local

PSROs.

The Council and its Committee will continue to closely monitor the PSRO program during this period of

crucial program evaluation and change. As conveyed in this report, the Council and its Committee remain

convinced that strong support should be expressed for continuation of the PSRO program as a professionally

directed effort to ensure the quality and appropriateness of care provided to patients.

APPENDIX E

Substitute Resolution 27

CME Accreditation

RESOLUTION 27—ACCREDITATION OF CONTINUING MEDICAL EDUCATION BY STATE MEDICAL
ASSOCIATIONS

RESOLUTION 40—STATE SOCIETIES’ ROLE IN ACCREDITATION OF CONTINUING MEDICAL
EDUCATION

RESOLUTION 83—CONTINUING MEDICAL EDUCATION ACCREDITATION

Resolution 27 requested a modification of the Bylaws of the Liaison Committee on Continuing Medical Educa-

tion (LCCME) which reflects the accreditation of continuing medical education by state medical associations

with accreditation standards approved by the AMA or the LCCME. Resolution 40 asked that the LCCME dele-

gate authority to state medical societies to accredit intrastate institutions and organizations other than medical

schools, provided their programs of accreditation are approved by the LCCME. Resolution 83 called for reaffir-

mation of the concept of accreditation of continuing medical education by state medical associations whose con-

tinuing medical education standards meet AMA standards.

The House of Delegates considered the following Substitute Resolution in lieu of Resolutions 27, 40 and 83:

RESOLVED, That the American Medical Association affirm the concept of accreditation of continuing medical

education by state medical associations whose continuing medical education standards meet American Medi-

cal Association or Liaison Committee on Continuing Medical Education (LCCME) continuing medical educa-

tion standards; and be it further

RESOLVED, That the AMA seek modification of the Bylaws of the LCCME to provide for the accreditation

of continuing medical education by state medical associations with accreditation standards approved by the

AMA; and be it further

RESOLVED, That the AMA convey its support of this policy to the LCCME through its representative

LCCME members.

SUBSTITUTE RESOLUTION 27 ADOPTED IN LIEU OF RESOLUTIONS 27, 40 and 83.

APPENDIX F

Substitute Resolution 3

Smoking

RESOLUTION 3—CIGARETTE SMOKING
RESOLUTION 21—SMOKING
RESOLUTION 28—FEDERAL ASSISTANCE TO TOBACCO INDUSTRY
RESOLUTION 121—CIGARETTE SMOKING

Resolution 3 asked the AMA to support cessation of price and loan supports for tobacco, increase federal taxes

on tobacco products and eliminate tobacco advertising. Resolution 21 requested the Association to endorse legisla-

tion to protect nonsmokers from tobacco smoke pollution and seek Congressional action to end tobacco subsidies.

Resolution 28 called for support of legislation to direct the Secretary of Agriculture to conduct a study to deter-

mine the economic consequences of cessation of federal assistance to “promote tobacco production and the

manufacturing and marketing of tobacco products for human consumption.”

Resolution 121 asked the AMA to develop and promulgate a “positive health” program similar to the Violence

and TV effort to discourage cigarette advertising, and to promote the preparation and use of public educational

materials on the health hazards of cigarette smoking.

The House of Delegates considered the following Substitute Resolution in lieu of Resolutions 3, 21 and 28:

RESOLVED, That the American Medical Association increase its efforts to advise the public of all ages

of the health hazards of cigarette smoking and take steps to discourage visual presentations in the public
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media depicting smoking as desirable or as the norm in American culture as one means of influencing young

people to abstain from smoking; and be it further

RESOLVED, That the American Medical Association exercise its leadership in the development of positive atti-

tudes on the part of the American public to the adoption of healthful lifestyles, including abstinence from the

use of tobacco products, as a means of reducing the national costs of health care; and be it further

RESOLVED, That the American Medical Association use its influence and persuasion to encourage the

United States Department of Agriculture to conduct studies and explore mechanisms to discontinue the federal

tobacco price support system without economic displacement of government revenues or hardship to small

tobacco farmers; and be it further

RESOLVED, That the American Medical Association join when requested with constituent societies to support

state legislation or public referendums to protect nonsmokers from tobacco smoke pollution in public areas

and private areas open to the general public.

SUBSTITUTE RESOLUTION 3 ADOPTED IN LIEU OF RESOLUTIONS 3, 21 and 28.

RESOLUTION 121 NOT ADOPTED.

APPENDIX G
Council on Scientific Affairs Report B

Recommendations on Drug Development and Drug Regulation

The Council on Scientific Affairs has reviewed many of the suggestions made in analyses of the Food and Drug
Administration and in previous statements made by the AMA in public hearings. The following points are worthy

of continued emphasis in future communications with the Food and Drug Administration:

1. The FDA Bureau of Drugs must be given the funds and quality personnel to perform its tasks effectively

and efficiently. Career opportunities must be made more attractive in terms both of salary and scientific

career opportunities.

2. The FDA should be encouraged to make use of foreign data generated by reputable foreign scientists.

This would reduce the reduplicative efforts now required and avoid the questionable ethics of demanding

clinical trials for strictly regulatory purposes.

3. The FDA should reevaluate its stated intention of demanding proof of safety and efficacy for all those

“grandfathered” drugs marketed prior to 1938. To require further substantial evidence for these old and

familiar agents that are on the generally regarded as safe (GRAS) list, appears to demand an unnecessary

expenditure of time and money.

4. The FDA should be encouraged to confer with industry and clinical investigators during the IND phase

of drug application. Sponsors should design their protocols and report forms in collaboration with the

FDA and the involved clinical investigators. Thus, the pharmaceutical company sponsor may be secure in

the knowledge that the early clinical trials so constructed will provide the FDA with information neces-

sary to its new drug application.

5. The FDA should develop a system of grants that will encourage through appropriate funding a few

research efforts investigating those drugs for which there may be no mass market, but which promise to

fill an important need in rare but serious diseases.

6. The present climate of adversarial confrontation between the FDA and industry impedes the approval

process and is not in the best interest of the consumer. This climate should be modified by earlier and

more frequent communications between the FDA and pharmaceutical industrial applicants.

APPENDIX H
Board of Trustees Report KK
World Medical Association

The AMA will rejoin the World Medical Association on January 1, 1979. This action follows the adoption

of new WMA Articles and Bylaws at the 32nd World Medical Assembly in Manila in November.

A founding member of the WMA in 1947, the AMA resigned from the organization in 1974. Renewed AMA
membership was made conditional upon WMA’s adoption of revisions based on these principles:

1. That there be an equitable dues formula that would apply to all member associations;
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2. That there be equitable representation on a per

capita membership basis in the World Assembly of

the WMA;

3. That representation on the Council of the WMA
be on a national organizational basis rather than

by individuals;

4. That there be complete freedom of access to

•meetings of the World Assembly and of the Coun-

cil by representatives of member associations in

good standing.

The acceptance of these principles will lead to a

more effective WMA, the Board of Trustees believes.

There was never any doubt about the value of WMA’s
objectives—To serve humanity by endeavoring to

achieve the highest international standards in medical

education, medical science, medical art, medical ethics,

and health care. These objectives reflect the AMA’s goals

in international health.

The WMA’s adoption of a system of proportional

representation will enable the AMA to be a more

effective member, commensurate with the strength of

its membership. The AMA and its members will benefit

from the knowledge and expertise in medicine and health

care systems that have been developed in other coun-

tries.

Membership in the WMA offers national medical

associations an “experimental laboratory” in which they

can study the successes and failures of various models

of health care systems. The AMA will have an addi-

tional means for becoming familiar with the details of

foreign systems being promoted and promulgated in the

United States.

Membership in the WMA is limited to national, non-

governmental associations of physicians. Delegates to

the United Nations World Health Organization, on the

other hand, represent their national governments. The

WMA provides physicians and their national medical

associations throughout the world with a private, pro-

fessional association to represent their interest and con-

cerns at the international level. r

“Aren’t you going to give me something to

kill the pain first?’’

Librax'
Each capsule contains 5 mg
chlordiazepoxide HCI and 2.5 mg clidinium Br,

Please consult complete prescribing information, a sum-
mary of which follows:

Indications: Based on a review of this drug by the Na-
tional Academy of Sciences—National Research Coun-
cil and/or other information, FDA has classified the in-

dications as follows:

“Possibly" effective: as adjunctive therapy in the treat-

ment of peptic ulcer and in the treatment of the irritable

bowel syndrome (irritable colon, spastic colon, mucous
colitis) and acute enterocolitis.

Final classification of the less-than-effective indications

requires further investigation.

Contraindications: Glaucoma: prostatic hypertrophy, benign
bladder neck obstruction; hypersensitivity to chlordiazepoxide

FICI and/or ciidmium Br.

Warnings: Caution patients about possible combined effects

with alcohol and other CNS depressants, and against hazard-

ous occupations requiring complete mental alertness (e.g.,

operating machinery, driving). Physical and psychological

dependence rarely reported on recommended doses, but use
caution in administering Librium® (chlordiazepoxide HCI) to

known addiction-prone individuals or those who might in-

crease dosage; withdrawal symptoms (including convulsions)

reported following discontinuation of the drug

Usage in Pregnancy: Use of minor tranquilizers dur-

ing first trimester should almost always be avoided
because of increased risk of congenital malforma-
tions as suggested in several studies. Consider
possibility of pregnancy when instituting therapy.

Advise patients to discuss therapy if they intend to

or do become pregnant.

As with all anticholinergics, inhibition of lactation may occur.

Precautions: In elderly and debilitated, limit dosage to small-

est effective amount to preclude ataxia, oversedation, confu-

sion (no more than 2 capsules/day initially; increase gradually

as needed and tolerated). Though generally not rec-

ommended, if combination therapy with other psychotropics

seems indicated, carefully consider pharmacology of agents,

particularly potentiating drugs such as MAO inhibitors,

phenothiazines. Observe usual precautions in presence of

impaired renal or hepatic function. Paradoxical reactions re-

ported in psychiatric patients. Employ usual precautions in

treating anxiety states with evidence of impending depres-

sion; suicidal tendencies may be present and protective

measures necessary. Variable effects on blood coagulation

reported very rarely in patients receiving the drug and oral

anticoagulants; causal relationship not established.

Adverse Reactions: No side effects or manifestations not

seen with either compound alone reported with Librax. When
chlordiazepoxide HCI is used alone, drowsiness, ataxia, con-

fusion may occur, especially in elderly and debilitated; avoid-

able in most cases by proper dosage adjustment, but also

occasionally observed at lower dosage ranges. Syncope re-

ported in a few instances. Also encountered: isolated in-

stances of skin eruptions, edema, minor menstrual ir-

regularities, nausea and constipation, extrapyramidal symip-

toms, increased and decreased libido—all infrequent, gener-

ally controlled with dosage reduction; changes in EEG pat-

terns may appear during and after treatment; blood dys-

crasias (including agranulocytosis), jaundice, hepatic dys-

function reported occasionally with chlordiazepoxide HCI,

making periodic blood counts and liver function tests advis-

able during protracted therapy. Adverse effects reported with

Librax typical of anticholinergic agents, I.e .
,
dryness of mouth,

blurring of vision, urinary hesitancy, constipation. Constipation

has occurred most often when Librax therapy is combined
with other spasmolytics and/or low residue diets.
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Yellow Fever in Tennessee in 1878

Part III

SIMON R. BRUESCH, Ph.D., M.D.

Epidemic of 1878 in Tennessee Communities Outside Memphis

The epidemic in Memphis reached its peak on

Sept. 14 when about 200 deaths occurred. There-

after there was a gradual decline in the number of

new cases, and mortality figures slipped down-

ward. The columns of the Memphis newspapers,

however, indicated that the disease was slowly

moving out of the city and into the suburban

communities. Dr. Mitchell began receiving ap-

peals for help from nearby towns in Tennessee

and Mississippi. He responded by dispatching

members of the Howard Medical Corps with

nurses and medical supplies to those communities

in need of assistance.

On Sept. 17 Dr. Mitchell sent Dr. Julius Wise

to Mason’s Depot (southeast corner Tipton Coun-

ty) where he worked with the resident physicians,

Drs. L.C. Pettus and Joseph J. Elcan. Mason
suffered severely from yellow fever, with a total

of 61 cases and 24 deaths. Also on this day

came a report from Moscow (Fayette County),

indicating only one physician was on duty there

and that this community had already suffered 18

deaths. At the end of the epidemic Moscow had

a total of 75 cases with 33 deaths. On Sept. 18,

Dr. Elgin Kossuth Leake reported from Shelby

Depot (now Brunswick, Shelby County) that he

knew of four cases of yellow fever there. He
commented, “There is no panic, though the town

is depopulated almost.” By this time the fever

had reached Germantown, and reports began to

appear of severe mortality. By the end of the

From the Department of Anatomy, University of

Tennessee Center for the Health Sciences, 800 Madison
Ave., Memphis, TN 38163.

epidemic, Germantown had 81 cases with 45

deaths.

Sept. 25 brought the news that yellow fever

was at Milan (Gibson County), and that four-

fifths of the town’s families had moved out into

the countryside. Milan eventually had 26 cases

with 11 deaths. By this time, Brownsville was

hit hard by the fever and eventually had 844

cases with 212 deaths. Collierville, in eastern

Shelby County, also suffered severely, with a total

of 121 cases and 48 deaths. On Sept. 28 reports

began coming in from Grand Junction (Harde-

man County), indicating that this small communi-

ty was undergoing a severe attack (a total of 201

cases with 82 deaths) and that La Grange

(Fayette County) was also involved (152 cases

with 37 deaths). The northward spread of yellow

fever reached Paris and then extended on into

Kentucky, with Hickman being a major site of

attack. The northeast extension of the epidemic

reached as far as Erin, Tenn., but fell short of

Nashville. The easterly movement of the epi-

demic reached as far as Chattanooga. It will be

noted that for the most part the most severely

involved communities were those located along

the railroad lines.

Yellow Fever in Chattanooga
Yellow fever had never reached as far inland

as Chattanooga before 1878. The first death

from yellow fever there was a Memphis refugee

(Mrs. J.S.), who died Aug. 21. The second and

third deaths, also of Memphis refugees, occurred

Aug. 30 and early in September. The first case

of yellow fever in a citizen of Chattanooga (Mrs.

L.H.C.) occurred Sept. 13 and she died on Sept.
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BENJAMIN WARD AVENT

(1812 -1878)

Dr. Avent was born in Virginia on May 19, 1812,

but when he was quite young his parents moved to

Limestone County, Ala. He received his literary ed-

ucation at La Grange College, Ala. The family

moved to Rutherford County, Tenn., in 1830, and
the 18-year-old Avent began to read medicine under

the direction of his preceptor. Dr. Frederick E. Bec-

ton, of Murfreesboro. Dr. Becton had received his

M.D. degree from the University of Maryland in

1823 and in 1830 became a charter member of the

Medical Society of Tennessee. Avent then attended

lectures at the Medical Department of Transylvania

in Lexington, Ky. He attended the sessions of 1832-

1833 and 1833-1834, receiving his M.D. degree from
that school on March 14, 1834. The title of his thesis

was Scarletina.

The youthful Dr. Avent then began the practice of

medicine near Murfreesboro where he remained until

1839 when he moved to Murfreesboro. In 1835 he

married Miss Nancy Lytle, also of Rutherford Coun-
ty, and in the 1850 U.S. Census they were recorded

as having five children, three daughters and two sons,

ranging in age from 14 to 1 years. Dr. Avent con-

tinued his practice in Murfreesboro until 1861.

Dr. Avent was appointed surgeon-general of the

Provisional Army of Tennessee on May 10, 1861,

Dr. Paul F. Eve having declined the appointment.

Although the Provisional Army of Tennessee was
absorbed into the Confederate Armed Forces on
July 19, 1861, Dr. Avent continued to serve as

surgeon-general until the organization of the Army
of Tennessee was completed under Gen. A.S.

Johnston. Thereafter, Dr. Avent served in responsible

administrative positions in connection with hospitals

until he was discharged on May 7, 1865. After the

battle at Murfreesboro, Dr. Avent was left in charge

of 500 Confederate soldiers who had been wounded
too seriously to be moved, and on July 10, 1863, he

was assigned to take charge of the hospitals at Kings-

ton, Ga. There he had an encounter with the famous
diary-writing nurse, Kate Gumming, who made this

entry on July 23, 1863:

Dr. A\_vent~\ called early this morning; he is post

surgeon, a fine-looking old gentleman, and a

man highly respected for his surgical abilities. He
was left in charge of our wounded at Murfrees-

boro, and, I am told has written a valuable book

on surgery, from his experience at that place.

He is a man of sterling principle, but a little

eccentric. The first information we received from
him was, that he did not approve of ladies in

hospitals; that was nothing new from a doctor,

but we were a little taken aback to hear it said

so bluntly. He then told us his principal objection

was, that the accommodations in hospitals were

not fit for ladies.

Dr. Avent returned at the end of the Civil War
to his family and practice in Murfreesboro, but he

remained there only about one year, for in May
1866, he moved to Memphis and accepted the chair

of principles and practice of surgery at the Memphis
Medical College. At the same time he entered into a

co-partnership with Dr. Dudley D. Saunders, and the

firm of Avent and Saunders was well known and

highly respected until its termination in 1878. Dr.

Avent ably taught surgery until the existence of the

Memphis Medical College ended in 1873.

When the yellow fever attacked Memphis, Dr.

Avent remained actively in practice. When asked

by a friend what he was doing to avoid contracting

the disease, he replied, “Nothing but trusting in God,

and trying to do my duty.” He came down with

the fever on Sept. 8 and died on Sept. 12, 1878.

Dr. Avent took a particular interest in medical

societies, as indicated by his service as a member of

the Medical Society of Tennessee (now the Tennessee

Medical Association). He joined the Society very

early in its existence (probably in 1834) and

participated actively in its annual meetings. He
served as vice president 1851-1853 and 1857-1859,

and in 1861 he was elected President although he

did not get to preside at the annual meeting because

of the Civil War. When the war was over Dr. Avent,

still technically President, issued the call for the

1866 meeting to secure the postwar reorganization of

the Society. He held the office of vice president for

West Tennessee from 1870-1873 and was elected

President for a second time in 1877. Dr. Avent had

the honor of presiding at the 1878 meeting of the

Medical Society of Tennessee, the first time the So-

ciety had ever met in Memphis. When Dr. Avent

brought the meeting to a close on April 3, he had

the satisfaction of knowing that this had been the

most successful meeting the Society had ever had.
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19. Starting about Sept. 18 yellow fever spread

rapidly and involved almost all portions of the

third and fourth wards, the lowest areas of the

city. The acme for new cases was reached on

Oct. 11, when 31 cases were reported. The

greatest number of deaths (13) occurred on Oct.

13. Thereafter a slow decline continued until

the end of the epidemic on Nov. 16. The spread

of yellow fever from the infected localities could

be traced from house to house at a rate of about

50 ft per day. Eventually higher ground was

reached on Gilmore Street and Academy Hill.

As soon as the epidemic was recognized the

Chattanooga Board of Health organized a medical

staff with a medical director and a staff of vol-

unteer physicians (mainly younger physicians of

Chattanooga). Atlanta sent three physicians,

opened and furnished a hospital, and also sent

nurses and money.

Dr. Baxter reported that the practical results

of disinfection were small. He wrote, “Our last

recourse was the burning of sulphur, from which

we were much encouraged at first, as about this

time the cases in one portion of the town—the

third ward—decreased very considerably; but it

could not be persisted in, as the patients com-

plained so much of the difficulty they had in

breathing the air laden with fumes.”

Chattanooga had a population in 1878 of about

12,000 (7,500 whites and 4,500 blacks). There

are large discrepancies in the published mortality

figures for Chattanooga. Van Deman stated that

there had been 446 cases of yellow fever with 140

deaths (31%), with a racial breakdown of 107

white and 33 black, but Keating stated that the

number of deaths in Chattanooga was 197 out

of 693 cases (a mortality of 28.4%). The Good-
speed history of Hamilton County provides the

information that 366 persons (253 white and 113

black) died of yellow fever in 1878, and Arm-
strong in her history of Hamilton County also

indicated that 366 persons (including refugees)

died at Chattanooga of yellow fever. It might be

difficult to establish an accurate figure for the

mortality in Chattanooga; indeed, it is unlikely

that any of the morbidity and mortality figures

for the 1878 epidemic are accurate, and they

should be taken as only rough estimates.

Four Chattanooga physicians died of yellow

fever. The two who died in Chattanooga were

Edward Montesque Baird (1853-1878) and

Robert Nelson Barr (1827-1878). Dr. James

Barby Norris (1849-1878) of Chattanooga re-

cruited a corps of 16 skilled nurses and took

them to Vicksburg, Miss., to fight yellow fever.

He arrived at Vicksburg on Sept. 1, was attacked

on Sept. 5, and died on Sept. 10. By special

order of President Rutherford B. Hayes, the re-

mains of Dr. Norris were removed from Vicks-

burg in 1879 and buried in the National Ceme-

tery at Chattanooga. Dr. Benjamin Rush Mont-

gomery (1848-1878) of Chattanooga but prac-

ticing at Cleveland, Tenn., volunteered to go to

Memphis to fight yellow fever. He died at the

Peabody Hotel on Oct. 9, 1878.

Yellow Fever in Nashville

Lindsley stated that from early August all

sleeping cars from infected points and all through

trains were prohibited from entering Nashville.

Products and goods from infected areas were also

not allowed to enter Nashville. With the co-

operation of railroad officials all trains entering

the city were inspected, and the Nashville medical

profession was asked to report all cases of yellow

fever to the Board of Health. Most, but not all,

cases were transported to an infirmary for yellow

fever patients located on a high hill about two

miles from Nashville.

The first case of yellow fever reported in

Nashville occurred Aug. 31 in a Memphis refu-

gee, and by Sept. 1, Nashville was filled with

refugees. Some stayed in hotels and boarding

houses but many were housed by relatives.

Citizens of Nashville became deeply concerned

when yellow fever was reported in Chattanooga

to the south and Bowling Green and Louisville

to the north, but no panic ensued and there is

no evidence of any great exodus. The Memphis

Daily Appeal for Oct. 15 published this report

from Nashville dated Oct. 11: “Yellow Jack has

been knocking at Nashville’s doors for admission,

but so far has not established a foothold. Six or

seven natives have died in the last few days of

yellow fever, but it was supposed they contracted

it in the infected district or on the trains. . .
.”

The last death from yellow fever in Nashville,

which occurred Oct. 16, was of an employee

of the L & N Railroad who had not been outside

Nashville. According to Lindsley, Nashville had

about 20 cases of yellow fever with 13 deaths

(five in homes and eight in the infirmary). Keat-

ing reported 96 cases and 18 deaths, all refugees.

Howard Relief Trains

A.D. Langstaff, president of the Memphis

Howard Association, made the decision on Oct.

7 to establish relief trains to supply physicians.
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JOHN HENRY ERSKINE, M.D.

(1834-1878)

John Henry Erskine was born Dec. 23, 1834 in

Huntsville, Ala., the fifth son of Dr. Alexander and

Susan Catharine (Russel) Erskine. His father was a

native of Monroe County, Va. (now West Va.), re-

ceived his M.D. degree in 1816 from the University

of Pennsylvania, and practiced in Huntsville from
1819 until his death in 1857 at the age of 66. TTiree

of his sons became physicians: Albert R., who prac-

ticed in Huntsville; Alexander (1832-1913), who
practiced in Memphis; and John Henry, the subject

of this sketch, who also practiced in Memphis.

John Erskine began his medical education in 1856

when, in company with his brother Alexander, he be-

gan reading medicine in the office of his father. John

and Alexander then attended the first course of medi-

cal lectures at the University of Virginia during the

session of 1856-1857. They took the second course

of lectures at the University of the City of New
York in 1857-1858, both graduating in March 1858.

After a visit with family and friends in Huntsville

the two brothers came to Memphis in October 1858

to begin the practice of medicine. Their practice

prospered until it was interrupted in 1861 by the

Civil War.

In April, 1861, John traveled to Montgomery, Ala.,

to offer his services to the Confederacy and was

commissioned assistant surgeon and assigned to the

Second Regiment Tennessee Volunteers commanded
by Col. W.B. Bate. By April 1862 he had been pro-

moted to medical inspector of the Second Brigade

under Brig.-Gen. Patrick Cleburne in the Third

Corps of the Army of Tennessee. After his heroic

activities at Shiloh he continued to win promotions

and remained connected with service in the field in

battles at Richmond, Ky.; Perryville, Murfreesboro,

Chickamauga, the Georgia campaign and finally, at

Bentonville, N.C. At the time of the surrender on

April 26, 1865, Dr. Erskine was medical director of

Gen. Joseph E. Johnston’s Army of Tennessee. He
was paroled May 1, 1865, and returned to Memphis.

Gen. W.B. Bate wrote in 1879 concerning Dr. Er-

skine’s military career:

It the custom of Dr. Erskine always to be on

the line of battle—up with the men of his com-

mand, giving personal attention to all duties that

appertained to his department of service, and by

example, inspiring confidence, while his presence

enforced proper attention to the wounded. . . .

Such evidences of coolness and personal courage

soon marked him with his comrades as a man of

heroic mould, as did his success, in the line of

his profession, mark him as a surgeon of skill.

With a laudable ambition, regulated by prudence,

and sensitive to the rights of others, he disarmed

jealously and brought generous rivalry to his aid.

His rapid promotion . . . gives an illustration of

what skill and capacity, impelled by true courage,

good moral habits, and unflagging energy and

strict attention to duty, can accomplish.

John and Alexander Erskine were reunited at the

end of the Civil War and resumed their partnership

in practice. As John remained unmarried, he also

lived in Alexander’s household. In 1873 John became

health officer of Memphis and continued to hold this

part-time position (his salary in 1878 was $1,000 per

year) until his death. He was put to a severe test

in 1873 when Memphis suffered from epidemics of

smallpox, cholera, and yellow fever. When yellow

fever struck again in 1878, he labored heroically

until he became ill on Sept. 12. Nursed by his broth-

er, he failed to rally and died on Sept. 17. His re-

mains were taken to Huntsville where they were

buried beside the grave of his father.

J.M. Keating wrote of him:

Dr. John H. Erskine was no ordinary man. Of
magnificent physique, finely formed, strikingly

handsome, over six feet in height, straight as an

Indian, he commanded universal respect. . . . He
TVU5' a man of tremendous energy, possessed of

fine executive ability and sound judgement; was

of excellent attainments and high character for

integrity and chivalry .... His death was an

irreparable public loss, a private, inconsolable

sorrow.

He was honored on March 13, 1974, with the

dedication of the John H. Erskine Memorial Library

in the Memphis and Shelby County Health Depart-

ment Building.
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nurses, and medical supplies to the communities

located along the railroad lines. He made this

decision after a visit to Brownsville and while en

route, “I made inquiries at the several depots at

which we stopped, and learned that fever had

broken out in nearly all of them, and that persons

were dying—had died, and remained unburied

—

to whom, in some instances, no assistance had

been rendered. Then I saw the necessity of es-

tablishing relief trains, which might leave Mem-
phis each morning with physicians, nurses, medi-

cine, etc., which trains would stop at each depot

long enough to enable the physicians to visit the

afflicted and leave with them nurses and supplies.”

Mr. Langstaff promptly contacted the Memphis
agents for the three major railroad lines—the

Louisville & Nashville, Memphis & Charleston,

and Mississippi & Tennessee—and gained their

consent to supply a locomotive and a baggage

car for such a purpose.

The first Howard Relief Train departed from

Memphis the morning of Oct. 9 on the L & N
Railroad. Some of the depots visited along this

route were Bartlett, Shelby Depot (Brunswick),

Callaway, Mason’s Depot, Brownsville, Bell’s De-

pot, Humboldt, Milan, McKenzie, Paris, and fi-

nally Erin. The second relief train left Memphis
on the morning of Oct. 10 on the Memphis &
Charleston line, to go as far as Grand Junction,

with stops at Germantown, Collierville, Rossville,

Moscow, and La Grange. The third relief train

left on Oct. 13 on the Mississippi & Tennes-

see line, visiting depots in northern Mississippi

as far south as Grenada (passing through White

Haven and Hernando). Memphis newspapers

regularly had a representative aboard these

Howard Relief Trains and published reports on

information obtained at each depot. These trains

were continued as long as there was a need for

them.

The Aftermath

On Oct. 29 the Memphis Board of Health

declared the epidemic at an end and refugees

were informed that it was safe to return. Actually

some refugees had returned earlier and a few

contracted yellow fever. Deaths continued until

mid-November. With the return to normalcy the

effort began to determine as accurately as possible

statistics on morbidity and mortality. The daily

reports to the Board of Health and the Howard
Association, as well as reports published in the

newspapers, were much too low. The final es-

timate was that there were 17,600 cases of yellow

fever in Memphis out of a population of about

20,000 with 5,150 deaths. Morbidity rates were

roughly similar between the races: about 12,000

blacks out of 14,000 contracted yellow fever

(86%) whereas about 5,600 out of 6,000 whites

were ill with the disease (93%). There was a

striking difference in mortality, however: 946

blacks died (8%) whereas 4,204 whites died

(75%). The overall mortality was 29%.

There were about 20,691 cases of yellow

fever in Tennessee in 1878, with a total of 6,145

(29.7%) deaths (see Appendix A for data from

specific communities). Nationally, it was esti-

mated that there were 120,000 cases of yellow

fever in 1878, mainly in Louisiana, Mississippi,

and Tennessee, with 20,000 deaths. The eco-

nomic loss to the United States from the yellow

fever epidemic of 1878 was over $100 million.

Yellow fever did not spare physicians. There

were 93 Tennessee related physician deaths. This

total consisted of 63 Tennessee physicians (Ap-

pendix B) and 30 out-of-state physicians who died

in Tennessee (Appendix C). The majority (62

or 66.7%) occurred in Memphis and Shelby

County; 29 were local physicians, 6 were Ten-

nessee physicians living outside Shelby County,

and 27 were from out of state. Since there was

no licensure in Tennessee until 1889, it is difficult

to determine the exact number of regular quali-

fied physicians practicing in Memphis and Shelby

County just prior to the 1878 epidemic. There

were 47 members of the Shelby County Medical

Society in 1878—17 of these had yellow fever

and 5 died (29%). The names of the 14 mem-
bers of the Medical Society of Tennessee who
died of yellow fever are indicated by asterisks

in Appendix B. Although the physicians of Mem-
phis were aware of the risk of remaining in the

city during the epidemic, it is clear from analysis

of the activities of the leading members of the

medical profession that few fled from the area.

One need only read the Memphis newspapers for

November and December 1878 to realize from

the abundance of tributes and testimonials that

the public appreciated the efforts of the medical

profession during the epidemic.
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ROBERT WOOD MITCHELL, M.D.

(1831-1903)

Robert Wood Mitchell was born Aug. 26, 1831,

in Madison County, Tenn., the son of Gen. Guil-

ford Dudley and Mary Wood Mitchell. At the age

of 5 he moved with his family to Mississippi, first

to Grenada and later to Jackson. His father served

as general of the Mississippi State Militia, quarter-

master in the Confederate States Army, and was
sometimes teacher and merchant. The young Mit-

chell received his literary education at Centenary Col-

lege, leaving at the age of 16 to become a clerk in a

drug store at Jackson. After acquiring suitable ex-

perience he entered into the drug business on his own
at Van Buren, Ark.

After two years at Van Buren Dr. Mitchell decided

his career was not providing adequate cultural and
educational opportunities so he returned to Missis-

sippi and began the study of medicine under Dr.

A.W. Washburne, his brother-in-law, at Yazoo City.

He attended medical lectures in New Orleans at the

University of Louisiana (now Tulane University),

1854-1856, obtaining his M.D, ckgree from that

school in March 1856. Having spent the summer of

1855 as a resident student at the City Hospital of

Vicksburg, he returned there after graduation as

physician to the City Hospital and it was during the

summer of 1855 at Vicksburg that he had his first

exposure to yellow fever.

Dr. Mitchell removed from Vicksburg in the

spring of 1858 and located in Memphis. He estab-

lished himself readily in the practice of medicine as

Memphis was then a rapidly growing city. He was

chosen secretary of the Memphis Board of Health

in 1859. When the city government authorized the

establishment of the Memphis Charity Hospital in

December 1860, Dr. Mitchell was appointed to the

board of trustees for the new hospital and was
elected to serve as secretary of the board.

When the Civil War interrupted most civilian

activities in the spring of 1861, Dr, Mitchell was
commissioned assistant surgeon of the 15th Tennes-

see Infantry Regiment, and when the Army of Ten-

nessee was organized Dr. Mitchell was appointed

surgeon to the 13th Tennessee Infantry Regiment on
Oct. 1, 1861. He served throughout the next four

years of war, rising from regimental to brigade and
division surgeon in the Army of Tennessee. He was
with Hood’s army during the Nashville campaign and
afterward retreated with Hood as far as Augusta,

Ga. There he obtained sick leave and went to Selma,

Ala., v/here he closed his military career when Wil-

son’s Federal Cavalry entered the town.

Dr. Mitchell returned to Memphis in 1865 and re-

sumed his practice. In 1868 he entered into a part-

nership with Dr. R.B. Maury (1834-1919) and there-

after the firm of Mitchell and Maury became promi-

nent for excellence of professional work, especially

in the field of obstetrics and gynecology. Dr. Mit-

chell’s only formal activity in medical education oc-

curred during the years 1869-1873 when he held the

chair of materia medica at the Memphis Medical

College.

On May 7, 1872, Dr, Mitchell married Miss Re-

becca Park, the daughter of William Park, a native

of Ireland who emigrated to Tennessee and became
a cotton buyer and commission merchant in Mem-
phis. They had no children.

Early in 1878 Dr, Mitchell accepted an appoint-

ment as president of the Memphis Board of Health.

He was a strong advocate of a strict annual quaran-

tine against yellow fever, but he encountered opposi-

tion from within the Board of Health, the local

medical profession, and the business community, so

he resigned from the board in July 1878. His resig-

nation was barely accomplished when yellow fever

struck Memphis and destiny appeared to have a larg-

er role in mind for him. Dr. Mitchell was appointed

medical director of the Howard Association on Aug.

27 and for the next two months he was involved

in leading the fight against yellow fever. He planned

the Howard Medical Corps in detail, established

standards of medical care for the Howard physicians,

and provided inspiration as well as practical leader-

ships for the Corps during the 1878 epidemic.

Following the epidemic of 1878 Dr. Mitchell was

a recognized national authority on yellow fever

and was often called upon for counsel at high levels

of public health planning. After Congress authorized

the formation of a National Board of Health in the

spring of 1879, Dr. Mitchell was appointed a mem-
ber of that board by President Hayes. He also

served on a special committee of the National

Board to prepare a sanitary survey of Memphis in

the fall of 1879.

Dr. Mitchell died at Memphis on Nov. 2, 1903, at

the age of 72.

198 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



The “death” of Memphis
Capers stated that Memphis, the old river

town, died in 1878. Although an exaggeration,

this is literally true in the sense that Memphis

gave up its charter and became a “taxing dis-

trict.” The act creating the Memphis Taxing

District was passed by the legislature on Jan. 29,

1879 and approved on Jan. 31. The government

of the taxing district served as an agent of the

state of Tennessee, and the state levied taxes, col-

lected taxes, and drew up an annual budget. For

14 years (1879-1893) this form of government

effectively controlled expenditures and brought

about a sound fiscal condition as well as carrying

out major sanitary and administrative reforms.

Among the major sanitary reforms were (1)

the Waring sewerage system, started early in 1880

(by 1900 it consisted of 152 miles of sewers);

and (2) an artesian water system that assured

an abundance of uncontaminated water. Lesser

sanitary achievements involved removal of the

decaying Nicholson wood blocks and paving the

major streets with a more durable stone surface.

Also a determined effort was made to clean up

the city with better scavenger service, improved

subsoil drainage, and demolition of several

hundred substandard buildings.

The epidemic of 1878 stimulated organization

or strengthening of boards of health at local and

national levels. Under the Memphis Taxing Dis-

trict government a new Board of Health was or-

ganized in February 1879 with Dr. G.B. Thorn-

ton as president. The new board had more power

to enforce city health ordinances and was less

susceptible to political influences. At the state

level, the Tennessee State Board of Health was

given added powers and provided with funding

by an act of the legislature approved March 26,

1879. Thereafter the State Board could function

effectively in establishing and enforcing sound

public health measures.

At the national level. President Rutherford B.

Hayes in his message to Congress on Dec. 2,

1878 alluded to the epidemic stating, “It is im-

possible to estimate with any approach to accu-

racy the loss to the country occasioned by this

epidemic. It is reckoned by the hundreds of mil-

lions of dollars.” The Congress responded to the

concern of the President by establishing a Na-

tional Board of Health, approved March 3, 1879

and organized April 2 of the same year. A second

act approved June 2, 1879 defined the power

and duties of the board and limited its duration

to four years. The National Board of Health

promptly established a special committee to make
a sanitary survey of Memphis and made recom-

mendations as to steps to be taken to correct

deficiencies. This committee consisted of Drs.

J.S. Billings, H.A. Johnson, and R.W. Mitchell.

It spent a week in Memphis in late November
1879 along with its expert advisers. Dr. C.F.

Folson, secretary. State Board of Health of Mas-
sachusetts, and Col. George E. Waring, Jr., civil

engineer, and made its report on March 1, 1880

recommending a sanitary reform program be

carried out by the state and local boards of health.

Unfortunately all these sanitary reforms could

not be initiated before another yellow fever epi-

demic struck Memphis. The first death occurred

July 9, 1879, the earliest that yellow fever had

ever appeared in Memphis. The pattern of panic

and exodus, establishment of refugee camps, and

activation of private relief organizations was es-

sentially the same as in 1878. By the close of

July about 16,000 persons remained out of a

population of about 40,000. There were two

major differences in 1879, however: (1) local,

state, and national boards of health established a

strict quarantine and saturated the city with dis-

infectants, and (2) of the 16,000 persons who re-

mained, 9,743 were immune to yellow fever. At

the close of the epidemic in early November the

total number of cases was 1,540 (860 white and

680 black) with 497 deaths (391 white, 106

black). The major damage to Memphis from the

1879 epidemic was the failure of many of the

middle and upper class refugees to return. St.

Louis and Atlanta were the principal beneficiar-

ies. The 1880 census showed Memphis with a

population of 33,592 instead of the 80,000 pro-

jection based on the growth rate for the previous

three decades. But this staggering loss was soon

overcome. The population of Memphis in 1890

was 64,495 and in 1900 had reached 102,320, a

gain of 68,720 in two decades. Whether this gain

compensated Memphis for its loss in reputation

and experienced business leaders is difficult to de-

termine. Capers is one historian who concluded

that the handicap was not overcome and stated in

1939 “.
. . it can be suggested with some justifi-

cation that Atlanta owes its present position as

the ‘New York of the South’ more to the work

of the Aedes aegypti in Memphis a half a cen-

tury ago than to any other cause.”

Yellow fever made its final appearance in

Memphis in 1897 when 50 cases were reported

with 13 deaths. Whether this long absence of yel-

low fever was due to improved sanitation, stricter
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enforcement of quarantine laws, or some un-

known factor in the natural history of yellow

fever is not clear,

G.B. Thornton, M.D., in his presidential ad-

dress delivered before the Medical Society of the

State of Tennessee on May 9, 1882 summed up

his thoughts concerning the yellow fever epi-

demics of 1878 and 1879;

To me it is painful to dwell even for a moment
upon those sad events, the reminders of untold

misery, and to many irreparable losses. But it is

with feelings of profound pride that I refer to

periods when, under the most trying ordeals,

members of our professions exhibited those quali-

ties and qualifications which proved them worthy

of their high calling and entitled them to the re-

spect and admiration of the whole world.

GUSTAVUS BROWN THORNTON, M.D.

(1835 -1914)

Gustavus Brown Thornton was born Feb. 22, 1835,

in Bowling Green, Va. He was the son of James

Bankhead and Marianna T. (Horner) Thornton,

who moved to Memphis in 1847. From that

time his activities were largely identified with the

Bluff City. He obtained his literary education at

Richmond College.

Thornton began the study of medicine in 1856

under the direction of his preceptor. Dr. Howell R.

Robards (ca. 1815-1860), professor of surgery at

the Memphis Medical College, who in 1856 per-

formed the first successful operation in Tennessee

for vesicovaginal fistula. Thornton attended two

sessions of lectures at the Memphis Medical College

and received his M.D. degree in March 1858. He
then traveled to New York for further study and

obtained a second M.D. degree in March 1860 from

the University of the City of New York. Dr. Thorn-

ton began his practice of medicine in Memphis in the

spring of 1860.

He had barely started his practice when the Civil

War attracted him into military service in the Con-

federacy. He was commissioned assistant surgeon in

Johnston’s Artillery Company of the Provisional

Army of Tennessee, organized at Memphis on April

21, 1861, and was appointed to the rank of surgeon

on Jan. 4, 1862. In March 1862 he was assigned

to the staff of Maj.-Gen. J.P. McCown, at Corinth,

Miss. He became chief surgeon on the staff of Maj.-

Gen. A.P. Stewart on July 18, 1863, and in the

spring of 1865 at the reorganization of the Army of

Tennessee he was assigned to the staff of Maj.-Gen.

E.C. Walthall, with whom his military career was

terminated. Except for the battle of Shiloh, Dr.

Thornton was involved in every major battle fought

by the Army of Tennessee during the four years of

conflict. As the youngest division surgeon in the

Confederate Army, he obtained much experience in

surgery and an interest that continued into his career

in civilian private practice.

Dr. Thornton returned to Memphis in August

1865 and resumed his private practice, and in Sep-

tember 1866 was appointed assistant physician to the

Memphis City Hospital under Dr. J.M. Keller. He
resigned this post in 1867 but when Dr. Keller was

called to the chair of surgery in Louisville, Ky., in

1868, Dr. Thornton accepted appointment as physi-

cian-in-charge of the City Hospital, a position he

held from October 1868 to February 1879. During
Dr. Thornton’s administration the City Hospital was
involved in several major epidemics: smallpox, win-

ter of 1872-1873; cholera, 1873; yellow fever, 1873

and 1878. With his health impaired from these stren-

uous duties at the City Hospital, Dr. Thornton
resigned to devote more time to his private practice.

Under the new government of the Memphis Taxing
District Dr. Thornton became president of the Board
of Health, holding this important appointment for

the periods of 1879-1888 and 1893-1897. The yellow

fever epidemic of 1879 provided the new board with

a severe test but with firm governmental backing the

epidemic was controlled and loss of life was small.

Under Dr. Thornton’s direction most of the major

sanitary reforms recommended for Memphis were

carried out. Having accumulated much experience

in public health administration. Dr. Thornton was
appointed to the Tennessee State Board of Health in

1879 and was reappointed in 1883. He was also

active in the American Public Health Association

and frequently read a paper on some aspect of pub-

lic health at its annual meeting. He participated in

the governance of the association, serving as a mem-
ber of the advisory council, member of the executive

committee, and as a vice president.

Aside from his work in public health. Dr. Thorn-

ton continued his private practice and found time to

be active in local and state medical societies. He
became a member of the Shelby County Medical

Society (now the Memphis and Shelby County Med-

ical Society) at the time of its organization in April

1876 and served as president in 1909. Dr. Thornton

became a member of the Medical Society of Ten-

nessee at its first meeting in Memphis in April 1878

and served the Society as President in 1881-1882.

Dr. Thornton married Miss Louisa Hullum, of

Memphis, in December 1869. She died in 1875,

leaving two young children, a daughter and a son.

Dr. Thornton was married a second time on April

4, 1887, to Mrs. Gustavus A. Henry, nee Miss Ella

W. Winston, of Alabama. His third wife, whom he

married in 1906, was the former Mrs. Mary B.

Fowler, of Griffin, Ga.

After a distinguished career in the practice of

medicine and in public health. Dr. Thornton died

May 13, 1914 in Culpepper, Va., at the age of 79.
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APPENDIX A

YELLOW FEVER IN TENNESSEE IN 1878

County Town No. of Cases No. of Deaths

Shelby Bartlett/ Cedar Grove 35 23

Buntyn 1 1

Capleville 1 0

Collierville 135 57

Frayser Station 46 20

Germantown 81 45

Gill’s Station 1 1

Memphis 17,600 5,150

Nubbin Ridge 1 1

Raleigh 64 18

Shelby Depot (Brunswick) 3 3

White Haven 5 2

Withe Depot (Arlington) 16 7

Fayette Gallaway 13 8

La Grange 152 37

Moscow 75 34

Rossville 27 7

Somerville 151 58

Williston 16 11

Tipton Covington 1 1

Mason’s Depot (Mason) 61 24

near Mason 3 3

Hardeman Bolivar 2 2

Grand Junction 201 82

Haywood Brownsville 844 212

Madison Jackson 8 3

outside Jackson 20 20

Crockett Bell’s Depot (Bells) 5 3

Gadsden 6 4

.r'

Gibson Milan 26 11

Carroll Huntingdon 1 1

McKenzie 14 4

Weakley Martin 126 34

Henry Paris 118 28

Obion Union City 1 1

McNairy Bethel Springs 1 1

Houston Erin 38 10

Davidson Nashville 96 18

Rutherford Beech Grove 1 1

Murfreesboro 1 1

Franklin Winchester 1 1

Hamilton Chattanooga 693 197

MARCH, 1979

TOTAL 20,691 6,145 (29.7%)
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APPENDIX B

TENNESSEE PHYSICIANS WHO DIED OF YELLOW FEVER IN 1878

Name Residence
Date of death; place

(if not residence)

1. Armstrong, William James* Memphis Sept. 20

2. Avent, Benjamin Ward* Memphis Sept. 12

3. Baird, Edward Montesque Chattanooga Oct. 13

4. Barr, Robert Nelson* Chattanooga Oct. 13

5. Bartholomew, Orlando Duff* Nashville Oct. 8—Memphis

6. Beecher, Peyton D. Memphis Sept. 15

7. Bledsoe, P., Sr. Collierville Sept. 12

8. Blackman, Martin Clark* Nashville Oct. 7—Vicksburg, Miss.

9. Bond, Thomas W. Brownsville Sept. 16—Memphis

10. Bone, James T. Yorkville, Gibson Co. Oct. 6—Fulton, Tenn.

11. Boyd, James Green Milan Sept. 22

12. Burrows, Dr. Memphis Sept. 9

13. Clarke, S. R. Memphis Sept. 20

14. Coleman, A.A., Jr. Bolivar Oct. 12

15. Cone, William C. Franklin Sept. 20

16. Dawson, George R.* Memphis Sept. 24

17. Dickinson, P.M. Memphis Sept. 6

18. Dobbins, A.M.C. Williston Sept. 16

19. Erskine, John Henry* Memphis Sept. 17

20. Ewell, Alexander C.* Memphis Nov. 3

21. Garvin, Joseph Gabbeo Williston Sept. 17

22. Gray, [J.M.?] La Grange Sept/Oct

23. Grigsby, James P. Dickson Co. Oct. 1—Erin, Tenn.

24. Harris, Edward Winston Somerville Oct. 6/8

25. Hicks, John Barner* Murfreesboro Sept. 17—Memphis

26. Hill, John S. Moscow Oct. 6/8

27. Hobson, Joe L. Somerville Sept/ Oct

28. Hodges, William R.* Memphis Sept. 4

29. Hopson, Howell R. Memphis Aug. 25—Murfreesboro

30. Hunter, John Huntersville, Madison Co. Sept/Oct—Bell’s Depot

* Member, Medical Society of Tennessee (now the Tennessee Medical Association)
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Date of death; place

Name Residence (if not residence)

31. Ingalls, John Memphis Sept. 5

32. Lawton, R.H. Paris Sept. 27—Louisville, Ky.

33. Lindley, Newton Adams Grand Junction Sept. 28—New York City

34. Lowry, William R. Memphis Oct. 6

35. Luck, S.M. Collierville Sept/ Oct

36. McGregor, Thomas H. Mt. Zion, Tipton Co. Sept. 15—Memphis

37. McKay, Robert Hayes Germantown Sept. 29

38. Menees, Thomas Williams* Nashville Sept. 16—Memphis

39. Milam, Emerson E. Paris Sept. 11+

40. Montgomery, Benjamin Rush Chattanooga Oct. 9—Memphis

41. Moore, Andrew Memphis Oct. 3

42. Nelson, William W. Memphis Sept. 9

43. Norris, James Barby* Chattanooga Sept. 10—Vicksburg, Miss.

44. Otey, Paul Hooker Memphis Sept. 28

45. Patillo, R.H. Memphis Sept. 11

46. Pato, John S. Stanton Oct. 10

47. Peebles, Berlin Memphis Oct. 2

48. Peete, John Speed Mason Oct. 6

49. Penn, J.E. Memphis Sept. 16

50. Perkins, Peter Augustus Collierville Sepi. 17

51. Posey, H.J. Memphis Oct. 25— Bartlett

52. Prewitt, Nathan Hill* Grand Junction Oct. 11

53. Raines, Samuel Lanier White Haven Sept. 7

54. Rice, Archibald Alexander Mason Sept. 6

55. Robbins, William H. Memphis Aug. 25

56. Rogers, John C.* Memphis Aug. 24

57. Rogers, John Murray Memphis Sept/ Oct

58. Tarry, Thomas H. Gallaway Oct. 7

59. Ware, John James Brownsville Oct. 8

60. Watson, Kendall P. Memphis Aug. 28

61. Wheeler, J.M. Moscow Sept. 21

62. Wills, William Thaddeus Brownsville Sept. 26

63. Woodard, John D. Memphis Sept. 13
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APPENDIX C

OUT-OF-STATE VOLUNTEER PHYSICIANS WHO DIED IN

TENNESSEE OF YELLOW FEVER IN 1878

Name Residence Date and Place of Death

1. Ball, C.W. New Orleans, La. Sept/ Oct at Grand Junction

2. Bankson, J.S. Stevenson, Ala. Sept. 17 at Memphis

3. Beatty, J.H. Mobile, Ala. Sept/ Oct at Grand Junction

4. Bobo, Burwell A. Thomasville, Ga. Oct. 3 at Memphis

5. Burcham, Robert Columbus, Ohio Sept. 25 at Memphis

6. Cheviss, Langdon A. Savannah, Ga. Sept. 25 at Memphis

7. Easley, Edward Tandy Little Rock, Ark. Sept. 30 at Memphis

8. Forbes, James A. Round Rock, Tex. Sept. 24 at Memphis

9. Force, F.H. Hot Springs, Ark. Oct. 13 at Memphis

10. Fort, R.B. Louisiana Sept/Oct at Memphis

11. Gorrell, J.G.O. Fort Wayne, Ind. Sept. 21 at Memphis

12. Guntlach, Dr. St. Louis, Mo. Oct. 17 at Brownsville

13. Harlan, L.B. Hot Springs, Ark. Sept, 14 at Memphis

14. Heady, T.J. Sherman, Tex. Sept. 22 at Memphis

15. Keating, Michael Tonnel New York, N.Y. Oct. 18 at Memphis

16. McKim, J.W. St. Louis, Mo. Sept. 9 at Memphis

17. Manning, G.D. Austin, Miss. Sept. 20 at Memphis

18. Meade, W.C. Hopkinsville, Ky. Sept. 7 at Memphis

19. Nugent, P.C. St. Louis, Mo. Sept. 14 at Memphis

20. Pearce, Hiram M. Cincinnati, Ohio Sept. 18 at Memphis

21. Penisse, J.G. Indianapolis, Ind. Sept/Oct at Memphis

22. Reinhardt, F. Baton Rouge, La. Oct. 13 at Memphis

23. Renner, J.G. Indianapolis, Ind. Sept. 16 at Memphis

24. Roberts, C.S. Sulpur Springs, Ky. Sept. 29 at Memphis

25. St. Clair, Thomas Clifton Vaiden, Miss. Oct. 7 at Germantown

26. Sample, G.F. Austin, Miss. Oct. 7 at Memphis

27. Tate, R.H. Cincinnati, Ohio Sept. 21 at Memphis

28. Tuerke, P. Cincinnati, Ohio Sept. 29 at Memphis

29. White, J.M.S. Atlanta, Ga. Sept. 24 at Memphis

30. Williams, R.B. Woodlawn, Ky. Sept. 7 at Memphis
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Holiday Inn-Rivermont.
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YOU’LL GET PROMPT
PROFESSIONAL RESULTS
WHEN YOU REFER A
HEARING-IMPAIRED
PATIENT TO A

Hearing Aid Specialist
IN TENNESSEE

YOUR INDEPENDENT AUTHORIZED DEALERS ARE:

Nils L Cruz
Beltone Hearing Aid Service

301 Montgomery Street

Box 1097
Johnson City, Tennessee 37601
(615) 928-9285

Noble Davis

Beltone Hearing Aid Service

433 East Spring Street

Cookeville, Tennessee 38501
(615) 526-1711

Robert G. Donahue
Beltone Hearing Aid Center
164 6th Avenue, North

Nashville, Tennessee 37203
(615) 256-1862

M..

.

''

James C. Dowlen
Beltone of Chattanooga
Suite 1 1 1 Doctor’s Bldg.

744 McCallie Avenue
Chattanooga, Tennessee 37402^
(615) 266-3725

Johnny Elias

Beltone Hearing Aid Center
105 South Court Street

Memphis, Tennessee 38103
(901) 525-1553

Beltone Hearing Aid Center
39 North Third

Memphis, Tennessee 38103
(901) 526-3831

Beltone Hearing Aid Center
1231 East Raines Road
Memphis, Tennessee 38116
(901) 396-2741

Beltone Hearing Aid Center
3277 Austin Peay
Memphis, Tennessee 38128
(901) 372-2900

Beltone Hearing Aid Center
205 West Market
Dyersburg,.Tennessee 38024.
(901) 285-2218

Beltone Hearing Aid Center
14 Locust Lane
Jackson, Tennessee 38301
(901) 422-2951

Beltone Hearing Aid Center
108 East Huntington
Jonesboro, Arkansas 72401
(615) 932-4578

Beltone Hearing Aid Center
II 01 South Gloster

Tupelo, Mississippi 38801
(601) 842-6325

Melvin A. Levy
Beltone of Knoxville

308 West Church Avenue
Knoxville, Tennessee 37902
(615) 524-5509

Beltone Hearing Aid Service
304 Cherokee Street

P.O. Box 1125
Kingsport, Tennessee 37660
(615) 247-3731

Beltone Hearing Aid Service
1139 South Cumberland
P.O. Box 303
Morristown, Tennessee 37814
(615) 581-3808

cr ..c . Thomas Stewart |
Beltone Hearing Aid Service

933 Madison Street ,

Clarksville, Tennessee 37040
(615) 645-4467

Beltone Hearing Aid Service

Public Square 103 E. Main
/Gallatin, Tennessee 37066

.<-l>(615) 452-5166
M

^ William B. West
Beltone Hearing Aid Center
605 North Garden Street

Columbia, Tennessee 38407
(615) 388-3646

Beltone Hearing Aid Service

404 South College
Winchester, Tennessee 37398
(615) 967-2482

Beltone Hearing Aid Center
4515 Poplar

Memphis, Tennessee 38117
(901) 682-7807

WORLD LEADER IN HEARING AIDS AND HEARING TEST INSTRUMENTS

ELECTRONICS CORPORATION
4201 West Victoria Street • Chicago, Illinois 60646
An American Company



• in the functional bowel/irritable bowel syndronne*

Bentyl*
(dicyclomine hydrochloride USP)
10 mg. capsules, 20 mg. tablets,

10 mg./5 ml. syrup, 10 mg./ml. Injection

helps control abnormal motor activity

with minimal anticholinergic side effects^

Demonstrated smooth muscle relaxant activity.

In this double-blind study, twenty patients having G.l. series and exhibiting

spasm were randomly selected to receive either 2 cc. of Bentyl or sodium
chloride intramuscularly. Ten minutes after the injection another radiograph
was taken . .

.

. . . Bentyl produced definite relaxation in 8 of 10 patients. The sodium chloride

produced relaxation in only 3 of 10. No side effects occurred in either group of patients.

Pylorospasm has
almost totally blocked

passage of barium
meal.

Barium meal beginning

to pass 1 0 minutes

after intramuscular

injection of 20 mg. Bentyl

“The correlation of spasm relief and drug given was excellent.

Reference:

King. J.C. and Starkman, N.M.: Evaluation of an antispasmodic.

Double-blind evaluation to control gastrointestinal spasms
occurring during radiographic examination. A preliminary report.

Western Med. 5:356-358, 1964.

Merrell

This drug has been classified probably " effective in treating

functional bowel/irritable bowel syndrome.

tSee Warnings, Precautions and Adverse Reactions.

See following page for prescribing information.

e-4420 (Y736A) MNR-804



Bentyl®
(dicyclomine hydrochloride USP)

Capsules, Tablets, Syrup, Injection

AVAILABLE ONLY ON PRESCRIPTION

Brief Summary

INDICATIONS

Based on a review of this drug by the National Academy of

Sciences-National Research Council and/or ofher informa-

tion, FDA has classified the following indications as "prob-

ably” effective:

For the treatment of functional bowel/irritable bowel

syndrome (irritable colon, spastic colon, mucous

colitis) and acute enterocolitis.

THESE FUNCTIONAL DISORDERS ARE OFTEN RE-

LIEVED BY VARYING COMBINATIONS OF SEDATIVE,

REASSURANCE, PHYSICIAN INTEREST, AMELIDRA-

TION OF ENVIRONMENTAL FACTORS.

For use in the treatment of infant colic (syrup).

Final classification of the less-than-effective indications

reguires further investigation.

CONTRAINDICATIONS: Obstructive uropathy (for example, bladder

neck obstruction due to prostatic hypertrophy); obstructive

disease of the gastrointestinal tract (as in achalasia, pyloro-

duodenal stenosis); paralytic ileus, intestinal atony of the elderly

or debilitated patient, unstable cardiovascular status in acute

hemorrhage; severe ulcerative colitis; toxic megacolon compli-

cating ulcerative colitis; myasthenia gravis. WARNINGS: in the

presence of a high environmental temperature, heat prostration

can occur with drug use (fever and heat stroke due to decreased

sweating). Diarrhea may be an early symptom of incomplete

intestinal obstruction, especially In patients with ileostomy or

colostomy. In this instance treatment with this drug would be

inappropriate and possibly harmful. Bentyl may produce drowsi-

ness or blurred vision. In this event, the patient should be warned

not to engage in activities requiring mental alertness such as

operating a motor vehicle or other machinery or perform hazard-

ous work while taking this drug. PRECAUTIONS: Although studies

have failed to demonstrate adverse effects of dicyclomine hydro-

chloride in glaucoma or in patients with prostatIc hypertrophy, it

should be prescribed with caution in patients known to have or

suspected of having glaucoma or prostatic hypertrophy. Use with

caution in patients with: Autonomic neuropathy. Hepatic or renal

disease. Ulcerative colitis. Large doses may suppress intestinal

motility to the point of producing a paralytic ileus and the use of

this drug may precipitate or aggravate the serious complication of

toxic megacolon. Hyperthyroidism, coronary heart disease, con-

gestive heart failure, cardiac arrhythmias, and hypertension.

Hiatal hernia associated with reflux esophagitis since anticholin-

ergic drugs may aggravate this condition.

Do not rely on the use of the drug in the presence of complication of

biliary tract disease. Investigate any tachycardia before giving

anticholinergic (atropine-like) drugs since they may increase the

heart rate. With overdosage, a curare-like action may occur.

ADVERSE REACTIONS: Anticholinergics/antispasmodics produce

certain effects which may be physiologic or toxic depending upon

the individual patient's response. The physician must delineate

these. Adverse reactions may include xerostomia; urinary hesi-

tancy and retention; blurred vision and tachycardia; palpitations;

mydriasis; cycloplegia; increased ocular tension, loss of taste;

headache; nervousness; drowsiness; weakness; dizziness; insom-

nia; nausea; vomiting; impotence; suppression of lactation; con-

stipation; bloated feeiing;‘severe allergic reaction or drug

idiosyncrasies including anaphylaxis; urticaria and other dermal

manifestations; some degree of mental confusion and/or excite-

ment, especially in elderly persons; and decreased sweating. With

the injectable form there may be a temporary sensation of

lightheadedness and occasionally local irritation. DOSAGE AND
ADMINISTRATION. Dosage must be adjusted to individual patient's

needs.

Usual Dosage: Bentyl 10 mg. capsule and syrup: Adults. 1 or 2

capsules or teaspoonfuls syrup three or four times daily. Children

1 capsule or teaspoonful syrup three or four times daily. Infants: Vi

teaspoonfui syrup three or four times daily. (May be diluted with

equal volume of water.) Bentyl 20 mg.: Adults: 1 tablet three or four

times daily. Bentyl Injection: Adu/fs.' 2 ml. (20 mg.) every four to six

hours intramuscularly only. NOT FOR INTRAVENOUS USE. MAN-
AGEMENT OF OVERDOSE: The signs and symptoms of overdose are

headache, nausea, vomiting, blurred vision, dilated pupils, hot, dry

skin, dizziness, dryness of the mouth, difficulty in swallowing, CNS
stimulation. Treatment should consist of gastric lavage, emetics,

and activated charcoal. Barbiturates may be used either orally or

intramuscularly for sedation but they should not be used if Bentyl

with Phenobarbifal has been ingested. If indicated, parenteral

cholinergic agents such as Urecholine^ (bethanecol chloride USP)

should be used.

Product Information as of October, 1978.

Injectable dosage forms manufactured by CONNAUGHT LABORA-

TORIES, INC., Swiftwater, Pennsylvania 18370 or TAYLOR PHAR-

MACAL COMPANY. Decatur, Illinois 62525 for MERRELL-NATIONAL

LABORATORIES, Division of Richardson-Merrell Inc., Cincinnati,

Ohio 45215. U.S.A.

Valley

Psychiatric

Hospital
P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment
facility with programs designed to treat psycho-
logical, alcoholic and drug abuse problems of

adults, adolescents and children.

A full range of treatment modalities is utilized,

including individual and group psychotherapy,
pharmacological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and
adolescents, recreational, occupational and the

complete range of expressive therapies. Group
therapy is five days each week with individual

therapy at least three days a week. Patients

have six hours a day in scheduled therapeutic

activities. Comprehensive outpatient services
are available with outpatient group therapy ses-
sions being held two nights each week.

Licensed by the State of Tennessee. A mem-
ber of the Tennessee Hospital Association, the

American Hospital Association, and the National

Association of Private Psychiatric Hospitals. Ac-
credited by the Joint Commission on Accredita-
tion of Hospitals.

Psychiatry

John Bolinger, M.D.
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Peter L. DeRuiter, M.D.

Henry Evans, M.D., F.A.C.P.,
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John S. McDougal, M.D.
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Jerry C. Gilliland, Ph.D.
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CAT Scan of the Month

GORDON HEPWORTH,.M.D, and STEPHEN GAMMILL, M.D.

A 52-year-old white man was admitted to the hos-

pital complaining of generalized abdominal pain and
fever. Previous operations included a total colectomy
and pelvic exenteration for carcinoma of the colon,

an ileal loop colostomy, and multiple operations for

small bowel obstruction 12 years previously.

Temperature on admission was 104 F. WBC count
was 19,700 with a normal Hgb and Hct. Blood cul-

tures grew Proteus mirabilis. An excretory urogram
showed bilateral staghorn calculi and a possible mass
in the left kidney. Ultrasound confirmed this finding.

A renal arteriogram suggested that the mass was non-
neoplastic. An abscess of the kidney was the diagnosis
of choice at this time. Gallium-67 citrate scan failed

to localize within the kidneys.

Discussion

CAT scan of the abdomen showed an exten-

sion of normal renal parenchyma anteriorly from

the left kidney; it was believed to be a pseu-

dotumor. Figure 1 is a cut from the scan above

the left kidney. The superior pole of the right

kidney may be seen adjacent to the liver. The

spleen is visible and butresses the lateral ab-

dominal wall on the left of the patient. The

radiopacity abutting it was believed to be a loop

of bowel.

The patient was continued on antibiotics over

the next two weeks, but became clinically worse,

so a repeat CAT scan was performed. Please

examine Figure 2, a cut made two weeks later

at about the same level as the one in Figure 1.

Do you see a difference?

The “loop of bowel” has grown and invaded

the spleen. On other cuts the mass extended su-

periorly to the diaphragm and was mottled in

appearance, suggesting an abscess.

At operation, the left kidney was not involved

by the abscess, which extended up to and through

the left hemidiaphragm; it was drained through

the abdomen and chest. Its origin was uncertain,

but may have arisen from the tail of the pancreas.

This case demonstrates a sound radiographic

From the Department of Radiology, Baptist Memorial
Hospital, 899 Madison Ave., Memphis, TN 38146.

Figure 2

principle that applies to all radiographic exami-

nations as well as CAT scanning. If the diagnosis

is at first elusive, follow-up examinations may
eventually solve the problem.

The patient recovered satisfactorily and was

discharged in good condition.

FINAL DIAGNOSIS: Subphrenic and abdominal

abscess of undetermined etiology. r ^
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 62-year-old man was admitted to St. Thomas Hos-
pital with progressive “dizziness.” He had not had syn-

cope and denied vertigo but stated the episodes con-

sisted of “faint” sensation. In 1972 following progres-

sive angina pectoris he had a coronary arterial bypass
graft to the anterior descending, right and obtuse mar-
ginal coronary arteries. He had no subsequent chest

pain, but in March, 1977 he was hospitalized for fre-

quent premature ventricular contractions and an echo-
cardiogram disclosed an enlarged left ventricle and
diminished left ventricular contractility. He has been
on Quinaglute, and the quinidine level prior to hos-
pitalization was 1.1 mg/liter. The patient smokes one
pack of cigarettes a day. He has not been taking

digitalis glycosides.

The blood pressure was 120/80. A diffuse left ven-
tricular impulse was palpable in the sixth intercostal

space in the anterior axillary line, and an gallop

was audible. There was a grade 1 blowing systolic

murmur. The potassium level was 4.7 mEq/liter. An
electrocardiogram was obtained (Fig. 1).

The interval from the first to the third beat is

twice this expected interval. Therefore, there is

a fully compensatory pause following the bizarre

premature second beat (leads I, II and III). The
QRS forces of these five beats are leftward. The
fifth beat (seen in AVR, AVL and AVF) is less

wide and has somewhat less voltage than the

fourth beat. Note that this beat is preceded by a

P wave (which can be seen best in leads AVR
and AVF). This represents a “fusion” beat, re-

sulting from the ventricles being captured par-

tially by normal pathways and partially by an

ectopic focus. The sixth QRS complex (also seen

in AVR, AVL, AVF) is preceded by a P wave
at 0.18 seconds and has a normal configuration.

P waves are also clearly identified in the remain-

The electrocardiogram shows for the first five

beats wide bizarre QRS complexes not preceded

by a P wave. Note that the second beat occurs

prematurely. The interval between the third and

fourth and fourth and fifth beats is 0.78 seconds.

From the Department of Cardiology, St. Thomas
Hospital, P.O. Box 380, Nashville, TN 37202.
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ing beats in leads Vi through Ve.

This patient is felt to have accelerated idioven-

tricular rhythm at a rate of 74/min. The lack of

P waves and the wide, bizarre configuration of

the QRS complexes in addition to the appearance

of a fusion beat strongly suggests ventricular

origin of the first five complexes. It is of interest
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that the second complex is premature and does

not interrupt the underlying rhythm, suggesting

an entrance block preventing depolarization of the

underlying ventricular focus. It is this phenom-

enon that allows regular depolarization of a

parasystolic focus. A 24-hour Holter scan on this

patient disclosed frequent runs of idioventricular

rhythm which would appear following slight

slowing of the sinus rate. There are also multi-

form premature beats with parasystole noted in

the Holter scan.

Although this rhythm may often be seen in

digitalis toxicity, the patient was not taking digi-
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A reminder

ZYLOPRIM'
(allopurinol)

100 and 300 mg scored Tablets

• inhibits uric acid formation

• helps prevent urate crystal

depositions in synovia

• reduces risk of uric

acid lithiasis

INDICATIONS AND USE: This is not an innocuous
dru^ and strict attention should be given to the
indications for its use. Pending further investiga-

tion, its use in other hyperuricemic states is not

indicated at this time.

Zyloprim'* (allopurinol) is intended for;

1. treatment of gout, either primary, or secondary to the

hyperuricemia associated with blood dyscrasias and
their therapy;

2. treatment of primary or secondary uric acid nephrop-

athy, with or without accompanying symptoms of gout,

3 treatment of patients with recurrent uric acid stone

formation;

4. prophylactic treatment to prevent tissue urate deposi-

tion, renal calculi, or uric acid nephropathy in patients

with leukemias, lymphomas and malignancies who are

receiving cancer chemotherapy with its resultant ele-

vating effect on serum uric acid levels.

CONTRAINDICATIDNS: Use in children with the
exception of those with hyperuricemia secondary to

malignancy The drug should not be employed in nursing

mothers.

Patients who have developed a severe reaction to

Zyloprim should not be restarted on the drug.

WARNINGS: ZYLOPRIM SHOULD BE DISCONTINUED
AT THE FIRST APPEARANCE OF SKIN RASH OR ANY
SIGN OF ADVERSE REACTION. In some instances a skin

rash may be followed by more severe hypersensitivity

reactions such as exfoliative, urticarial and purpuric

lesions as well as Stevens-Johnson syndrome (erythema

multiforme) and very rarely a generalized vasculitis which

may lead to irreversible hepatotoxicity and death.

A few cases of reversible clinical hepatotoxicity have

been noted and in some patients asymptomatic rises in

serum alkaline phosphatase or serum transaminase have

been observed. Accordingly, periodic liver function tests

should be performed during the early stages of therapy,

particularly in patients with pre-existing liver disease.

Patients should be alerted to the need for due precau-

tions when engaging in activities where alertness is

mandatory.

Nevertheless, iron salts should not be given simulta-

neously with Zyloprim. This drug should not be
administered to immediate relatives of patients with

idiopathic hemochromatosis.

In patients receiving Purinethoi® (mercapto-
purine) or Imuran® (azathioprine), the concomitant
administration of 300-600 mg of Zyioprim per day
wifi require a reduction in dose to approximateiy
one-third to one-fourth of the usuai dose of mercap-
topurine or azathioprine. Subsequent adjustment
of doses of Purinethoi or Imuran should be made
on the basis of therapeutic response and any
toxic effects.

Usage in Pregnancy and Women of Childbearing Age.

Zyloprim® (allopurinol) should be used in pregnant

women or women of childbearing age only if the potential

benefits to the patient are weighed against the possible

risk to the fetus.

PRECAUTIONS: Some investigators have reported an

increase in acute attacks of gout during the early stages
of allopurinol administration, even when normal or sub-

normal serum uric acid levels have been attained.

It has been reported that allopurinol prolongs the half-life

of the anticoagulant, dicumarol. This interaction should

be kept in mind when allopurinol is given to patients

already on anticoagulant therapy, and the coagulation

time should be reassessed.

A fluid intake sufficient to yield a daily urinary output of

at least 2 liters and the maintenance of a neutral or,

preferably, slightly alkaline urine are desirable to (1)

avoid the theoretic possibility of formation of xanthine

calculi under the influence of Zyloprim therapy and (2)

help prevent renal precipitation of urates in patients

receiving concomitant uricosuric agents.

Patients with impaired renal function require less drug

and should be carefully observed during the early stages

of Zyloprim administration and the drug withdrawn if

increased abnormalities in renal function appear.

In patients with severely impaired renal function, or

decreased urate clearance, the half-life of oxipurinol in

the plasma is greatly prolonged. Therefore, a dose of 100

mg per day or 300 mg twice a week, or perhaps less,

may be sufficient to maintain adequate xanthine oxidase

inhibition to reduce serum urate levels. Such patients

should be treated with the lowest effective dose, in

order to minimize side effects.

Mild reticulocytosis has appeared in some patients.

As with all new agents, periodic determination of liver

and kidney function and complete blood counts should be

performecf especially during the first few months of

therapy.

ADVERSE REACTIONS:

Dermatologic: Because in some instances skin rash has

been followed by severe hypersensitivity reactions, it is

recommended that therapy be discontinued at the

first sign of rash or other adverse reaction (see

WARNINGS). Skin rash, usually maculopapular, is the

adverse reaction most commonly reported.

Exfoliative, urticarial and purpuric lesions, Stevens-

Johnson syndrome (erythema multiforme) and toxic

epidermal necrolysis have also been reported.

A few cases of alopecia with and without accompany-

ing dermatitis have been reported.

In some patients with a rash, restarting Zyloprim

(allopurinol) therapy at lower doses has been accom-
plished without untoward incident.

Gastrointestinal: Nausea, vomiting, diarrhea, and inter-

mittent abdominal pain have been reported.

Vascular: There have been rare instances of a general-

ized hypersensitivity vasculitis or necrotizing angiitis

which have led to irreversible hepatotoxicity and death.

Hematopoietic: Agranulocytosis, anemia, aplastic

anemia, bone marrow depression, leukopenia, pancy-

topenia and thrombocytopenia have been reported

in patients, most of whom received concomitant drugs

with potential for causing these reactions. Zyloprim®

(allopurinol) has been neither implicated nor excluded

as a cause of these reactions.

Neurologic: There have been a few reports of peripheral

neuritis occurring while patients were taking Zyloprim.

Drowsiness has also been reported in a few patients.

Ophthalmic: There have been a few reports of cataracts

found in patients receiving ^loprim. It is not known
if the cataracts predated the Zyloprim therapy. “Toxic”

cataracts were reported in one patient who also

received an anti-inflammatory agent; again, the time

of onset is unknown. In a group of patients followed

by Gutman and Yu for up to five years on Zyloprim

therapy, no evidence of ophthalmologic effect attribut-

able to Zyloprim was reported.

Drug Idiosyncrasy: Symptoms suggestive of drug idio-

syncrasy have been reported in a few patients. This

was characterized by fever, chills, leukopenia or leuko-

cytosis, eosinophilia, arthralgias, skin rash, pruritus,

nausea and vomiting.

OVERDOSAGE: Massive overdosing, or acute poison-

ing, by Zyloprim has not been reported.

HOW SUPPLIED: 100 mg (white) scored tablets,

bottles of 1 00 and 1 000; 300 mg (peach) scored tablets,

bottles of 30, 1 00 and 500. Unit dose packs for each

strength also available.

Complete information available from your local B. W.

Co. Representative or from Professional Services Depart-

ment PML

U.S. Patent No. 3.624,205 (Use Patent)

/ Burroughs Wellcome Co.

/ Research Triangle Park
Wellcome / North Carolina 27709



Public Health Report

Division of Laboratory Services

The Division of Laboratory Services was es-

tablished in 1877 by the same legislation that

created the Tennessee Department of Public

Health, making this program one of the oldest

in the Department. The program was established

to provide laboratory support for the control of

epidemic outbreaks of communicable diseases

such as typhoid fever and malaria. At that time,

there were few private laboratories with the tech-

nical capability to provide the support necessary

to deal with these epidemics. Since those early

days of the Division, however, the state’s lab-

oratory environment has changed significantly.

Today there are few widespread epidemics, and

the majority of the TDPH laboratory services are

related to venereal disease testing and water-and-

food-borne disease outbreaks. In addition, there

now exists a high level of technical competence

and capability in independent laboratories across

the state.

Recognizing these changes in the laboratory

environment, the Commssioner of Public Health

directed that an in-depth study of laboratory ser-

vices be conducted. The purpose of the study was

to develop recommendations that would lead to

improvements in the organization and operation

of the TDPH laboratory program. Major areas of

consideration included laboratory services pro-

vided by the state program, and organizational

structure and various administrative aspects of

the program. A basic assumption was made at

the initiation of the study: that Public Health

would continue to provide laboratory services in

Tennessee because of a legislative mandate, be-

cause of increasing needs for laboratory support

for TDPH service programs, and because certain

services are not available from independent lab-

oratories.

Information was gathered and processed dur-

ing a seven-month period concluding in March

1978. Preliminary recommendations were pro-

cessed extensively by a variety of persons recog-

nized for medical and technical expertise in the

From the Tennessee Department of Public Health,

Ben Allen Road, Nashville, TN 37216.

laboratory field. During the summer the study

received further analysis and conclusions, and
new policies on laboratory services were issued by
the Commissioner.

Among the policies dealing with services pro-

vided were the following:

® Virology services will be continued exclu-

sively in the Central Laboratory, with increased

emphasis on improving quality, comprehensive-

ness, and diversity of services.

• Rabies diagnostic services will be continued

as they are presently performed.

® Parasitology services will be continued in

the Central Laboratory with increased emphasis

on consultative and educational services to pri-

vate laboratories.

® Mycology services will be continued with

increased emphasis on reference capabilities and
on consultative and educational services to pri-

vate laboratories.

• The private sector will be encouraged to

assume responsibility for primary culture, isola-

tion, and identification to the degree possible in

screening for “modernized” enteric pathogens.

TDPH laboratories will emphasize reference and
identification services and maintain knowledge of

the most current methodology in these techniques.

• Routine screening services for group A
streptococci will be phased out, except where

necessary to support TDPH programs, allowing

appropriate lead time and offering consultative

and educational services directed toward develop-

ing these capabilities in private laboratories.

TDPH laboratories will concentrate on develop-

ing other specialized streptococci reference cap-

abilities.

• Bacteriological services for identification of

gonococci will be continued as presently per-

formed, and these services will be reassessed on

an annual basis.

• Mycobacteria services will be continued as

long as there is a substantial volume of requests

for services in support of the TDPH tuberculosis

control program. If a downward trend in num-
ber of requests continues, consideration will be

given to maintaining limited clinical culture cap-
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abilities and emphasizing reference identification

and drug susceptibility capabilities. Consultative

and educational services will also be made avail-

able to private laboratories.

As a result of the study, two new advisory

committees were formed, replacing four existing

committees. Both the Laboratory Advisory Com-
mittee and the Personnel and Education Advisory

Committee have held initial meetings and begun

their work in advising the TDPH in matters of

quality and relevance of services and quality of

personnel providing laboratory services.

With the assistance of these committees, the

assessment and improvement of public health

laboratory services will continue in an ongoing

process. The availability of accurate, dependable

laboratory services, whether provided by state or

independent laboratories, is recognized as a cru-

cial element in the capacity of the total health

care system to provide appropriate treatment

and care, and the TDPH is committed to pursu-

ing high quality in laboratory services. r ^

National Health
Service Corps

* Excellent Starting Salary

* Malpractice Coverage

* Loan Repayment

* Generous Paid Vacations

* Educational/Health Benefits

The NATIONAL HEALTH SERVICE CORPS
is a United States Public Health Service
program established in 1970 to bring health
care to areas of the country with health
manpower shortages.

There are a number of communities through-
out Tennessee currently seeking physicians
through our program.

If you are interested in becoming a part of

an exciting growing health care endeavor,
please contact:

Jack Egan, Tennessee Coordinator
National Health Service Corps
P.O. Box 2213, Atlanta, Georgia 30301

1 (800) 241-4714 and (404) 221-4153
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BRIEF SUMMARY OF
PRESCRIBING INFORMATION

ANTIMINTH® (pyrantel pamoate)
ORAL SUSPENSION
Actions. Antiminth (pyrantel pamoate) has
demonstrated anthelmintic activity against
Enterohius vermicularis (pinworm) and As-
caris lumbricoides (roundworm). The anthel-
mintic action is probably due to the neuro-
muscular blocking property of the drug.

Antiminth is partially absorbed after an oral
dose. Plasma levels of unchanged drug are
low. Peak levels (0.05-0.13 ^tg/ml) are reached
in 1-3 hours. Quantities greater than 50% of
administered drug are excreted in feces as
the unchanged form, whereas only 7% or less

of the dose is found in urine as the unchanged
form of the drug and its metabolites.
Indications. For the treatment of ascariasis
(roundworm infection) and enterobiasis (pin-

worm infection).

Warnings. Usage in Pregnancy: Reproduction
studies have been performed in animals and
there was no evidence of propensity for harm
to the fetus. The relevance to the human is not
known.
There is no experience in pregnant women

who have received this drug.
The drug has not been extensively studied

in children under two years; therefore, in the
treatment of children under the age of two
years, the relative benefit/risk should be con-
sidered.
Precautions: Minor transient elevations of

SCOT have occurred in a small percentage of

patients. Therefore, this drug should be used
with caution in patients with preexisting liver

dysfunction.
Adverse Reactions. The most frequently en-
countered adverse reactions are related to the
gastrointestinal system.

Gastrointestinal and hepatic reactions: an-
orexia, nausea, vomiting, gastralgia, abdomi-
nal cramps, diarrhea and tenesmus, transient

elevation of SGOT.
CNS reactions: headache, dizziness, drowsi-

ness, and insomnia. Skin reactions: rashes.
Dosage and Administration. Children and
Adults: Antiminth Oral Suspension (50 mg of

pyrantel base/ml) should be administered in a
single dose of 1 1 mg of pyrantel base per kg
of body weight (or 5 mg/lb.); maximum total

dose 1 gram. This corresponds to a simplified

dosage regimen of 1 ml of Antiminth per 10 lb.

of body weight. (One teaspoonful=5 ml.)

Antiminth (pyrantel pamoate) Oral Suspen-
sion may be administered without regard to

ingestion of food or time of day, and purging
is not necessary prior to, during, or after ther-

apy. It may be taken with milk or fruit juices.

How Supplied. Antiminth Oral Suspension is

available as a pleasant tasting caramel-
flavored suspension which contains the equiv-
alent of 50 mg pyrantel base per ml, supplied
in 60 ml bottles and Unitcups^of 5 ml in pack-
ages of 12.

More detailed professional information
available on request.

ROGRIQ<S^
A division of Pfizer Pharmaceuticals
New York, New York 10017



There Must Be a Better Way

John B. Dorian

pfc/iJcniV

Access to quality medical care for all Americans remains, in 1979, the elusive
dream. The myriad complexities involved in implementing the goal prompt
numerous complicated plans, but no solution.

The realization that there are deficiencies in our present system is essential.

When we, in a discussion of deficiencies, state that “190 million . . . have public
or private insurance coverage,” we are not at all realistic. Why? Because the
190 million includes the recipients of Medicaid, an appallingly poor quality of
health care.

Some physicians in our state are seeing 75 to 100 patients daily, and are
aware that the care rendered is not the best. These physicians tolerate the miser-
able conditions because, under Medicaid, their patients have no other care
available. These physicians will not practice forever, and no one will be induced
by any incentive to continue the service under Medicaid or any similar health
system.

Medicaid may be a blessing in disguise, however, with its inefficiency, fraud,

and abuse. It may be what is necessary to convince the public just how
atrocious the political approach can be. Medicare is another horrible example of how not to establish

health programs. The provision of such services by government to those who are affluent rankles most
perceptive citizens, and will not be tolerated in any future plan.

There is, indeed, a crying need for a program. Specific examples of poor care under government pro-
grams could fill volumes.

A most irrational approach to me is linking the cost of medical care to the Gross National Product, a
frequently played game that allegedly points up the horrors of our present system in terms of costs. By
what logic do we assign an arbitrary percentage of the GNP for health care, and beyond which percentage
do we maintain that costs are too high? The social exigencies of the times determine how society’s fruits

are distributed. There is a social urgency for better health care; what matters if it consumes nine, or ten,

or even eleven percent of the GNP? The urgency, the expanding technology, and infiation all certainly
point to a higher expenditure for health care.

Principles of a plan have been expounded by physicians and politicians, and by groups representing both.
Consider the following.

Medical Indigency. Medical indigency should be based on the total income for all persons living in a
household. The members of a household are medically indigent when the total income received is at or
below the amount that would be received if all members of the household subsisted on Social Security
alone.

Coinsurance and Deductible. Each citizen above the indigency plane of income should participate in his
own health care. This investment in his health is essential for the maintenance of his health, and elimina-
tion of abuse of the system. Until December, 1978, in spite of urgings from members, AMA plans had
ignored this essential ingredient. The education of leadership continues.

The public must be taught that there can be no guarantee of health, that there is no “right” to health.
Many choose ill health, maintain it, and exploit it. Only access to quality health care can be assured a
citizenry by its government. Participation in costs of hospital care, prescriptions, office visits, and premiums
is not demeaning, and should be a matter of pride. The education of the public continues.

The level of total health care costs for a nonindigent family should be related to its income. If annual
costs exceed a specified percentage thereof, a percentage of costs should be paid by the government, out
of general tax revenues. This proposal includes catastrophic as well as current health care costs.

Institutional Care. We must scale down the level of institutional care in each illness as soon as medical
judgment deems it feasible. We must continue to point out to Congress that physicians’ fees are less than
20% of those funds expended for health. Home care for chronic illness is a viable alternative to hospitals
and nursing homes. It is the family’s responsibility, and not society’s, to care for its invalid members. In-

centives for such care should be expanded, but the amount of utilization of nurses and equipment must be
based on medical judgment. The education of politicians continues.

Financing. Private insurance is the logical method of financing. The portion of the premium not paid
by the patient should be paid by the federal government as a subsidy to the carriers, from general revenues.

Administration. Regional criteria should be established by representatives of medicine, the insurance in-

dustry, the public, and the government. Individual states must be the administrative agencies. The higher
the level of administrative control, the less efficient the process becomes.

In summary, there is a real need for improved health care. The goal is access to quality health care for

all. Dialogue between the profession, the public, and the government must replace controversy, and reason

replace didactic pronouncements, if we are to be successful. There is a better way. Our education also

continues.

Sincerely,

PRESIDENT



joumcil of Ihe

lenne//ee
meclicol o//ockilion

PUBLISHED MONTHLY

DEVOTED TO THE INTERESTS OF THE MEDICAL
PROFESSION OF TENNESSEE

OFFICE OF PUBLICATION, 112 LOUISE AVENUE,
NASHVILLE, TN 37203

JOHN B. THOMISON, M.D., EDITOR

ADDISON B. SCOVILLE, JR., M.D., ASSOCIATE EDITOR

JEAN WISHNICK, MANAGING EDITOR

Acceptance for mailing at special rate of postage
provided for in Section 1103, Act of October 3, 1917,

authorized July 15, 1932.

Copyright for protection against republication. Journals
of the American Medical Association and of other
state medical associations may feel free to quote

from this Journal whenever they desire
merely giving credit to this publication.

Address papers, discussions and scientific matter to

John B. Thomison, M.D., Editor, P.O. Box 70,

Nashville, TN 37202
Address organizational matters to L. Hadley Williams,
Executive Dir., 112 Louise Avenue, Nashville, TN 37203

COMMITTEE ON SCIENTIFIC AFFAIRS

OSCAR M. McCALLUM, M.D., Chairman, Henderson
CHARLES E. ALLEN, M.D., Johnson City

WINSTON P. CAINE, JR., M.D., Chattanooga
BLAIR D. ERB, M.D., Jackson
W. A. SPICKARD, M.D., Nashville
JOHN B. THOMISON, M.D., Nashville, Ex-Officio

MARCH, 1979

eelilofUil/

Music Hath Charms, or

Except for the Honor of the Thing,

I'd Just As Soon Walk
Music has always played a very important part

in my life. I have no real bias as to forms. I

simply know what I like, and that includes some

opera and some opry, Bach and Blue Grass Swan
Lake, Gilbert and Sullivan, Chorus Line, and so

on. I trace it back to my grandmother, who was

a fine musician, my mother, and a music appre-

ciation teacher I had in grade school. But two

experiences stand out in the shaping of my at-

tudes toward music.

My music appreciation teacher, who also di-

rected us in “singing,” was a musician of dis-

criminating tastes, an “old maid,” to us children,

of maybe 25 (who married in good time and

raised a family). Once after a Community Con-

cert she pointed out all the flaws in the rendition

of a symphony, the name of which time has

erased. I had liked it, and when I told my
mother, she said, “Poor Miss B— . She spends

so much time looking for flaws she can’t enjoy

the music.” 'That’s one.

One day when I was older I read in a music

column about how the music of Brahms was
turgid and cloudy and how Brahms didn’t know
how to orchestrate. A few days later I repeated

this as my own idea, and my sister-in-law said,

“Now you know you don’t believe that. Brahms’

music is beautiful, and you know it.” I did, too.

I never did that again, and since then I have

never apologized for my tastes.

Such experiences are unique neither to me nor

to music. When I was in the “ivory tower” there

were men I admired who had no time for or-

ganized medicine. What I heard all about me
was what I still hear: “'They don’t represent

me.” Fortunately there were other men I also

admired very much, men such as John Youmans
and Rudie Kampmeier, who not only had time

for organized medicine but who thought everyone

else should too, and so I joined organized medi-

cine at all levels, including the AMA.
My question to those who say the AMA doesn’t

represent them is: Who does? Your senator? Your
congressmen? Your legislators? Your elders or

vestrymen or stewards or whatever you have?

Your governor? Your president? Do any of them

always represent your viewpoint?

What are the alternatives to the AMA, which

doesn’t represent you—or me, or anyone else

all the time? Under socialized medicine the doc-

tors in Sweden are in a relatively good situation

because the Swedish Medical Association is

strong. In Britain, on the other hand, the doctors

are in a relatively dreadful situation because the

British Medical Association is weak. This is not

lost on the bureaucrats, who pay a lot more at-

tention to it than we do, and they have set out to

divide us, and so conquer.

I like very little of the so-called serious con-

temporary music, but I don’t boycott concerts

where it is played. Even Beethoven and Brahms

wrote some music which is not very good. If we
have bias, it should be our own, and not some-
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one else’s worn out hand-me-downs. There really

isn’t much honor in being ridden out on a rail.

J.B.T.

Oh, Where Are You Going,

Chaddie, My Boy?

Chad Green has gone to Mexico so he can be

treated with laetrile for his leukemia. As Chad is

only 3 years old, someone had to take him. That

“someone” is his parents, who have decided that

what Chad needs for his leukemia is laetrile and

other “metabolic therapy,” which by state law he

cannot get at home. So they took Chad away

from Massachusetts and the doctors who were

treating him. As his mother said, they (“the

government”) are saying what medicine he can

take, where he has to stay, what food he can put

in his mouth. . . . “It has frightening implications

—not just for us, but for everyone.”

Mrs. Green, although she is a personable young

woman who seemed on her interview before the

TV camera reasonably intelligent, did not talk as

if she had the knowledge or the background to

decide what Chad needs. Chad’s doctor, also

interviewed, said Chad can be cured, “but not

with laetrile.” Long lines of people, old and

young, shown at the Clinica Del Mar in Tia-

juana, obviously believe otherwise.

An article in the newspaper allowed as how
the Unification Church, the Children of God,

and some other outfit whose name escapes me
at the moment are about to unite and take over

this country by force, and so Congress had better

do something about all those cults. The Ameri-

can Civil Liberties Union, on the other hand,

allows as how the Constitution clearly separates

all things religious from government interference.

When they steal from the old and kidnap the

young? Ted Patrick just kidnaps them back.

Nonsmokers think that to protect them from

pollution the government should pass laws re-

quiring restaurants to provide nonsmoking areas.

The restaurateurs and the tobacco industry think

otherwise. Some of those same nonsmokers think

the FDA is overcautious in its drug regulation,

and is withholding valuable drugs from the pub-

lic. Doubtless some of the tobacco farmers, who

want their tobacco prices supported, do too, but

at the same time many of those same farmers

want protection from the unscrupulous pharma-

ceutical manufacturers who palm off those awful

brand-name drugs on them at exorbitant prices.

Everyone wants to be free to choose whatever

he pleases, but at the same time be protected

from all those other things he doesn’t choose.

Then in the end he will not have to choose at all;

everything will be just right, because it will be
just as he wants it. By fiat.

Three-year-old Chad doesn’t know where he
is going, and he really doesn’t care. He’s with

his parents, and he trusts them. Chad’s parents

care where he is going, but they really don’t

know. They trust themselves and no one else.

Unfortunately, in real life the answers are not

in the back of the book, and what is one man’s
meat is another man’s poison.

Oh, well—1984 is only five years off. Then
comes the revolution.

J.B.T.

International Year of the Child

The other day there was a news story from
Mississippi about a 14-year-old black youngster

(who looked 10) who because of an armed
robbery conviction had been tried as an adult

and sentenced to 48— or was it 43?—years in

the state prison without the possibility of parole.

He did not look as if he knew what he was doing

there, and when a reporter asked the dumb ques-

tion as to whether he thought he would rather be

somewhere else, he rather confusedly said he
would. When asked where he thought he ought

to be, he said he didn’t know. He looked as if he

didn’t know much of anything. Mississippi has no
facilities for handling such people, and in a sense

there is no such place anywhere. Society failed

that youngster long before he ever committed
armed robbery—probably even before he was
bom.

Bogota, Colombia, has the highest crime rate

in the world. This distinction is due to maraud-
ing bands of children who roam the streets which
are their home, stealing to stay alive. They grow
up to commit worse crimes—if they grow up.

But it isn’t only the poor blacks in Mississippi,

or the children of Bogota. We needn’t cluck our

tongues, and say, “How sad; but that couldn’t

possibly happen in Tennessee,” just because we
have no marauding bands of children in our

towns (or I don’t think we have), and no 14-

year-olds in the state prison. Pre-teenage children

in virtually every school in the state are experi-

menting with dmgs, rotting their minds with

amphetamines and hallucinogens before graduat-

ing, many of them, to worse things. Progressively

more children, having experimented with sex
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without the benefit of contraception, are not only

refusing abortion but are declining to give their

babies up for adoption, because they now have

a real live baby-doll to play with.

The United Nations has declared 1979 In-

ternational Year of the Child, Various groups in

this country are cooperating with the UN’s

UNICEF in an effort to improve child safety, to

improve child nutrition, and to improve immuni-

zation of children against infectious diseases.

Certainly this will do a lot. But it is not enough,

and it may even be the wrong place to start.

The only hope an individual has to improve his

lot, to become a person, is education. The ig-

norant downtrodden masses in every country

know the difference between you and them is

basically related to education. It was implicit in

the Supreme Court’s desegregation order, the im-

plementation of, and even the reasoning behind,

which was incredibly naive and inept. Although

improved education was a part of the UN’s call,

the children of the United States suffer from our

delusion that we are doing it right.

The educated can educate their own children.

They can, and they do. Operation Head-Start

failed because even it started too late. Educa-

tion starts at birth, one way or another. The

ignorant cannot educate their children properly,

so someone else must. Tennessee is number 48

out of 50 in the amount of money per capita it

spends for education. (Maybe it’s now 45th. I

forget. But it doesn’t matter that much.) We
probably spend half of that money wasting pre-

cious time and oil resources busing kids around

to where they needn’t be.

There is nothing wrong with having the In-

ternational Year of the Child. Like the Chinese

Year of the Horse (or Dragon, or Rat, or what-

ever) it gives people something to talk about

(and editors something to write editorials about).

But unless it goes deeper and lasts longer than

anything I have heard about so far, it is too little

and too late.

J.B.T.

Robert Brandon, Jr., age 66. Died February 5, 1979.

Graduate of University of Tennessee School of Med-
icine. Member of Northwest Tennessee Academy of

Medicine.
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Jack Chesney, age 72. Died January 15, 1979. Grad-

uate of Vanderbilt University School of Medicine.

Member of Knoxville Academy of Medicine.

William A. Crosby, age 56. Died January 26, 1979.

Graduate of University of Tennessee School of Med-
icine. Member of Dickson County Medical Society.

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

BENTON-HUMPHREYS COUNTY
MEDICAL SOCIETY
Hiiba Nagy, M.D., Waverly
Lois Nagy, M.D., Waverly
D. Ralph Single, M.D., New Johnsonville

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
John W. C. Fox, M.D., Chattanooga
Glenn L. Pride, M.D., Chattanooga
James A. Stanko, M.D., Chattanooga
Thomas O. Vechinski, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Charles L. Quilty, M.D., Jackson

GILES COUNTY MEDICAL SOCIETY
Charles W. Burger, M.D., Pulaski

HAMBLEN COUNTY MEDICAL SOCIETY
L. R. Jackson, M.D., Bean Station

H. G. Presutti, M.D., Morristown

KNOXVILLE ACADEMY OF MEDICINE
J. Frank Beasley, M.D., Knoxville

David J. Creutzinger, M.D., Knoxville

John H. Gilliam, M.D., Knoxville

Kenneth O. Jobson, M.D., Knoxville

Donald K. McKenzie, M.D., Knoxville

William R. McKissick, M.D., Knoxville

Anthony L. Meyers, M.D., Knoxville

Thomas R. Miller, M.D., Knoxville

Charles W. Moorefield, M.D., Knoxville

F. Neal Peebles, M.D., Knoxville

William A. Reid, M.D., Knoxville

Forrest G. Tompkins, M.D., Knoxville

Franklin S. Weingarten, M.D., Knoxville

William N. Williford, M.D., Knoxville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Alim Khandekar, M.D., Memphis

NORTHWEST TENNESSEE ACADEMY
OF MEDICINE
Kenneth Carr, M.D., Martin

Gordon Freeman, M.D., Dyersburg

John R. Hunter, M.D., Union City

Robert F. Sanner, M.D., Union City

Jesus Torpoco, M.D., Dyersburg
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Joseph W. Wolfe, M.D., Dyersburg

Mostafa Kamel Zanaty, M.D., Ripley

ROBERTSON COUNTY MEDICAL SOCIETY
John Burr Bassel, M.D., Springfield

Sarbjet Singh Kumar, M.D., Springfield

RUTHERFORD COUNTY MEDICAL SOCIETY
Oscar Thomas Johns, M.D., Murfreesboro

Frederick J. Myers, M.D., Woodbury
Herbert Wolf, M.D., Woodbury

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
Joel D. Gonce, M.D., Kingsport

William D. Hudson, M.D., Kingsport

LaVerne E. Olney, M.D., Kingsport

Paul J. Sides, Jr., M.D., Kingsport

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Irshad AH Ahmad, M.D., Johnson City

Robert C. Allen, M.D., Johnson City

David N. Freeman, M.D., Johnson City

Charles E. Inman, M.D., Johnson City

John C. Johnson, M.D., Johnson City

Robert S. Quinn, M.D., Erwin

WILSON COUNTY MEDICAL SOCIETY
Billy James Taylor, M.D., Lebanon

pcf/ofiol A«ui/

John B. Breitling, M.D., Nashville, and Stanley Er-

win, M.D., Memphis, have been granted Fellowship

status in the American College of Cardiology.

At the annual meeting of the Methodist Hospitals

Medical Staff, held Jan. 23 at the Memphis Country

Club, Hugh Francis, Jr., M.D., was installed as

medical staff president and William H. Morse, M.D.,

was installed as chief of staff. Also elected were

Wendall Whittemore, M.D., president-elect; Joseph

Lougheed, M.D., vice president; R. Frank Adams,

M.D., secretary; John Dobson, M.D., deputy chief

of staff representing Methodist South; James A.

Moore, M.D., secretary, Methodist South; Jerry F.

Randolph, M.D., deputy chief of staff representing

Methodist North, and Walter Verner, M.D., secre-

tary, Methodist North.

Alvin J. Cummins, M.D., was installed as president

of the Memphis Academy of Internal Medicine at a

meeting of the academy on Jan. 26 at the Holiday

Inn-Medical Center. Other new officers are Alex

Townes, M.D., vice president; Jeremiah Upshaw,

M.D., secretary; and B. J. Kelley, M.D., treasurer.

New councilors for the academy are Samuel J.

Blackwell, M.D., J. Rodney Blair, M.D., and Owen
H. Clopton, M.D.

Thomas A. Patrick, Jr., M.D., Fayetteville, is the

new chief of the medical staff at Lincoln County

Hospital.

Eugene M. Ryan, M.D., and John B. Hackworth,

Jr., M.D., both of South Pittsburg, have been certi-

fied as Diplomates of the American Board of Family
Practice.

G. A. Sheikh, M.D., has been named chief of staff

at McKenzie Memorial Hospital for 1979. Other
officers are John Holancin, M.D., secretary-trea-

surer, and William Grant, M.D., chief of staff-elect.

Sidney A. Wike, M.D., has been elected chief of

staff for 1979 at Bristol Memorial Hospital. Other
officers include Wade H. Nowlin, M.D., vice chief

of staff; Jack E. Butterworth, M.D., secretary-

treasurer; and Sarfraz A. Zaidi, M.D., chairman of

medical section.

pfOQfcim/ cinci neui/ of
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Chattanooga-Hamilton County

Medical Society

The Chattanooga-Hamilton County Medical So-

ciety has installed the following physicians as officers

of the Society for 1979; James R. Royal, M.D.,
president; Woodruff A. Banks, Jr., M.D., president-

elect; and Hathaway K. Harvey, M.D., secretary-

treasurer. Doctors recently awarded 50-year pins by
the Chattanooga-Hamilton County Medical Society

for a half-century of medical service each include

W. E. Van Order, M.D.; M. F. Langston, M.D.;
James F. Foley, M.D.; and W.D.L. Record, M.D.

Nashville Academy of Medicine
In addition to the usual program of introductions,

commemorations and induction of new officers, the

Nashville Academy of Medicine’s annual meeting,

held Jan. 13 at Hillwood Country Club, was high-

lighted by the first President’s Awards to laymen
and physicians who have made outstanding contri-

butions to the Academy’s work. Those honored were

Larry Arnold, M.D., chairman of the Board of

Trustees of the Academy’s Medical Foundation since

1969; Jack Butler, co-chairman of the Medico-Legal

Committee of the Academy and the Nashville Bar

Association since 1973; Robert Ikard, M.D., member
of the Legislative Committee, MEDPAC and IM-
PACT for two years; Carl Mitchell, M.D., chairman

of the Communications and Public Service Com-
mittee for three years; Ron Overfield, M.D., chair-

man of several Academy committees; and Thomas
Schlater, a lay member of the Mediation Committee

from 1974 to 1978. Receiving the Academy’s fourth

Communication Award was newswoman Ruth Ann
Leach of WTVF. Also recognized were members
who graduated from medical school 50 years ago,

including Amos Christie, M.D., professor emeri-

tus of pediatrics at Vanderbilt; Philip Elliott,

M.D., a pediatrician; Edward Rhea, M.D., a general

practitioner in Old Hickory; Clarence S. Thomas,

M.D., a local practicing physician in internal medi-

cine; and Cecil B. Tucker, M.D., a physician with the

Tennessee Department of Public Health for 38 years.

MARCH, 1979
227



eclical ncui/
nc

Tinnin Martin faithfully served the TMA on its

Hoard of Trustees until shortly before his death, and he

served the state as a long-time member of the Board
of Medical Examiners. He served his colleagues as presi-

dent of the Tennessee Academy of Family Practice and
of the Methodist Hospital in Memphis. The following

tribute was written by a friend and colleague.—Ed

TINNIN
“When I was weary. .

Tinnin Martin, Jr. died December 30, 1978 at his

home in Memphis. His accomplishments were many
and have been listed previously. Most of his friends

knew them anyway; further description would serve

no purpose.

Those who knew this physician even superficially

were first impressed with his intensity and with his

sense of justice and of accuracy. Those who knew
him well were also impressed with his genuine, un-

changing integrity.

On more than one occasion. I’ve heard him reply

when asked to verify a particular statement of al-

leged fact, “Well, that’s not exactly true.” For his

opinion, veracity could not tolerate the nearly, or

the almost, with which we embellish our conversa-

tions. This penchant for accuracy was also obvious

in his sense of justice and fair play. I know of situa-

tions in which he was uneasy, even though he had
the better half of a golf match bet. Unbelievable?

So was Tinnin.

This man contributed much to his profession in

the relatively brief 25 years of his dedication to it.

His talent was enormous in family practice. He
provided solace and comfort because his objectivity

and support imparted confidence to his patients.

He was weary many, many times, as we all are

in medicine. But he continued to see that extra

patient, to attend that extra meeting, until Septem-

ber, 1978. Tinnin accepted his fate with a courage

that I’ve seldom seen. His legacy is professional

pride as exemplified by few others. He was a beau-

tiful friend, is a warm memory, will be missed.

“.
. . you helped me find rest.”

John B. Dorian, M.D.

Acilioncil neui/

From the AMA’s Office in Washington, D.C.

HEW Submits National Health "Plot"

The Carter administration appears to be leaning

toward a broad national health insurance proposal

that features establishment of a federal insurance

program—healthcare—to stand alongside existing

private plans.

While commitment is not final, a National Health

Plan (NHP) has been submitted by the Health,

Education and Welfare Department to the White
House for approval.

President Carter has many questions and reserva-

tions about the approach, and he has not made up
his mind on crucial issues such as whether Congress

should be asked to approve the plan as a complete

package.

The NHP is the plan that high level policy

discussions are centering on now. It is a more
sweeping national health insurance (NHI) plan

than expected. There had been an inclination at

HEW for a long time to adopt much more modest
variations of NHI in response to Carter’s frugal

government campaign. The program finally settled

upon at HEW reflects a significant bow to the pres-

sures of organized labor and Sen. Edward Ken-
nedy (D-Mass.) for a comprehensive NHI.
The administration won’t be submitting its final

legislative proposal to Congress for several months.

There is a possibility the plan might be worked over

and changed drastically from its present form.

Even HEW in its report to Carter emphasized the

tentative nature of the plan’s provisions.

Eollowing is a description of the NHP proposal

in which much of the language is that of the HEW
Department.

The universal, mandatory national health insur-

ance program would provide the same standard of

insurance protection for all Americans through

either the public or private sector. The tentative

plan would maintain a pluralistic system of health

services financing, yet assure that all Americans
would have insurance coverage.

The plan would establish a federal insurance pro-

gram—healthcare—under which people would be

covered by either NHP or by private insurance plans

meeting federal standards. Employers would be re-

quired to purchase coverage for employees from
NHP or private plans would be covered for the

same standard benefit package and treated equally

by health service providers, because all insurance

plans would reimburse providers at the same rates.

Comparability between public and private plans in

benefits and rates of payment to providers would
be achieved through standards governing benefits

offered by private plans and their rates of payment
to hospitals, physicians and other health service pro-

viders. Providers would have no reason to distin-

guish between persons enrolled in different insurance

plans because all financial transactions would occur

between providers and insurance plans, rather than

providers and patients; and all plans would pay the

same amount for a given service.

The benefit package for all plans would include

hospital, physician, outpatient, laboratory and x-ray

services; a complete prevention package as well as

limited coverage of mental health, alcoholism and

drug abuse services; and outpatient drugs.

Under one set of provisions, the HEW Secretary,

working with a “provider rate negotiation board,”

would annually set payment rates for all services
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covered under the plans at levels calculated to meet
a spending target established by the Congress. Hos-
pitals would be reimbursed prospectively.

Under an alternative set of provisions, fee sched-

ules would be established for physicians and ex-

pense limits for hospitals. This approach would be

more evolutionary and fee schedules and expense

limits could be set at the state or local level initially.

The “National Health Plan” or NHP system

would be financed through a combination of pre-

miums, current Medicare payroll tax payments and

federal general revenues.

A federal reinsurance fund would serve to equal-

ize the cost of exceptionally high expenses among
private insurance plans and NHP. The reinsurance

fund would assume responsibility for any individual

expenditure in excess of $50,000. Reinsurance

would be financed through federal general revenues.

Republicans Reject Federal NHI

A health advisory group of the Republican Na-
tional Committee has rejected any program of

federally financed, federally administered national

health insurance, calling instead for “appropriate

steps” to provide for the uncovered poor and those

threatened by catastrophic expenses.

The report was filed by the Health Subcommittee

of the GOP Committee’s Advisory Council on Hu-
man Concerns. Heading the panel was former Penn-

sylvania Sen. Hugh Scott.

The efforts of the Carter administration and the

Kennedy-Labor wing to impose a sweeping NHI
program were assailed in the Republican Commit-
tee’s report, “A Statement on Health Policy.”

Some democratic members of Congress have

proposed a $300-billion NHI, noted the document.
“At a time when a workable national health policy

is essential all we hear from the President are

vicious attacks on our medical professionals and a

set of ten principles for national health insurance

which considers the details of cost and coverage

without addressing the question of why a totally

federalized national health insurance program is

needed at all,” asserted the GOP panel.

Recommended was “a system which would build

on and strengthen the private insurance protections

which now cover more than 80% of the population

rather than tearing that down.”

Carter, Congress and VE Clash

On Cost Cap

President Carter has told Congress that it must

act this year on the administration’s hospital cost

containment proposal.

In his State of the Union Speech, Carter said,

“There will be no clearer test of the commitment
of this Congress to the anti-inflation fight than the

legislation I will submit again this year to hold down
inflation in hospital care.”

The administration has decided to abandon its

original goal of a mandatory federal ceiling on hos-

pital expenditure increases in favor of a fail-back

position in which controls would be imposed only

if the voluntary effort to restrain increases fails to

keep expenditures within certain limits.

The plan faces a tough fight in Congress where the

general mood is in opposition to controls, even

standby controls. The Senate approved a watered-

down version of the administration plan in the last

few days of the previous Congress, but the House
refused to act.

HEW Secretary Califano gave the picture a new
twist with a request that hospitals next year limit

their expenditure increase to 9.7%.
The HEW proposed guideline was attacked im-

mediately as “totally unrealistic and based on as-

sumptions which we believe are unreasonable,” by
the Federation of American Hospitals.

The American Hospital Association quickly joined

the attack with the statement that a 9.7% cap

would “absolutely endanger our ability to take care

of patients. Now that we have mounted an obviously

successful program (Voluntary Effort) it is being

ignored with the unfortunate introduction of a new
mechanism,” AHA president Alexander McMahon
said.

The National Steering Committee of the Volun-
tary Effort (VE) passed a resolution reaffirming the

VE’s goals and program in protest to the HEW
goals of 9.7%. “We view the VE as a more effec-

tive mechanism for reducing inflation in the health

care industry, for serving the nation’s health care

needs, and for helping achieve the overall objectives

of the President's anti-inflation program for the

economy,” the Committee said.

The Steering Committee generally supported Pres-

ident Carter’s voluntary anti-inflation program, but

it rejected the HEW hospital guidelines “as being

inconsistent with both the President’s program and
the Voluntary Effort. The HEW guidelines pose a

threat to the continued development of needed hos-

pital services. They are unrealistic and unnecessary.”

Califano’s bandying about of figures sharply dis-

puted by hospitals underscored the hospitals’ chief

fear about a standby program—that the hostile ad-

ministration would jigger statistics to trigger federal

controls under a standby plan.

Officials of the VE made no bones about their

displeasure with Califano’s incessant assaults on the

private sector’s efforts to restrain increases volun-

tarily. “The fact is that Califano just can’t stand the

success of voluntarism,” said Dr. James Sammons,
AMA executive vice-president.

Califano last year belittled the VE’s program and

contended it could not accomplish its mission of

reducing the rate of hospital inflation by two per-

centage points. He unsuccessfully urged Congress

to approve the administration’s highly controversial

hospital cost containment plan recommending a

mandatory “cap” of about 10%.
Dr. Sammons called the Califano 9.7% target

figure “.
. . a hip shot, a seat-of-the-pants figure”

that would lead to an effective rationing of care.

“.
. . the American people would be against it and

they would tell Congress. Yes, we would beat them
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(the administration) again, if such a proposal were
introduced,” Dr. Sammons said.

Robert Hunter, M.D., AMA chairman of the

Board of Trustees and VE Steering Committee mem-
ber, noted that in response to calls for restraint

from the AMA, the 1978 rate of increase in physi-

cian fees was less than the consumer price index

for all items. “This represents a voluntary and re-

sponsible reaction by the profession demonstrating
citizens’ responsibility,” said Dr. Hunter,

VE goals are aimed at narrowing the gap between
the rate of increase in hospital expenditures and the

rate of increase in the gross national product. The
primary goal is to reduce the rate of hospital ex-

penditure increases by four percentage points during

1978 and 1979, from 15.6% (1977) to 11.6%
this year.

“We reaffirm that goal and have said publicly on
a number of occasions that hospitals expect to meet
that goal in spite of the continued growth of in-

flation in the general economy,” said the Steering

Committee.

The figures show that for the first ten months of

1978, hospital expenditures increased at a rate of

12.9%, down from 16.0% for the first ten months
of 1977.

“This decrease represents a savings of more than

$1.3 billion for the nation and demonstrates that

the voluntary effort can work effectively without

any compromise in the quality or availability of

health care services,” according to the Committee.

Price Facts and Figures

Here’s how physicians’ fees compared with other

price changes in 1978.

The annualized rate of growth of physicians’ ser-

vice prices for 1978 as a whole (8.0%) was less

rapid than either the all items (9,1%) or the all

services (9.7%) indices of the consumer price

index.

For 1978, the 8% annualized rate of growth of

physicians’ service prices was lower than the rate

of growth for the medical care index (8.2%) or

the medical care services index (8.6%). The physi-

cians’ service rate (8.0%) exceeded the rate of in-

crease for prescripton drugs (7.3%), dentists’ ser-

vices (6.6%), and medical care commodities

(6.8%).
Published CPI data are available for only the

first nine months of calendar year 1978. However,
data are complete for the federal fiscal year (FY),
which runs from October through September. The
figures presented here are for the federal FY, 1978.

For FY 1978, physicians’ fees rose at a lower

rate than the “all items” index or the “all services”

index (7.7% vs. 8.0% and 8.7%, respectively).

For FY 1978, physicians’ fees rose at about the

same rate as the medical care index (7.7% for

physicians’ fees and 7.6% for medical care). Also,

physicians’ fees rose more rapidly than dentists’ fees

(6.1%) and prescription drugs (7.3%) and not as

rapidly as hospital semi-private room charges

(9.9%).
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The annual rate of growth of physicians’ fees

fell in FY 1978 to 7.7% from the FY 1977 rate

of 8.8%. This represents a 12.5% decrease in the

rate of growth.

Physicians’ fees rose at a greater rate than prices

in the economy as a whole in FY 1977 and at a

lower rate than prices in the economy as a whole

in FY 1978.

Carter Budget Cuts Health Funds . .

.

The AMA has expressed concerns about reduc-

tions in federal funding for human services pro-

grams, biomedical research, and medical education

in the President’s proposed 1980 budget.

“The AMA recognizes the desirability for the

President, in his proposed Fiscal Year 1980 budget,

to reduce federal expenditures. However, the Asso-

ciation is concerned over shifts in funding alloca-

tions for some health programs,” said Whalen M.
Strobhar, AMA senior vice-president.

For example, the President has recommended
$5.5 million less for the Maternal and Child Health

Care program in FY 1980 than exists in the cur-

rent year’s appropriation of $380.5 million.“The

President’s recommendation is about $40 million less

than the amount the AMA had suggested to the

Office of Management and Budget last fall,” said

Mr. Strobhar. “Key programs such as this one

have already been badly eroded by inflation and

must, at the very least, be maintained.”

The administration and Congress should give

greater support to activities such as the Voluntary

Effort to contain hospital costs, the efforts of pro-

fessional standards review organizations (PSROs),

and to efforts to eliminate fraud and waste in fed-

eral programs, according to the AMA statement.

“The AMA is also concerned that funding for

programs in fundamental biomedical research and

disease prevention will prove to be inadequate, and

that the budget does not provide adequate support

for the education of those who provide medical and

health services,” Strobhar said. “We will continue to

analyze the budget, and will offer further views on

specific programs as appropriate.”

. . . And Chops Student Aid

Reacting strongly to the President’s budget mes-

age, the Association of American Medical Colleges

(AAMC) warned that medical education may be-

come confined to the wealthy if the Carter adminis-

tration succeeds in chopping federal aid.

John A.D. Cooper, M.D., AAMC president, said

the Carter administration budget would cut broad

medical educational support (capitation) by 50%
this year and eliminate it altogether next year. Fed-

eral student financial aid also would be sharply

reduced.

Dr. Cooper made these remarks during testimony

before the Senate Subcommittee on Health headed

by Sen. Edward Kennedy (D-Mass.) during one day
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of oversight hearings on President Carter’s health

budget request for FY 1980.

“We cannot understand the basis for decisions

made to restrain, phase out, or abruptly eliminate

programs established by the Congress and imple-

mented by the medical centers over the past three

decades,” Dr, Cooper said. He contended that the

budget-slashing decisions were not made on the

basis of the failure of the programs to achieve their

objectives.

Dr. Cooper predicted that if capitation is cut by

50% in 1979 and eliminated in 1980 the nation’s

medical schools will lose $129 million by 1980. He
said the schools would face difficulties in securing

increased support from the states and would prob-

ably be forced to increase medical school tuitions

in public schools by 100% and by 25% in private

schools. This, he said, comes at a time when costs

for medical students have already increased sharply,

and would make it very difficult for minority and

low income students to be able to afford a medical

education.

onnounccffienl/

CALENDAR OF MEETINGS
NATIONAL

1979

April 1-2

April 1-5

April 2-5

April 3-4

April 3-5

April 4-6

April 5-7

April 5-7

April 6-10

April 6-10

April 11-14

April 19

April 19-21

American Laryngological Association

—Century Plaza Hotel, Los Angeles

American Society for Pharmacology
and Experimental Therapeutics—Hyatt

Regency, Dallas

American College of Surgeons—Denver
American Broncho-Esophagological As-

sociation—Century Plaza Hotel, Los
Angeles

American Laryngological, Rhinological

and Otological Society—Century Plaza

Hotel, Los Angeles

American Cancer Society National Con-
ference—Los Angeles Hilton, Los An-
geles

American Society of Law and Medicine

—Cherry Hill Hyatt Hotel, Cherry Hill,

N.J.

Practical Orthopedics and Sports Med-
icine for Family Physicians (sponsored

by Symposia de Santa Fe)—Savannah
Inn, Savannah, Ga.

American Association of Immunologists

—Hyatt Regency, Dallas

American Association of Pathologists

—

Dallas

American Rhinologic Society—Kalama-
zoo, Mich,

American Society of Law and Medicine

—Peoria, 111.

American Urological Association Semi-

nar—San Francisco

April 23-24 American Geriatrics Society—Mayflow-

er Hotel, Washington, D.C.

April 23-28 American Academy of Neurology

—

Marriott Hotel, Chicago

April 26- American Medical Society on Alcohol-

May 2 ism—^Washington, D.C.

April 26-28 American Urological Association Semi-

nar—Cherry Hill, N.J.

April 26-28 Diagnosis and Management of the High
Risk Pregnancy Meeting—(Univ. of

Louisville)—Hyatt Regency, Louisville

April 26-29 American Society of Internal Medicine

—New Orleans

April 29- American Occupational Medical Asso-

May 4 ciation—Disneyland Hotel, Anaheim,
Calif.

April 29- American Society for Dermatology Sur-

May 4 gery—New Orleans Hilton, New Or-

leans

April 29- International Symposium of Facial

May 4 Plastic and Reconstructive Surgery

—

New Orleans Hilton, New Orleans

April 30- American Association for Thoracic

May 2 Surgery—Sheraton Boston Hotel, Bos-

ton

May 2-5 Virginia Society of Ophthalmology and
Otolaryngology, 60th Annual Meeting
—Boar’s Head Inn, Charlottesville, Va.

May 3-5 Christian Medical Society—San An-
tonio, Tex,

May 3-6 American Association for the History

of Medicine—Hotel Penn, Pittsburgh

May 3-6 Association for Clinical Scientists

—

Mills Hyatt House, Charleston, S.C.

May 5-6 Southeastern Dermatological Associa-

tion—Kahler Plaza Hotel, Birmingham,
Ala.

May 5-7 American Federation of Clinical Re-

search—Sheraton Park, Washington,

D.C.

May 5-7 Association of American Physicians

—

Washington, D.C.

May 6-10 Association of University Radiologists

—Rochester, N.Y.
May 6-11 American Medical Tennis Association

—Spa and Racquet Club, Palm Springs,

Calif.

May 6-12 Biennial Western Conference on Anes-

thesiology—Sheraton Waikiki Hotel,

Honolulu
May 9-13 American College of Legal Medicine

—

Hyatt on Hilton Head, Hilton Head Is-

land, S.C.

May 9-13 Congress on Medical Education (AMA)
—Washington Hilton, Washington,

D.C.

May 10-13 American Society for Adolescent Psy-

chiatry—Chicago

May 11-13 American Academy of Psychoanalysis

—Waldorf Astoria, New York
May 12 American College of Psychoanalysts

—

Conrad Hilton, Chicago

May 13-16 American Lung Association—Las Ve-

gas Hilton, Las Vegas
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May 13-16 American Thoracic Society—Hilton

Hotel, Las Vegas

May 13-17 American Urological Association, 74th

Annual Meeting—New York Hilton,

New York
May 14-17 Aerospace Medical Association—Sher-

aton Park Hotel, Washington, D.C.

May 14-18 American Psychiatric Association

—

Conrad Hilton, Chicago

May 18-19 American Society of Law and Medicine

—New Orleans

May 19-25 American Society for Gastrointestinal

Endoscopy—New Orleans Hilton, New
Orleans

May 23-26 American College of Sports Medicine

May 27-30

May 27-30

May 31-

Jiine 1

—Sheraton Waikiki, Honolulu
American Ophthalmological Society,

115th Annual Meeting—The Home-
stead, Hot Springs, Va.

Society of Critical Care Medicine, 8th

Scientific and Educational Symposium
—Hilton Hotel, San Francisco

American Society of Law and Medicine

—Copley Plaza Hotel, Boston

STATE

April 4-7 Tennessee Medical Association—Air-

port Hilton Inn, Memphis
May 16 Middle Tennessee Medical Association

—Goose Creek Inn, Franklin, Tenn.

TENNESSEE MEDICAL ASSOCIATION
144TH ANNUAL MEETING

April 4-7, 1979

Airport Hilton Inn, Memphis, Tennessee

TREATMENTAND LEARNING CENTER FOR ALCOHOL RELATED PROBLEMS

Individual counseling and group
therapy are provided for the
family as well as the guests.

FELLOWSHIP HALL
A private non-profit JCAH accredited psychiatric hospitai

A nature trail for hiking and meditation

winds through nearly a mile of beautifully

wooded area.

A medical doctor and registered nurses provide 24-

hour medical care in a fully equipped infirmary.

FELLOWSHIP HALL
P. O. Box 6929 • Greensboro, N. C. 27405 • 919-621-3381

Located off U S. Hwy. No. 29 at Hicone Road Exit, 6V2 miles
north of downtown Greensboro, N.C. Convenient to 1-85, 1-40

U S. 421, U S. 220, and the Greensboro Regional Airport

Attractive, comfortable accommodations
are provided for both male and female

guests.

Fello\A/ship Hall will arrange connections with commercial transportation.
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Highlights of the TMA Board of Trustees Meeting

January 13-14, 1979

The following is a summary of the actions taken by the Board of Trustees of the Tennessee Medical

Association at its regular, first quarter meeting in Nashville.

Committee on
Legislation

THE BOARD:

Approved Legislative Committee recommendations regarding proposals

to be pursued in the 91st General Assembly which include (1) TMA-
sponsored legislation to provide for recovery of defense costs from

plaintiffs prosecuting frivolous lawsuits (Board of Governors of Ten-

nessee Bar Association has adopted the position of opposing such a

proposal); (2) immunity for communications between malpractice

insurance companies and Board of Medical Examiners to provide for

exchange of information in their files. TMA Position—Support; (3)

licensure of radiological technologists and nuclear medicine technolo-

gists. TMA Position—Oppose; (4) expansion of prescription power

to allow drug prescribing by nurse practitioners. TMA Position—Op-

pose; (5) chiropractic redefinition that would expand scope of practice

to include analysis and all “accepted chiropractic clinical findings.”

TMA Position—Oppose; (6) repeal of premarital serology test, replac-

ing it with prenatal syphilis and rubella testing and establishing addi-

tional testing requirements by rules and regulations. TMA Position

—

Support; (7) proposal to give psychology and physical therapy boards

disciplinary powers. Proposal referred to Mental Health Committee and

committee recommended opposing; (8) amendment to “Sick Doctor

Statute” to change verbiage regarding grounds for revocation from

“gross negligence” to “simple negligence.” Standard was rejected due

to potential for license revocation for single malpractice judgment;

and (9) proposal to abolish mandatory requirement that Commissioner

of Public Health have an M.D. degree and a Master’s degree in Public

Health. TMA Position—Oppose.

Committee on Mental

Health

Approved four recommendations from Committee: (1) Commissioner

of Mental Health be a physician, preferably a psychiatrist with con-

siderable administrative experience, and that letter be drafted to Gov-

ernor Alexander indicating such; (2) establishment of “Crisis Centers”

in metropolitan areas of state in conjunction with a general hospital

with psychiatrists on its staff to act as clearinghouse for emergency

cases in each area eliminating each hospital having an ER; (3) in

criminal cases, TMA reject premise of “not guilty by reason of insan-

ity” and endorse concept of “guilty, but mentally ill” with TMA Legis-

lative Committee directed to pursue and promote passage of such

legislation as enacted by Michigan lawmakers; and (4) continued

support of the TMA Impaired Physician program.

Committee on
Medicine and Religion

Medicine and Religion Breakfast will be held Saturday morning, April

7, in conjunction with TMA Annual Meeting, Airport Hilton Inn,

Memphis.
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TMA-TNA Joint

Practice Committee
Approved recommendation for the committee to make available speak-

ers to conduct educational programs on joint practice for specialty

societies or county medical societies upon request.

Committee on
Continuing
Medical Education

Heard report of TMA recommendations for CME accreditation previ-

ously approved by Liaison Committee on Continuing Medical Educa-

tion: Athens Community Hospital (reaccreditation); Maury County

Hospital (initial); and Baptist Hospital, Memphis (initial). One addi-

tional survey had been conducted and initial accreditation had been

recommended for McFarland Hospital, Lebanon.

Committee on
Rehabilitation

Recommended that Committee on Rehabilitation develop a brochure

containing names of all rehabilitation facilities and opportunities in

the state, as well as any other pertinent information.

Committee on
Peer Review

Heard report from Peer Review Committee concerning several revisions

for interpretation of nursing home regulations and approved following

recommendations: (1) must be a physician-patient contact at least

annually to meet nursing home requirements; and (2) for federal

certification, a patient must be seen every 60 days unless documen-

tation by physician is placed in patient’s record that this is not neces-

sary.

Travel Committee Approved Travel Committee’s recommendation for a TMA-sponsored

fall trip, INTRAV Danube River Adventure, to be conducted Sept.

23-Oct. 5, 1979.

New Mortality

Committee for

State of Tennessee

Heard report from Drs. B. K. Hibbett, III, and Frank Boehm, of

Nashville, regarding formation of maternal mortality committee. Board

recommended TMA sponsorship of such a committee with all funding

coming from the Tennessee Department of Public Health.

PSRO Update TMA will proceed to form a new PSRO organization with two pro-

visions: (1) Department of Health, Education and Welfare (DHEW)
assurance to TMA that it will meet all unsatisfied obligations of the

Tennessee Foundation for Medical Care, Inc.; and (2) TMA will be

able to negotiate contract for new PSRO acceptable to TMA.

AMA Conference Received for information a summary from George Lovejoy, M.D.,

Memphis, and Frank Genella, Jr., M.D., Oak Ridge, regarding recently

conducted AMA Conference on Improving Health Care in Correctional

Institutions.

Appointments Appointed Robert Clendenin, M.D., Union City; James W. Hays, M.D.,

Nashville; and Gilbert Rannick, M.D., Johnson City, to the Board

of the Tennessee Medical Foundation. Appointed Hobart H. Beale,

M.D., Martin, as chairman of Committee on Exhibits to fill vacancy.

Reappointed Mr. Charles Cornelius as TMA Legal Counsel.
j

^
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ON-UNE MEDICAL
PROCESSING
Physicians - Clinics - Dentists

Batch Services On-Line Services

In-House Systems

DATASTATION PRINTER

Direct from your office to the computer via telephone lines and
available back to you at the push of a button

;

Patient’s Name and Address Charges & Payments for the past 1 5 months
Up-To-Date Aged Balance Itemized Statement of Current Month Charges
Delinquency Status Itemized Year-To-Date Statements

Family Members on Rle Standard AMA Insurance Forms

As data is entered it is visually verified on the datastation screen. The
entering of patient account numbers automatically generates the

patient’s name on the datastation screen to ensure that the correct

patient is being charged or credited.

By including a printer, an itemized statement of current month or

current year transactions can be printed in your office on any patient

desired. Also, standard AMA insurance forms can be printed on any

patient selected.

We are not “Johnny Come Latelies’’ in the medical field: we have

been processing medical billing and providing other batch services

for more than 1 2 years in the Mid-South Medical Community for

many of your colleagues.

Call today for a demonstration.

(901)452-9000
MEDICAL DATA SERVICES, INC.

3637 PARK AVENUE
MEMPHIS, TENNESSEE 38111

Carroll L. Lewis, CDP Edward L. Kallaher
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Tfim conUnuino mcclkcil
cducotion opportunitic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures. observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology
Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Oncology
Orthopedics
Pathology
Pediatrics

Samuel Marney,
Bradley E. Smith,

Gottlieb C. Friesinger, III,

James D. Snell,

John A. Oates,

Lloyd King,

Oscar B. Crofford,

David Rabin,
David N. Orth,

Steven Schenker,

. . . W. Anderson Spickard,

Sanford B. Krantz,

Zell A. McGee,
Grant W. Liddle,

Gerald M. Fenichel,

Lonnie S. Burnett,

Robert Oldham,
Paul W. Griffin,

. . William H. Hartmann,
David T. Karzon,

M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.

Psychiatry

Radiology A.
Renal Diseases

Rheumatology
Surgery

Cancer Chemotherapy . ,

General
Neurological

Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation . .

Thoracic & Cardiac . . .

Urology

Marc H. Hollender, M.D.
Everette James, Jr., Sc.M., J.D., M.D.

H. Earl Ginn, M.D.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David HaU, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-

tion accreditation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-

ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule

April 2-6

April 4-6

April 1

1

April 20

April 26

April 27

April 27-28

April, 1979

May 23-24

May, 1979

June 1 1-16

July 25-28

August-

October

8th Annual James C. Overall Visiting

Professor in Pediatrics

Management of Hypertension and
Cardiac Causes of Sudden Death (21
hours)

Geriatric Psychopharmacology

Annual Barney Brooks Lectureship in

Surgery (1 hour)

Annual Frank H. Luton Lecture in

Psychiatry (1 hour)

American Academy of Orthopedic
Surgeons Short Course—Hyatt Re-
gency (7 hours)

Update in Gynecology, Oncology,

Endocrinology and Infertility

Modern Concepts in Oncology

18th Annual Seminar in Psychiatry

(for nonpsychiatrists) (11 hours)

Scientific Sessions of the Vanderbilt

Medical Alumni Reunion

Family Practice Intensive Review (40
hours)

2nd Annual Symposium on Contem-
porary Clinical Neurology (16 hours)

Internal Medicine Intensive Review

(33 hours)

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

238 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.

Internal Medicine
Cardiology John Thomas, M.D.

Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

Dermatology Thomas W. Johnson, M.D.
David Horowitz, M.D.

Gastroenterology Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

General Medicine Edward A. Mays, M.D.

Hematology/Oncology Robert S. Hardy, M.D.

Neurology Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.

Obstetrics & Gynecology Henry W. Foster, M.D.

Ophthalmology Axel C. Hansen, M.D.

Orthopedics Wallace T. Dooley, M.D.

Pathology Louis D. Green, M.D.
John C. Ashhurst, M.D.

Pediatrics E. Perry Crump, M.D.

Surgery
General Louis J. Bernard, M.D.

Neurological Charles E. Brown, M.D.

Thoracic and Cardiovascular David B. Todd, M.D.
Ira D. Thompson, M.D.

Urology MarceUe R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

Continuing Education Schedule

April 19-22 Matthew Walker Surgical Symposium
—Hale McMillan Lecture (24 hours)

May 23-25 Internal Medicine—1979 (18 hours)

For information contact Frank A. Perry, Sr,,

M.D., Director of CME, Meharry Medical College,

1005 18th Ave., North, Nashville, TN 37208, Tel.

(615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule
This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

April 17 (K) Right to Refuse Treatment and
Access to Patient Records

April 19-21 (M) Gynecologic Oncology

April 26-27 (C) Orthopaedics

April 26-27 (M) Pediatrics—Behavioral and
Learning Disabilities

May 3-4 (M) Electronystagmography

May 4-5 (K) 2nd Annual Family Practice Up-
date and Review—Gatlinburg

May 7-9 (M) The Clinical Use of Sex Steroids

May 10-11 (C) Rheumatology in a Clinical

Practice

May 11-12 (M) Modern Advances in Cancer
Treatment

May 24-25 (M) Nutrition Symposium

May 25-26 (M) Practical Office Dermatology

June 4-7 (M) Basic Principles of Rhinoplasty

June 6-9 (M) Basic Electrocardiography

—

Pickwick

June 7-9 (M) Practical Otolaryngology for the

Primary Care Physician—Gat-

linburg

June 7-10 (C) Family Practice Review Course

June 20-23 (M) Audiometric Orientation

June 24 (M) Audiometric Orientation Re-

fresher Course

June 25-28 (C) OB/GYN Emergencies—Orlan-

do, Fla.

July 25-27 (M) Medical Aspects of Sports

Aug. 23-25 (M) ENT Postgraduate Review

Sept. 13-15 (M) Myocardial Infarction

Sept. 27-29 (K) Arthritis Symposium

Sept. 28-29 (M) 1 1 th Memphis Conference on

the Newborn

Oct. 4-6 (K) Regional Meeting, American
College of Physicians & Tennes-

see Society of Internal Medicine

Oct. 11-13 (K) 1st Annual Radiological Confer-

ence

Oct. 18-19 (K) Cancer Concepts 1979

Oct. 25-27 (K) Office Ultrasound

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr, LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370
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(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

62 S. Dunlap St.

Memphis, TN 38163
Tel. (901) 528-5606

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

March 29

April 2-4

April 17

May 11

June 20-21

July 1-3

Aug. 10

Sept. 9-14

A Basic Science Review for the Phy-

sician

Current Topics in Anaerobic Bacterio-

logy

Thanatology

Mental Retardation

Surgery Symposia

Cardiopulmonary Rehabilitation

Office Management

Substance Abuse in Youths: Prevention

and Treatment

Oct. 8-9 Geriatrics II: Sex and the Aged

Oct. 23 Consumer Health Education: A Mul-

tidisciplinary Approach

Nov. 9 Pediatrics—Neonatology

Dec. 4 Occupational Medicine II

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)

929-5364.

SOUTHWEST ALLERGY FORUM
April 28- Update 1979: Adult and Pediatric Al-

May 1 lergy and Clinical Immunuology (co-

sponsored by UTCHS, Memphis)—
Hyatt Regency, Memphis. Credit: 16

hours AMA Category 1.

For information contact Dr. Bernard M. Zussman,
General Chairman, 40 N. Pauline, Memphis, TN
38105.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busv office practices. The technique uses a concept

of emotions that is consistent with human anatomy
.mil psvcho-physiology. Yet. the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finallv. the technique is

readily understandable and easy for practitioners to

apply.

One. two and three week courses. Minimum of

hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training: $500 for 3rd week
of supervised practice with patients in (he Intensive

R RT Treatment Program.

For further information contact: Maxie C.
Maultsby. Jr.. M.D.. Office of Continuing Medical
Education. Dept, of RBT. University of Kentucky,
Lexington, KY 40506.

Continuing Education Schedule

April 2-3 Medical Aspects of Sports Sympo-
sium*

April 20-21 Endocrinology for the Practicing Phy-
sician*

April 25-27 Advances in the Therapeutics of In-

ternal Medicine (cosponsored by
American College of Physicians)*

May 2-4 Controversies in OB-GYN Care*

* Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Univer-

sity of Kentucky, Lexington, KY 40536, Tel. (606)
233-5161.

BOWMAN GRAY
SCHOOL OF MEDICINE

Courses in Abdominal Real Time Sonography

A series of six week-long courses on the use of

real time ultrasound in abdominal studies will be

offered at Bowman Gray School of Medicine on the

following dates: June 11-15, July 16-20, Aug. 6-10,

and Dec. 9-13, 1979. Credit: 30 hours per week in

AMA Category 1.

For information contact James F. Martin, M.D.,

Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem NC 27103.

MEDICAL COLLEGE OF GEORGIA
Continuing Education Schedule

April 4-6 Cardiology

April 17-18 Neonatology—The Sick Newborn

April 19-20 Preventive Medicine

May 10-11 The Medical Office Team
June 7-9 Internal Medicine*

July 16-20 Taxes and Investments*

Aug. 6-8 Pediatrics*

* Presented at Holiday Inn of Jekyll Island, Ga.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30901, Tel. (404) 828-3967.
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OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

A comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in September, 1978, includes regional meetings and

postgraduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local phy-

sicians to report to their colleagues on investigative

work and clinical experiences in the wide scope of

subject areas included in the practice of internal

medicine.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by in-

ternal medicine and its subspecialties. Averaging

three to five days, they are directed toward practic-

ing physicians and are presented in association with

medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

See September 1978 issue for complete

1978-1979 listing

Postgraduate Courses

April 2-6 Complications of Uremia—San An-
tonio, Tex.

April 23-27 Diagnostic and Therapeutic Concepts
in Endocrinology, 1979—Rochester,

Minn.

April 25-27

May 3-5

May 10-12

May 16-18

May 16-18

June 6-8

June 7-9

June 11-15

June 27-29

Advances in the Therapeutics of In-

ternal Medicine—Lexington, Ky.

The First 12 Hours: Emergency Man-
agement of the Critically 111—Toronto

Decision-Making in Clinical Practice

—Washington, D.C.

Rheumatology for the Nonrheuma-
tologist—Pittsburgh

Cardiac Auscultation and Cardiac Ex-

amination—Rochester, Minn.

Diagnostic and Therapeutic Decisions

in Patients with Pulmonary Disease

—

Chicago

Review of Internal Medicine, 1979

—

Houston

Advances in Internal Medicine ’79

—

Banff, Alberta

Hepatobiliary Disease and Clinical

Practice—San Francisco

NEW ORLEANS GRADUATE MEDICAL
ASSEMBLY

April 27- Management of Common Problems in

May 1 Office Practice—The Fairmont, New Or-

leans. Credit: AMA Category 1, AAFP,
ACEP.

For information contact New Orleans Graduate
Medical Assembly, Room 1538, Tulane Medical
Center, 1430 Tulane Ave., New Orleans, LA 70112,
Tel. (504) 525-9930.

AMERICAN MEDICAL GOLF ASSOCIATION
and

AMERICAN MEDICAL TENNIS
ASSOCIATION

12th Annual Desert Medical Classic

Physicians Scientific/Golf/Tennis Event

May 6-11 Sports and Physical Fitness: the Risks

and the Rewards—SPA Resort Hotel,

Palm Springs, Cal.; Tennis at the SPA,
the Smoke Tree Ranch, and the Palm
Springs Municipal Tennis Center; Golf
at Mission Hills, Bermuda Dunes, La-

Quinta, and Eldorado. Credit: 12 hours

AMA Category 1.

For information contact Desert Medical Classic,

P.O. Box 183, Alton, IL 62002, Tel. (618) 462-

6841.

UNIVERSITY OF MIAMI
SCHOOL OF MEDICINE

May 4-7 7th Annual Surgical Intensive Care Sym-
posium—Eden Roc Hotel, Miami Beach.

Credit: 20 hours AMA Category 1.

For information contact Division of Continuing

Medical Education, D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

April 2-15 The Insensitive Diabetic Foot: Before

and After Tissue Breakdown—with Paul

W. Brand, M.D., USPHS Hospital, Car-

ville, La.

Dermatologic Techniques for Your Prac-

tice—with Lynn P. Alexander, M.D..

Louisiana State University, Bogalusa, La.

The Emergency Use of CT Scans for In-

tracranial Trauma—with Robert A. Zim-

merman, M.D., and Thomas Genneralli,

M.D., University of Pennsylvania, Phil-

adelphia.
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brief/

Artificial Pancreas

May Aid Diabetics

A vest pocket artificial pancreas, capable of nor-

malizing blood glucose levels in diabetics, is now
being developed, but even more exciting, is the

possibility that research now under way will result

in a totally implantable artificial pancreas, able to

sense blood glucose levels, compute individual

insulin needs and automatically inject the hormone,
all in a self-contained, miniaturized package. The
vest pocket version of the device, known as an

open loop system, is receiving the most attention

because such an external system is within the range

of current technology.

An open loop artificial pancreas generally in-

cludes a special micropump, an insulin reservoir, a

power source, and a minicomputer preprogrammed
to maintain a steady basal insulin flow rate as well

as to provide extra insulin at mealtime. The flow

rate would be determined individually for each

patient.

Beware of Exploding Pop Bottles

Glass bottles containing carbonated beverages may
be the cause of serious injury and even death to

young children, according to a report from a pedia-

trician at Loyola University Stritch School of Medi-
cine, in the December issue of Pediatrics, the month-
ly scientific journal of the American Academy of

Pediatrics.

Injuries result from children coming into contact

with glass bottles containing carbonated beverages

under pressure which, for one reason or another,

explode, showering the child with glass. Most often,

the bottles are glass, returnable, not refrigerated and
unopened.

The article included case reports in which a 15-

month-old child died from shock after extensive

surgery for lacerations from shattered pop bottle

glass, and a 9-month-old boy was treated for facial

cuts, after accidentally striking together two soft-

drink bottles, one of which exploded.

Parents were urged to keep glass bottles out of the

reach of children, and to purchase only plastic bot-

tles or bottles in shatterproof casing, whenever pos-

sible. Large glass bottles containing carbonated

beverages should not be purchased if small children

are in the home.

242

EMERGENCY PHYSICIANS
Outstanding multi-hospital emergency physician

group has an excellent opportunity available for

full-time, career-oriented emergency physicians

living in or near Madison, Tennessee, just out-

side of Nashville. Fee-for-service. $40/hour. Busy

emergency department. Malpractice insurance

provided. No accounting, billing, or personnel

problems. Contact: John Stein, Assistant Ad-

ministrator, 897 MacArthur Blvd., San Leandro,

CA 94577 or phone (415) 638-3979.

OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Positions available for emergency department

physicians with multi-hospital group in Morris-

town, Tennessee. Growing volume emergency

department (1,350 patients monthly). Fee-for-

service. Averages $30-$40/hr. Malpractice insur-

ance provided. No accounting, billing, or per-

sonnel problems. We invite you to call or write

to John Stein, Assistant Administrator, 897 Mac-
Arthur Blvd., San Leandro, CA 94577, phone

(415) 638-3979.

INTERNIST OR PRIMARY CARE
PHYSICIAN

VA Outpatient Clinic, Chattanooga, TN. Duties

principally clinical. Salary in $35,000 range (plus

bonus) depending on qualifications. Great oppor-

tunity for an individual for whom the rigors of

private practice are no longer necessary. Civil

Service benefits of retirement, leave, life insur-

ance, health insurance, malpractice protection.

Interested candidates contact the Chief of Medi-
cine, VA Medical Center, Nashville, TN 37203.

Phone: (615) 327-4751, Ext. 565.

AN EQUAL OPPORTUNITY EMPLOYER.

EMERGENCY PHYSICIANS
NEEDED

immediate openings in Kentucky, Tennessee, and

Georgia: Excellent hospitals, medical staffs with

established growing corporation. Competitive sal-

ary, liberal fringe benefits, profit sharing plan,

etc. Corporate responsibility commensurate with

your ability. Send curriculum vitae to Emergency
Medical Associates, P.O. Box 2538, Chattanooga,

TN 37407 or call Larry Stone, M.D. (615) 886-

5193.
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YOU’LL GET PROMPT
PROFESSIONAL RESULTS
WHEN YOU REFER A
HEARING-IMPAIRED
PATIENT TO A

Hearing Aid Specialist
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Beltone Hearing Aid Service

301 Montgomery Street

Box 1097
Johnson City, Tennessee 37601
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205 West Market
Dyersburg, Tennessee 38024x-^^^
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Jackson, Tennessee 38301
(901) 422-2951
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Jonesboro, Arkansas 72401

_(
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Tupelo, Mississippi 38801
(601) 842-6325
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308 West Church Avenue
Knoxville, Tennessee 37902
(615) 524-5509
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304 Cherokee Street
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(615) 247-3731
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(615) 581-3808

„

rr_Txt;rTh6mas Stewart
‘
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|
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933 Madison Street „

Ciarksvilie, Tennessee 37040
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Publicf Square 103 E. Main
|%ailatin, Tennessee 37066

l^^^^(615)
452-5166

William B. West
Beltone Hearing Aid Center
605 North Garden Street

Columbia, Tennessee 38407
(615) 388-3646

Beltone Hearing Aid Service

404 South College
Winchester, Tennessee 37398
(615) 967-2482

Beltone Hearing Aid Center
4515 Poplar
Memphis, Tennessee 38117
(901) 682-7807

WORLD LEADER IN HEARING AIDS AND HEARING TEST INSTRUMENTS

ELECTRONICS CORPORATION
4201 West Victoria Street • Chicago, Illinois 60646
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Hypnosis: Current State of the Art in the

Treatment of Psyehosomatic Disorders
RAY 0. SEXTON, M.D. and RICHARD C. MADDOCK, Ph.D.

Hypnotic suggestions and suggestibility are

usually associated with direct or posthypnotic

suggestions which direct the subject either to do

or to avoid doing something. However, because

they may also take the form of harmful sug-

gestions delivered in a state of accidental or

unintentional hypnosis, they may account for

long-standing emotional disorders such as psycho-

somatic or psychophysiological disorders. Harm-

ful suggestions are usually delivered when the

subject is in a hypersuggestible, i.e., a psycho-

logical or emotional, state in which there are very

few operational psychological defenses, such as

temporary unconsciousness, illness with an ac-

companying high fever, incidents involving ex-

treme emotionality, anesthetic states, or other

traumatic experiences which occur during the

course of a lifetime. During these specific periods,

suggestions which are received by the patient’s

unconscious have a permanent effect, especially

when they are delivered with force or believ-

ability. These specific hypersuggestible states rep-

resent periods of accidental or unintentional

hypnosis when suggestions may account at a later

time for neurotic or maladaptive behavior or, as

in the particular case of conversion neurosis, a

psychosomatic disorder.

Another way to illustrate the phenomenon of

“accidental hypnosis” is through the Ohm’s law,

which is a basic principle of physics. Essentially,

Ohm’s law states that

Or,

Impedence (Amps) = Electromagnetic Force (Volts)

Resistance (Ohms)

In accordance with Ohm’s law, the amount of

current flowing through a wire depends upon E,

the force behind the current (in volts) over R,

the given resistance of the wire (in Ohms). If

there is sufficient force behind the current, with a

lowering of resistance, the impedence will in-

crease proportionately.

Ohm’s law may be used as an analogy for the

situations in which suggestions become perma-

nent. Substituting in the above equation and using

it as an analogue, we may rewrite the equation as

follows:

Strength of _ Force of Suggestion

Suggestion Resistance (of mind)

For example, if a patient who is unconscious as

a result of an automobile accident is pronounced

dead by an ambulance attendant at the scene of

the accident, the death suggestion may have a

permanent effect since the patient is unconscious

and at that time has no resistance to the sugges-

tion. Similarly, a patient who has been anesthe-

tized is susceptible to suggestions received during

surgery, especially if there is trauma associated

with the procedure. Upon awakening the sugges-

tion is “forgotten” but remains active in the un-

conscious and will account for active symptoms

of various types—symptoms which may in turn

be traced back to the original suggestion. In this

sense, a suggestion delivered under the proper

hypnotic circumstances is causative. Although it

is not common in psychiatric circles to hear about

causation, as the language of psychiatry is gen-

erally descriptive, we have found in practice that

when these causes (i.e., suggestions while the

patient is in an induced hypnotic state) are un-

covered, they can be reinterpreted and the patient
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can be returned to emotional health. Furthermore,

the results which are achieved are consistent and

reliable so that patients who have had long-

standing chronic psychosomatic disorders may
look forward to relief. Several examples will

clarify this approach to treatment.

Case Material

Psychophysiological Gastrointestinal Reaction

A 32-year-old married woman presented acute

abdominal pain in the lower right quadrant with a

duration of about six months. Her psychiatric his-

tory indicated that just prior to the onset of pain

the patient had participated in an extramarital

affair for the first time since she was married. In

a hypnotic session, the patient was age-regressed

to 14 years when she had her first date and re-

turned home about 30 minutes late. Her adopted

mother (the patient was adopted at the age of 2)

was extremely upset and a session ensued in

which the patient’s mother beat her on the right

side with a chair and told the patient that “she

was a whore and a slut, just like her real mother.”

In order to remove this suggestion, the patient

was age-regressed in a subsequent hypnotic ses-

sion to 2 years, at which time she saw her real

mother and the suggestion that she was “a whore

and a slut” was “removed” (i.e., suggested away).

The abdominal pain had returned in order to re-

mind the patient that she was a whore, appro-

priately at the time she was tempted to cheat on

her husband.

Since the original suggestion was implanted

during a state of “accidental hypnosis” (the

trauma surrounding the first date and the beating)

removal of the suggestion consisted of rehypno-

tizing the patient, age-regressing her to the cause,

and then suggesting the original suggestion away.

At a six-month and one-year follow-up, the pa-

tient had experienced no recurrence of the pain.

Psychophysiological Respiratory Reaction

A 30-year-old married man who was a physi-

cian presented with hyperventilation syndrome of

four years’ duration. History revealed the onset

occurred with an emergency appendectomy. Un-
der hypnosis, he was age-regressed to the surgical

procedure and it was suggested to him that he

could “remember” the details of surgery even

though he was under a general anesthetic. He
then stated he could hear the resident say, “Hey,

the blood’s getting pretty black down here” and

of course as a physician he knew what this meant.

He immediately started to take deep breaths and

after the surgery continued to breathe deeply in

order to assure himself that he was alive by main-

taining the oxygen level in the circulatory system.

Although the original suggestion had been “for-

gotten,” it remained active in the unconscious

and subsequently accounted for his hyperventila-

tion. Under hypnosis this original suggestion was

suggested away and normal respiratory function

was restored.

Psychophysiological Musculoskeletal Reaction

A 35-year-old married man had experienced

unrelenting headaches for 30 years. A complete

neurologic evaluation was within normal limits.

His history indicated that at the age of 5 his 3-

year-old brother was killed in a fall from a horse-

drawn wagon in which he and the patient were

riding. Under hypnosis he was age-regressed to

the accident, where we found that both his mother

and father, in their extreme emotional panic,

affixed the blame on the patient for not having

watched his brother more closely. At this point

in the trance, the patient observed the crease in

his brother’s forehead where he had been run

over by the wagon. Later, carrying the guilt for

the death, he assumed his brother’s pain and in-

jury in an effort to “bring his brother back to

life,” an often-used atoning defense mechanism

(identification).

Treatment consisted of removing the sugges-

tion that he was at fault. Practically this was done

by allowing the patient while under hypnosis to

visualize the incident in its entirety and then

reinterpret the circumstances surrounding the

incident. This patient experienced immediate

headache relief and follow-up indicated that the

results were permanent.

Psychophysiological Cardiovascular Reaction

A 36-year-old man experienced the sudden

onset of chest pain, tachycardia and shortness of

breath following a combined family and occupa-

tional crisis for which there appeared no apparent

solution. His history indicated that his mother,

with whom he was closely identified, had died

when he was 29. During several visits to the grave

in the past the patient had experienced similar

symptoms but of much less intensity. These data

are utilized to age-regress under hypnosis. There-

fore, under hypnosis he was age-regressed to the

second year of life, when he had been hit by a
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slow-moving automobile and rescued by his

mother. This critical event produced a stronger

than usual attachment to his mother, an attach-

ment which became more binding at the age of 5

when the car in which he and his mother were

riding was involved in another accident. In this

accident, which was brought out of repression

during hypnosis, the patient was uninjured but his

mother had received a severe blow to the chest

when she was thrown against the steering wheel.

As they sat in the car awaiting help, his mother

repeated over and over that she was dying. He
was panicky. Magical thinking reduced this over-

whelming fear by his assuming the same pain

either to die with his mother or keep her alive.

Since in the patient’s mind this assumption of

pain at the age of 5 was successful in keeping his

mother alive, it was only natural that he would

(unconsciously) attempt to “bring his mother

back again” by assuming her symptoms at a time

when he really needed her.

Treatment in this case consisted of taking the

patient through the various incidents which had

caused and intensified his illness, and as he de-

veloped insight he was able to demonstrate

marked improvement so that his present situa-

tional crisis could be worked through in a more

rational and straightforward manner.

Discussion

The particular case histories that have been

outlined here were chosen as representative of a

variety of psychophysiological disorders which

have been successfully treated by hypnosis. Al-

though the symptoms differ it can be seen that

they are usually significant in that they are con-

nected in some way with one initial or causal

episode. Therefore, it is necessary to take from

each patient a detailed history in which the

emphasis is placed upon hypersuggestible states

in the past. This history-taking procedure will

generally locate past events when suggestions

were received which had a lasting effect upon the

patients, even to the point of having caused con-

siderable discomfort. In the event such states are

not clearly defined in the history (i.e., they are

repressed and the patient is unaware of them)

they will usually emerge during the hypnotic ses-

sion so that the patient again has access to them

and can reinterpret the events. In addition, the

accessibility of tape recording equipment en-

hances the whole process, for when these re-

pressed events are recorded and then played back

for the patient, additional opportunities for rein-

terpretation are provided.

The methodology that has been outlined here

relies heavily upon suggestibility, not only as a

treatment procedure but also as a causal factor in

most emotional and psychophysiological dis-

orders. Just as a specific virus may be seen as the

cause of many physical disorders, a suggestion

(or a particular set of suggestions) may be seen

as the cause of many of the psychosomatic dis-

orders, as well as many other emotional disorders

that we see in practice. The overall results com-
pare favorably with the results achieved in other

fields of medicine, both in terms of immediate

symptom relief and in terms of the permanent,

lasting benefits to the patient.

920 Estate Dr.
Memphis, TN 38117

JOURNAL PRAISED AT
MEDICAL JOURNALISM WORKSHOP

On Jan. 20, 1979, Jean Wishnick, managing editor of the Journal of the Tennessee Medical

Association, along with the editors and managing editors of many state and county medical

associations and state pharmaceutical associations, attended a medical journalism workshop in

Chicago. The meeting, conducted by Sandoz Pharmaceuticals, was part of a year-round

national program to provide design and writing help to small-circulation medical journals.

Speakers were Blake Kellogg, professor of journalism at the University of Wisconsin; Paul

Fisher, professor of journalism at the University of Missouri; and Richard Weiner, public re-

lations counsel to Sandoz Pharmaceuticals.

Professor Kellogg said the Journal is a first rate state medical magazine. The writing sins

are few and editing virtues many, and it is amazingly free of medicalese. The editorials are a

strong point of the magazine, and the scientific articles are clear, informative and well written.

Professor Fisher complimented the visual presentation of the Journal by noting that the

departmentalizing and graphic punctuation on the contents page make it convenient for busy

readers to check at a glance. He also noted that the type style used for copy and headlines,

and the differentiation of major articles from regular features and news items, enhance the

magazine’s readability.
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Physician Utilization of Social Services

In a General Hospital
CHRISTINA G. BLANCHARD, MSW, Ph.D.; VIRGINIA A. HOPKINS, MSW;

MARVIN FEIT, Ph.D.; and LOUISE GEARIN, MSW

Changes in Social Security benefits for the aged

and disabled (Medicare) and for the medically

indigent (Medicaid) have increased the utiliza-

tion of social service departments in many hos-

pitals.^ Yet the range of social services offered

by a social service department in a general hos-

pital is often misunderstood by physicians with

the result that services may be underutilized.^"^

One reason for the lack of understanding may
lie in some disagreement between physicians and

social workers regarding the role of social work-

ers. Sampling physicians and social workers at

the University of Michigan Hospital, Olsen and

Olsen,^ found physicians believed social work-

ers should perform fewer activities than did the

social workers themselves. While the two groups

of professionals agreed that social workers

should handle traditional duties, such as discharge

planning and financial aid, they disagreed about

duties such as screening patients for psychiatric

evaluation and helping patients with social prob-

lems related to their medical situation. Social

workers saw these as a part of their role, while

physicians did not. Furthermore the greatest

conflict between physicians and social workers

was in the area involving a psychotherapeutic

approach to the social and emotional problems

of the patients, which physicians did not accept

as part of the social worker’s role.

In a review of several studies, Phillips et al^

found that physicians see social workers more as

“environmental manipulators” than do the social

workers who are dealing with the psychosocial

problems of patients and their families. Accord-

ing to Phillips, environmental manipulation in-

cludes such activities as arranging for nursing

home or convalescent placement, discharge plan-
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ning, and financial assistance. Social workers, be-

lieving in the importance of psychosocial factors

in health care, were reported as undertaking

these services if the physician did not oppose
them. Certainly the worker’s ability to articulate

to the physician the importance of the psycho-

social variables in a treatment plan could be ex-

pected to increase the rate of referrals to social

service departments and increase the variety of

referrals.

The purpose of this study was to examine
physician utilization of the social service depart-

ment of a 1,200-bed general hospital in a large

metropolitan city in Tennessee. It was hypothe-

sized that utilization patterns were related to

physicians’ lack of knowledge and understanding

of services available. At the time of this study,

the social service department had been in opera-

tion for four years and had grown from one to

four social workers. The department had been

started by a hospital administrator who convinced

the hospital of the need for such a department.

Initially the social service department focused its

activities on counseling and taking psychosocial

histories; now the major service provided is dis-

charge planning, although referrals have increased

in all areas. The social workers were not as-

signed to specific departments within the hospital

but instead handled intakes in order of arrival

and based on current caseload. This study was
done in part to help the department plan future

growth both in terms of members of social work-

ers and of future activities.

PHASE I OF STUDY

Methodology
Questionnaires were distributed in the summer

of 1976 to all 138 staff physicians who had offices

adjoining the hospital. It was felt that these

physicians might be most likely to use the social

service department of the hospital. Questions

included information on medical specialty, vol-

ume of practice, use of social services, perceived
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services offered by the social service department,

and reasons for not using the social service de-

partment for more patients.

Results

Characteristics of Sample. After two mailings,

responses were received from 67 (48.5%) physi-

cians. Of the respondents, 28 (41.8%) gave their

specialty as surgery; 19 (28.4%) as internal

medicine. The remaining 20 (29.8%) were in

other specialties including psychiatry, pediatrics,

and family medicine.

There was a wide range of years when re-

spondents began to practice medicine, from 1920-

1976, with a mean year of 1960. The mean year

physicians started using this hospital was 1964.

Physician respondents had a mean of eight in-

patients per day.

Utilization and Perceptions of Social Service

Department. Almost 90% of the respondents

knew the hospital had a social service depart-

ment. Analysis showed 49.3% had used the de-

partment in the preceeding three months; usage

had ranged from 1 to 45 times with a median

use of 4 times. Of those using the social service

department, 96% were satisfied.

Table 1 shows the services requested by physi-

cian respondents in the previous three months as

well as the services these physicians believed the

department provided. Discharge planning was

noted most frequently on both lists. Some services

involving contact with agencies along with services

involving direct counseling were next in frequency

of services requested. Services which a much
higher percent thought the department provided

compared with the percent using the department

included referral service, family history, psycho-

social history, crisis intervention, liaison with the

community, and employment counseling. For

every service listed, the percent saying they per-

ceived the service was available exceeded the per-

cent saying they had used the services.

In the use of the following services—social

history, counseling for the patients, counseling

for the family, discharge planning, and equip-

ment purchase or rental—chi square (x^) analy-

sis showed significant differences (p<.05) be-

tween physicians using social services most fre-

quently and those using them less frequently dur-

ing the previous three months. However, of the

physicians with the most patients in the hospital,

significantly more (p<.05) used the following

TABLE 1

SOCIAL SERVICES REQUESTED IN THE PREVIOUS
THREE MONTHS AND SERVICES PHYSICIAN

RESPONDENTS THINK SOCIAL SERVICE DEPARTMENT
PROVIDES

Services

Services

Physicians

Service Physicians Think are

Requested Available

No. % No. %
Discharge planning 29 43.3 48 71.6

Liaison with other

agencies 25 37.3 28 41.8

Equipment purchase

or rental 23 34.3 37 55.2

Counseling for

family 23 34.3 38 56.7

Counseling for

patient 20 29.9 34 50.7

Referral service 18 26.9 38 56.7

Financial aid 17 25.4 30 44.7

Social history 17 25.4 — *

Psychosocial history 13 19.9 30 44.7

Family history 12 17.9 30 44.7

Crisis intervention 11 16.4 — *

Liaison with

community 11 16.4 28 41.8

Employment
counseling 8 11.9 24 35.8

Liaison between

hospital and

family * 35 52.2

Group Therapy — * 19 28.3

* Service not included in this question.

services; counseling the patients, discharge plan-

ning, liaison with other agencies, financial aid,

equipment purchase or rental, and referral ser-

vices. The two most commonly stated reasons for

not using the social service department more

frequently were that the service did not seem

relevant (34.3%) and that the physicians didn’t

know about the services (16.4%).

Although there was no significant relationship

between medical specialty and overall use of

social services, analysis of specialty use of each

service showed the social service department was

used more for discharge planning by internal

medicine and surgery specialties than by other

specialties (p<.06).

Analysis of data of physicians’ perceptions of

services available in the social service department

showed that of physicians using social services

most, significantly more (p<.05) thought the fol-

lowing services were available: counseling for the

patient, counseling with the family, and obtain-

ing equipment.
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Of the physicians with the most patients in the

hospital, significantly more (p<.05) thought the

following social services were available: family

history, counseling for the patient, counseling

with the family, and liaison between the hospital

and the family.

Implications

Analysis of the data showed that the social

service used most frequently and that perceived

by the highest percent of physicians as being

available was discharge planning, a service seen

as a traditional function of social workers. As
Table 1 shows, other traditional functions, such

as liaison with other agencies and procurement

of equipment, also were used frequently. Areas

involving psychosocial services, such as counsel-

ing the patient, social history, and family history

saw lower usage. All the services listed are pro-

vided by the social service department; the fact

that only one, discharge planning, was known as

an available service by more than 60% of the

respondents may indicate the lack of knowledge

by physicians of available uses of the social ser-

vice department and may reflect the conflict con-

cerning the role of the social worker.

As noted above, physicians using social services

the most differ from those using them less in that

the more frequent users call on social services not

only for traditional duties such as discharge plan-

ning but also for services in the psychosocial

area such as counseling for the patient and the

family. Those with the most patients in the hos-

pital show a pattern of using social services more

for traditional duties than for psychosocial inter-

vention. This reflects the higher use of discharge

planning by internal medicine and surgery spe-

cialties. Generally the same trends were seen in

analysis of perceptions of available services. This

indicates that those using social services the

most have discovered a wider range of services

available than those using the department less

frequently, while those with the heaviest patient

load still rely primarily on the more traditional

functions of a social service department.

PHASE II OF STUDY

The next stage of the study consisted of the

evaluation of strategies that could be used to

increase the usage of social services by expanding

knowledge of social services available and by
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showing the relevance of the services to the

problems seen by the physicians.

One factor to be considered in planning a

strategy is the relatively low status of social work-

ers in the hospital hierarchy.®'^ A major reason

cited for this role is that social work generally

is an ancillary service to the major service of

diagnosis and treatment of illness. The social

worker may be a member of a team but the direc-

tion of the team is generally under the physician.

Another reason for the subordinate status of the

social worker is the lack of a central power base.

This may occur if workers are assigned to par-

ticular units of the hospital and identify with the

unit rather than with the social service depart-

ment.

To increase utilization, one goal might be to

raise the status of the worker, i.e., to increase the

worker’s power in the system. The first step in

accomplishing this would be to understand the

system and the current power distribution.^’® This

involves understanding both the formal and in-

formal organizations within the hospital, i.e., the

written and unwritten forms of organization. An-

other technique that can be used is the formation

of alliances. These can be formed on a standing

basis, thus providing continuity over time or they

can be established on a transient or ad hoc basis.

They may be formed with others within the hos-

pital or with outside groups such as the local

National Association of Social Workers (NASW)
chapter. Skill in negotiation, knowledge of group

process, and avoidance of personal attack are

other mechanisms that could benefit the social

worker’s status.®

An important way to increase the use of social

workers lies in improving their image, which can

be done through such mechanisms as personal

assertiveness^ and establishment of professional

competence.^ The latter may be accomplished

through the use of teams or case conferences® in

which one’s knowledge and skills are directly

observable by those from other disciplines, in-

cluding the physician.

The establishment of professional competence

can also be fostered by a clearer definition of

roles. This includes defining areas of compe-

tence®’®’® or as Segaff® says, a “technical monop-

oly,” which can be done by notifying other pro-

fessionals, especially physicians, who are the

major source of referrals to social workers, of

the duties of social workers. These should, of

course, indicate the relevancy of the t)qDe of ser-

vice to the problems seen by the physician. Such
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notification can be done in writing or verbally in

a conference format.

Specification of areas of competence and devel-

opment of a power base is also fostered by the

establishment of an organizational structure that

allows social workers to control their services.

This may include an independent case finding

system rather than dependence on physician re-

ferrals.

Assessment of these techniques for possible

adoption in the social service department under

study indicated that all of the strategies used to

broaden the power base would have a higher

probability of success if a knowledge or com-

petency base were built initially. Additionally, as

noted earlier, the major reason given for a lack

of use of the department was a lack of knowledge

about the services available.

Methodology
We decided the first method to be employed to

increase utilization would be to provide physi-

cians with information concerning the services

available from the social service department.

Since the physicians sampled said their lack of

use of the social service department was based on

lack of knowledge plus questions concerning

the relevance of the services to patient care, em-

phasis would also be placed on the way in which

available services would relate to total medical

management.

Various vehicles for distributing this informa-

tion were discussed. Attendance at conferences

would be low and thus few physicians would be

reached. Personal contact with each physician was

eliminated because of the time required to contact

each physician and the busy, unpredictable sched-

ule of the physicians. We finally decided to send

each physician a written description of services

available, including specific examples. Advan-

tages of this method were that it was faster than

other methods, it reached all the physicians simul-

taneously, and it provided them with a ready

reference when they wished to refer patients.

Information was condensed in a one-page list for

easy reading and was printed on green paper for

easy reference. It was distributed to all the physi-

cians in the original sample.

Results

To examine whether physician utilization in-

creased as a result of the distribution of the in-

formation, data were gathered on the number of

physician new referrals and total cases for a

TABLE 2

SOCIAL SERVICE CASES AND NEW REFERRALS IN

APRIL, MAY, AND JUNE, 1976-77

April May June Mean
Patient Days

1976 30310 31066 30039

1977 29664 30490 28941

Cases Seen By
Social Service

Department

1976 147 221 115

1977 246 184 204

Cases/ Patient

Days

1976 .00485 .00711 .00383 .00526

1977 .00829 .00603 .00705 .00712

New Referrals

1976 * 100 108

1977 138 119 138

New Referrals/

Patient Days

1976 * .00321 .00359 340

1977 .00465 .00390 .00476 443.6

* Data not available

three-month period prior to the introduction of

the information and for the same three-month

period a year later following distribution of in-

formation. Results are presented in Table 2. To
take into account the variability in the monthly

hospital census, a ratio of number of referrals or

cases to the number of patient days was taken for

each month in the analysis. The mean number of

cases seen as well as new referrals prior to and

after the distribution of information were com-

pared using the t test. These tests yielded similar

trends (7=1.59, df=4, p<.10 for cases seen; t=

2.75, df=3, p<.10 for new referrals). Both tests

indicate the distribution of facts and examples

concerning the social service department has some

effect on physician usage of that department. Data

collected over a longer period of time might show

even larger differences.

Conclusions

Data presented in these studies indicate usage

by physicians of the social service department

reflects their understanding of the role of the

social workers and of the services available. Pro-

viding additional information concerning the so-

cial service department did seem to result in

increased physician usage of the social service

department. This technique has the distinct ad-

vantage of being easily implemented and thus it

could be used in any hospital setting. An addi-

tional outcome is that the social service depart-
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ment can continue to build on this improved

utilization pattern and by increased visibility to

further extend their services in the future, r ^
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EKG of the Month

W. BARTON CAMPBELL, M.D.

Figure 1

This tracing shows a regular rhythm at a rate

of 134 per minute. The QRS complex appears to

be widened in II, III and AVF but is of normal

duration in the precordial leads. An initial de-

flection in II, III and AVF resembles a “Q wave”

and suggests inferior wall infarction. The upright

wave in leads II, III or AVF may be a P wave or

a T wave. The “Q wave” has an unusually wide

configuration and on closer inspection represents

a retrograde (inverted) P wave. The PR interval

is .10 seconds. Although on casual observation

this tracing resembles an inferior infarction with

“Q waves” in II, III and AVF, a repeat tracing

taken a few minutes later when the patient was

back in sinus rhythm clearly shows that the “Q

waves” are actually inverted P waves occurring

with a junctional rhythm (Fig. 2). Note the

slower rate and normal upright P waves in II, III

and AVF.

A 62-year-old man was seen in the St. Thomas
Hospital Cardiopulmonary Rehabilitation Center with

a long-standing history of chronic bronchitis with severe

obstructive lung disease and hypertension. Medications
included chlorothiazide (Diuril) 500 mg twice daily and
imipramine (Tofranil) 25 mg twice daily. He had occa-

sional vague chest discomfort during week preceding this

electrocardiogram, which was obtained as a routine trac-

ing prior to exercise (Fig. 1). His blood pressure was
140/90.

From the Department of Cardiology, St. Thomas
Hospital, Box 380, Nashville, TN 37202.

Figure 2

FINAL DIAGNOSIS: Junctional rhythm with in-

verted P waves in leads II, III and AVF simulat-

ing inferior infarction. r ^
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X-ray of the Month

PAUL HAYES, M.D. and A. JAMES GERLOCK JR., M.D.

This 76-year-old man was admitted after a wagonH
wheel rolled over his neck. He had massive soft tissue®
swelling of the neck requiring an endotracheal tube'^
to maintain a patent airway. A lateral x-ray view of his

cervical spine shows the C-2 vertebra separated from
and displaced anterior to the C-3 vertebra (Fig. 1).

What is the etiology of the massive soft tissue swelling
in the neck?

( 1 ) Subcutaneous emphysema from a transected

trachea

(2) Soft tissue swelling from a lacerated esophagus
(3) Hemorrhage from an injured carotid or vertebral

artery

(4) Hemorrhage from torn cervical spine ligaments

Figure 1. Lateral x-ray of the cervical spine showing
C-2 separated from and displaced anteriorly to C-3.

Discussion
In an injury to the cervical spine as severe as

the one in this patient, all of the listed diagnoses

are possible. Subcutaneous emphysema from a

transected trachea can be ruled out as there is no
evidence of subcutaneous air seen on the cervical-

From the Department of Radiology, Vanderbilt Uni-
versity Hospital, Nashville, TN 37232.

fspine x-ray and no palpable evidence of crepitus.

Generally, an acutely lacerated esophagus or tom
cervical spine ligaments do not cause soft tissue

swelling in the neck massive enough to cause

obstruction of the trachea. Soft tissue swelling of

this magnitude should indicate to the examiner

that one of the major neck vessels has been in-

jured, and angiography can be most helpful, as

was the case in this patient.

Angiography was done following surgical neck

exploration and reduction of the cervical spine in-

jury. Figure 2(A-C) shows the serial radiographs

obtained at 0.5 sec., 1.0 sec., and 1.5 sec. respec-

tively after the contrast medium was injected into

the right vertebral artery. In Figure 2(A), the

contrast medium can be seen filling the right

vertebral artery (arrow) and the basilar artery

(B), and refluxing down the left vertebral artery

(open arrow). Figure 2(B-C) shows the occlu-

sion of the left vertebral artery and a traumatic

aneurysm at the site of the cervical spine injury

at the C-2 and C-3 level. The protected course of

the vertebral artery in the neck shields it from

trauma, and direct injury to it usually damages

adjacent vital structures with promptly fatal re-

sults. The great majority of cases resulting in

thrombosis, traumatic aneurysm, or arteriovenous

fistula involving the vertebral artery have oc-

curred with knife or bullet wounds.

It is not widely appreciated that blunt non-

penetrating injury to the neck with or without

cervical spine fracture may also cause injury to

the vertebral artery, requiring prompt diagnosis

and surgical treatment.

Acute thrombosis of the vertebral artery usually

results in death. ^ Thrombosis of the vertebral ar-

tery may occasionally be delayed following whip-

lash injury of the cervical spine ^ and some cases

have been associated with chiropractic manipula-

tion.®®

Elkin and Harris ^ describe an arteriovenous

fistula of the left vertebral artery in a soldier who
was injured about the face and neck by a falling

log. When the fistula was recognized one month

later there was no evidence of external injury or
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Figure 2. Serial radiographs obtained at (A) 0.5, (B) 1.0 and (C) 1.5 seconds after the selective injection of

contrast medium into the right vertebral artery. (A) Shows the contrast medium filling the right vertebral artery
[solid arrow] and basilar artery [B] and refluxing down the left vertebral artery [open arrow]. The numbers 2
and 3 indicate the cervical spine injury at the C-2 and C-3 level. (B) Shows occlusion of the left vertebral artery
at the C-2 and C-3 level [arrow]. (C) Shows filling of the large traumatic vertebral artery aneurysm [A].

cervical spine fracture and there were no neuro-

logical signs. Surgery was curative.

Gurdjian ® reports a 58-year-old male who sus-

tained a fracture dislocation of the 5th and 6th

cervical vertebrae with immediate quadriplegia.

Angiography demonstrated intimal damage and

occlusion of the left vertebral artery although

there were no signs of external injury to the neck.

Surgically amenable vertebral artery pseudo-

aneurysms have resulted from chiropractic ma-

nipulation of the cervical spine without a resultant

fracture.

5

Our case illustrates a rare, life-threatening, but

surgically treatable complication of closed neck

trauma. Early recognition of hemorrhage and

traumatic pseudoaneurysm of the vertebral artery

will only occur if such a possibility is considered

and arteriography is performed at an early stage

in the management of the patient.

ANSWER: The correct diagnosis in this patient

is (3) hemorrhage from an injured carotid or

vertebral artery. r ^
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Laboratory Medicine

Alpha Fetoprotein

JOSEPH J. SANNELLA, M.D.

Although a specific function has not been iden-

tified for alpha fetoprotein (AFP), it is the pre-

dominant serum protein in early fetal life. AFP
is synthesized by the fetal liver, has a molecular

weight of 65,000, consists of a single peptide

chain, and can diffuse across membranes. As ges-

tation proceeds, the fetal liver produces more and

more albumin so that the concentration of AFP
progressively lessens until only nanogram quan-

tities are detected at maturity.

About 1% of the fetal serum AFP is secreted

or excreted into the urine and accumulates in the

amniotic fluid. The concentration of AFP in this

compartment reaches a peak around the 20th

week of gestation and then steadily falls. The

decrease is partly due to the decreasing serum and

urine concentrations but also to the more active

swallowing of amniotic fluid as fetal maturity

proceeds. Thus fetal ingestion and subsequent

proteolytic degradation constitute the major cata-

bolic pathway for amniotic AFP.
AFP reaches the maternal serum by diffusion

across allantoic membranes. In early pregnancy,

the gradient between amniotic fluid and maternal

serum is 1,000:1, i.e., 0.1% of the amniotic

fluid concentration reaches maternal serum. At

30 weeks, however, the gradient has fallen to

10:1, and by 40 weeks, almost no gradient is

present. Because of the changing diffusion gradi-

ent, maternal serum concentrations steadily rise

throughout pregnancy even though the amniotic

fluid levels steadily decrease after the 20th week.

The “pathology” of AFP can be related to de-

fects in synthesis, catabolism, or diffusion. The

adult liver does not normally synthesize AFP.

However, in several kinds of liver disease, espe-

cially when there is induction of active regenera-

tion of hepatocytes, AFP synthesis temporarily

resumes. Thus, AFP has been detected in a

variety of acute and chronic liver ailments. Ma-
lignant proliferations of hepatocytes, teratocarcin-

From Clinical Laboratories of Nashville, 5 Park Plaza,

Nashville, TN 37203.

omas and occasionally other carcinomas can

synthesize AFP, and the presence of AFP in the

serum of these patients can provide a convenient

tumor marker. A relatively common synthetic

“defect” leading to increased maternal serum
levels is twins or other multiple pregnancies.

Recalling that the major catabolic pathway
for amniotic fluid AFP is fetal ingestion, digestive

tract or neurological abnormalities that diminish

or preclude swallowing or cause regurgitation will

result in increased amniotic and maternal serum
AFP. Diminished swallowing is part of the ex-

planation of increased levels in pregnancies

associated with severe neurological defects.

Esophageal or duodenal atresia, as expected, will

preclude catabolism.

Most of the interest in maternal serum levels

of AFP centers around a variety of diffusion de-

fects that occur at the fetal-amniotic fluid inter-

face. There is a very high correlation between

open neural tube defects (NTD) and elevations

of AFP. In some cases of spina bifida and

anencephaly, there is no interface, consequently

CSF has free access to the amniotic cavity. In

closed NTD, such as meningocele or myelocele,

the interface is present but attenuated so that

normal diffusion gradients are not maintained.

The in-utero diagnosis of NTD is the most

highly investigated aspect of AFP testing. It has

been shown that AFP elevations in maternal

serum are most likely to be demonstrated be-

tween the 16th and 20th weeks. After this time,

maternal serum levels may not differ significantly

from normals. The “diagnostic window” is quite

narrow if the sensitivity of case detection is to

be optimized.

There is widespread screening of all pregnan-

cies for NTD in the United Kingdom where be-

cause the incidence of NTD is about 5 per 1,000

most agree that mass screening and termination

of these heartbreaking pregnancies is justified

on purely economic terms. Those objecting are

not concerned about diagnostic reliability or costs

Continued on page 282
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ON-LINE MEDICAL
PROCESSING
Physicians - Clinics - Dentists

Batch Services On-Line Services

In-House Systems

DATASTATION PRINTER

Direct from your office to the computer via telephone lines and
available back to you at the push of a button

:

Patient’s Name and Address Charges & Payments for the past 1 5 months
Up-To-Date Aged Balance Itemized Statement of Current Month Charges
Delinquency Status Itemized Year-To-Date Statements

Family Members on Rle Standard AMA Insurance Forms

As data is entered it is visually verified on the datastation screen. The
entering of patient account numbers automatically generates the

patient’s name on the datastation screen to ensure that the correct

patient is being charged or credited.

By including a printer, an itemized statement of current month or

current year transactions can be printed in your office on any patient

desired. Also, standard AMA insurance forms can be printed on any

patient selected.

We are not “Johnny Come Latelies’’ in the medical field; we have

been processing medical billing and providing other batch services

for more than 1 2 years in the Mid -South Medical Community for

many of your colleagues.

Call today for a demonstration.

(901)452-9000
MEDICAL DATA SERVICES, INC.

3637 PARK AVENUE
MEMPHIS, TENNESSEE 381 1

1

Carroll L. Lewis, CDP Edward L. Kallaher
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Mental Health Report

Regional Intervention Program—

A Historical Perspective

The Mid-Cumberland Regional Intervention

Program (RIP) is a prevention/early interven-

tion program for behaviorally disordered and de-

velopmentally delayed preschoolers and their par-

ents. It was begun in June of 1969 with a bio-

medical grant from George Peabody College.

From September of 1969 until June of 1971, the

Bureau of Education for the Handicapped of the

U.S. Office of Education, in cooperation with

Peabody and the Nashville Junior League, pro-

vided funding for the program, which was first

housed at the Kennedy Center at Peabody and

was directed by Dr. John P. Ora. In June of

1971 the Department of Mental Health and Men-
tal Retardation’s Children and Youth Section

in the Central Office assumed full responsibility

for funding and administration, and in 1973

sponsorship was transferred to Middle Tennessee

Mental Health Institute.

RIP has been physically based at the Junior

League Home on White Avenue in Nashville

since 1972. The facility has undergone extensive

remodeling to include small tutoring rooms,

specially designed classrooms and a mock-up

apartment for behavior management training. All

rooms are designed with observer rater stations.

The program has evolved from a data-based

outpatient clinic directed by Dr. Ora into a

parent-implemented day program staffed by a

principal and four masters-level resource persons.

It is still data based, although the technology, a

unique combination of behavior modification

and child development, is now more sophisti-

cated. Its unique aspect is in its utilization of

parents, which allows it to meet the needs of a

responsive, growing service delivery system. The

program has been proven cost effective through

an economic analysis in 1972 by the University

of Tennessee Department of Industrial Engi-

neering.

Seventy-six percent of referrals to RIP during

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville, TN 37219.

its first two years of operation were made by

pediatricians. This percentage has decreased to

35% as more mental health centers and other

child care organizations have developed, and
while initially 80% of referrals were behaviorally

disordered and the other 20% developmentally

delayed, at present only 60% are behaviorally

disordered and 40% are developmentally de-

layed. Because of this change in clientele the

average length of stay has increased over the

years to 11 months.

In its first nine years of operation, RIP has

served an estimated 425 families. The average

child is 32 months old; 70% are male, 30% are

female; and 15% are from minority groups. Of
the families served in December of 1977, 58%
had income below $10,000, 26% between

$10,000 and $16,000, and 16% had income over

$16,000.

As a regional backup service to mental health

centers, medical personnel, and social service

agencies, RIP is available to persons in the 26

county area served by Middle Tennessee Mental

Health Institute. Because of this, an estimated

25% of the families travel more than 50 miles

per day round trip with some commuting more
than 100 miles.

In nine years, RIP has become a nationally

recognized service delivery model. In addition to

housing considerable research, RIP has been the

subject of numerous presentations at national

professional meetings, and has been featured in

national publications {Innovations, 1975). It

served as a subject of a CBS Television Morning

News presentation in 1976, and four training films

were produced by George Washington University

Medical Center, Airlie Productions in 1972. The

program was awarded the prestigious Gold

Award in 1976 by the American Psychiatric

Association, and in 1978, was selected as a fea-

tured program by the President’s Commission on

Mental Retardation.

In February of 1974, the State House of Rep-
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resentatives passed House Resolution 109 peti-

tioning the Commissioner of Mental Health to

prepare a plun for the statewide expansion of

RIP, and in December of 1974, the plan was

submitted to the General Assembly. Even though

funds were not allocated for expansion, concur-

rent efforts on the part the RIP advisory com-

mittee, the Nashville Junior League, and George

Peabody College have resulted in expansion.

Each year the rental money paid by TDMHMR
to the Junior League for RIP’s facility is turned

over to the RIP advisory committee for use in

RIP-related activities, and monies accumulated

over a four-year period were used to begin a

RIP expansion program with the hope that the

General Assembly would fund the plan in its

continued operation. This did not transpire, but

in June of 1976, Middle Tennessee Mental

Health Institute took administrative and financial

responsibility for the RIP expansion program.

The RIP advisory committee has continued its

consultative and financial support through a

small grants program, training grants, sponsor-

ship of an annual expansion conference, and a

fund for special requests.

In its four years of operation, the RIP expan-

sion project has trained 30 people, resulting in

nine other expansion projects, six of them in Ten-

nessee. One is in Hartford, Conn., one is in Cleve-

land, Ohio, and there is one in Brantford, On-
tario, Canada. The RIP expansion project pro-

vides a ten-week competency-based training

program at the RIP facility in Nashville, and

allows for ongoing follow-up support and con-

sultative services when the trainees return to

prospective community locations.

In August of 1978 the RIP expansion project

became the recipient of a three-year renewable

outreach grant from the Bureau of the Education

of the Handicapped, U.S. Office of Education,

Department of Health, Education and Welfare.

Year-one activities of this grant are divided into

three components. Component A is geared to-

ward community awareness and early identifica-

tion of handicapped children. Component B
concerns the RIP replication effort as it has

existed, but new funds will enable the develop-

ment of new training materials. Component C is

aimed at the development and implementation

of training programs and staff of human service

agencies in Tennessee. This training component

expands the availability of RIP-related training

to agencies not previously having it available.

TABLE 1

PARENT ORGANIZATION AND STATUS OF
RIP EXPANSION PROJECTS

Program
Start-Up

Date

Children

Served

Families

Served

Paris MHC 4-75 59 48
Trenton Satellite 6-77 14 12

UCPIP, Plateau MHC 8-75 34 28
McMinnville Satellite 1-78 8 5

Columbia Area MHC
A.M. Program 1-76 53 45

P.M. Program 1-76 64 56
Harriett Cohn MHC 4-77 27 25
Quinco MHC 1-78 8 €
Williamson Co

Counseling Center 1-78 12 8

Early Intervention

Center

Cleveland, Ohio 11-76 102 98

Preschool Intervention

Program, West Hartford,

Connecticut 4-76 139 130

PEPPI Preschool Parent

Center, Brantford,

Ontario, Canada 5-78 26 23

All but one of the Tennessee expansion proj-

ects have been started and are funded by com-

munity mental health centers. The exception is

the Upper Cumberland Preschool Intervention

Project (UCPIP) which was funded through an

Appalachian Regional Commission Grant to the

DMHMR. This project also became part of

local community mental health center programs.

The Columbia RIP offers a unique service in

the form of morning and late afternoon pro-

grams, the latter scheduled because of a large

number of working mothers.

All expansion projects outside Tennessee have

outside funding which affords adequate staff and

facilities for a total operation. The numbers

served by the Cleveland and West Hartford

programs, which have been in operation for over

two years, are in themselves a testimonial to

the difference adequate funding can make.

Table 1 represents the parent organization and

status of each of the expansion projects.

RIP Nashville and each of the expansion

projects differ in many aspects because of their

respective facilities, community needs, clientele

served, etc., but each in its own development

maintains the important parent-implemented,

cost-effective, data-based treatment model which

has afforded RIP such an impressive history.

CUP
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Public Health Report

Epilepsy Program in Tennessee

There are an estimated 42,000 people in Ten-

nessee who suffer from epilepsy. According to a

1977 report of the National Commission for the

Control of Epilepsy and Its Consequences, the

potential for both prevention and control of epi-

lepsy is highly encouraging, but the actual benefits

currently available fall far short of a desirable

level.

The 1978 Tennessee General Assembly en-

acted legislation authorizing the Department of

Public Health to develop a statewide program to

serve persons with epilepsy and other seizure

disorders. Although several organizations, such

as the Epilepsy Foundations in the Memphis,

Chattanooga, and Knoxville areas and the Com-
prehensive Epilepsy Program in Middle Tennes-

see, have been providing services for several

years, there has been no coordination of these

efforts at the state level. Tennessee is one of only

four or five states currently conducting a state-

wide program.

Public Law 833, enacted in January, 1978 and

effective July 1, appropriated $100,000 for the

development of a state epilepsy program. As spe-

cified in the act, the Department of Public Health

has the following duties: (1) to develop eligibility

standards for the care and treatment of persons

suffering from epilepsy and other seizure disor-

ders; (2) to assist in the development and expan-

sion of programs for such care and treatment; (3)

to extend to persons suffering from epilepsy and

other seizure disorders financial assistance which

will enable them to obtain the necessary medical,

nursing, pharmaceutical, and technical services;

(4) to institute and carry on an educational pro-

gram; (5) to promulgate necessary rules and

regulations; and (6) to employ personnel as posi-

tions are funded to implement the act.

The Epilepsy Act also established the Epilepsy

Advisory Committee, consisting of 11 members
appointed by the Commissioner of Public Health

for four-year terms, to consult with the Depart-

From the Tennessee Department of Public Health, Ben
Allen Road, Nashville, TN 37216.

ment in the administration of the act. Commis-
sioner Fowinkle appointed the following: Stephen

E. Natelson, M.D., Knoxville, representing medi-

cal schools; George Andrew Zirkle, Jr., M.D.,

Knoxville, representing licensed physicians; Mr.
Joe DiBona, Columbia, representing a local pub-

lic health agency; Mrs. H. Lynn Jones, Milan,

representing the general public; Anthony Segal,

M.D., Memphis, licensed physician; Mr. John D.

Dodson, Kingsport, representing hospitals; Mrs.

Jan Walker, Chattanooga, representing voluntary

agencies; Mrs. Dorothey Warnacut, Concord,

representing voluntary agencies; Gerald M.
Fenichel, M.D., Nashville, representing hospitals

and medical schools; Neil C. Brown, M.D.,

Chattanooga, representing medical schools; and
Mrs. Bert Prosterman, Memphis, representing

voluntary agencies.

At their first meeting held in August, 1978,

the Advisory Committee determined that the first

priority of the program should be education. It is

generally agreed that most of the problems faced

by persons with epilepsy are caused by lack of

understanding of the disorder; ridicule and avoid-

ance are often manifestations of this lack of un-

derstanding. The committee approved a budget

providing $77,210 for the expansion and develop-

ment of educational programs to more fully

inform epileptic patients, patients’ families, per-

sonnel working with epileptics, business and pro-

fessional people, and the public in general about

epilepsy and other seizure disorders. The remain-

ing $22,790 of the appropriation is to be used

for staff salaries and support.

At their second meeting, held in November,

the Advisory Committee recommended funding

the following five projects: Holston Valley Hos-

pital, Greater Knoxville Epilepsy Foundation,

Inc., Chattanooga Epilepsy Foundation of

America, Vanderbilt Comprehensive Epilepsy

Program, and Memphis Epilepsy Foundation.

These projects are primarily educational in nature

and include such activities as film and slide pre-

sentations, informational meetings, speakers bu-

reaus, school alert programs, and continuing
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education seminars for medical professionals and

paraprofessionals.

The National Commission for the Control of

Epilepsy and Its Consequences has stated three

convictions:

1 . The incidence of epilepsy can be reduced by

a series of relatively inexpensive preventive mea-

sures if the public can be convinced of the neces-

sity for these measures.

2. The quality of care can be substantially

improved for a large percentage of those with

epilepsy by continuing investment in basic and

clinical research, and by more rapid and efficient

transfer of technology.

3. Through comprehensive educational pro-

Laboratory Medicine . . .

Continued from page 273

as much as the general inadequacy of the neces-

sary supporting systems for such a program.

There is considerable question as to the avail-

ability of reliable ultrasonography. Interruption

of pregnancies is not undertaken until serum

elevations of AFP are followed up by an ultra-

sound study to rule out fetal death, multiple

pregnancy, or incorrect gestational age, as well as

placental localization. Occasionally, an NTD can

be demonstrated and confirmed by ultrasound,

but if not, the next step is amniocentesis and

possibly amniography. If NTD is present, marked

elevations of AFP in the amniotic fluid are usu-

ally found between 16 and 20 weeks.

Since the incidence of NTD in the United

States is somewhere between 1 and 1.5 per 1,000

pregnancies, the push for mass screening here is

much less enthusiastic, although there is general

agreement that high-risk pregnancies should be

screened with the maternal serum test.

Other diffusion defects that have been identi-

grams in both the public and private sectors,

necessary services can be made more responsive

to the unique problems of epilepsy and can be

more accessible financially and geographically to

those who need them, thus reducing the medical

and social consequences of epilepsy.

Members of the Advisory Committee and staff

anticipate that the activities of the Epilepsy Pro-

gram of the Tennessee Department of Public

Health will contribute toward the realization of

these goals.

For further information contact Troy Woodard,
Director, Epilepsy Program, Tennessee Depart-

ment of Public Health, Ben Allen Road, Nash-

ville, TN 37216; Tel. (615) 741-7312. ^

fied relate to fetal renal or skin diseases, fetal

death, severe Rh isosensitization, and low birth

weight, most of which are associated with in-

creased AFP. Renal agenesis, on the other hand,

is associated with very low levels of amniotic

and maternal serum AFP. Before one makes this

diagnosis, however, it is important to be abso-

lutely certain that amniotic fluid rather than ma-
ternal urine has been submitted for examination.

Laboratories engaged in these studies should

incorporate enough ancillary testing on amniotic

fluid to rule out “contamination” of the fluid by

either maternal urine or fetal blood.

In summary, AFP testing is an important addi-

tion to patient management. Confirmed ab-

normally low or high values in maternal serum

or amniotic fluid almost always indicate a

troubled pregnancy even when NTD is not pres-

ent. Elevations of AFP in nonpregnant patients

of any age (except neonates) can signify serious

liver disease or neoplasia. r' ^

282 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Medical Jurisprudence

Medical Records—Ownership, Access, and Contents

C. DAVID MORISON, J.D.

Recently the Association has received numer-

ous requests for information on medical records

and legal considerations involving them. This

memorandum is intended to answer some of those

questions. It by no means should be considered

conclusive in that these considerations can change

at any time (Senate Bill 360 of 1979, the so-

called confidentiality bill, would substantially

modify patient access to medical records). How-
ever, it should at least point out some of the con-

siderations involving medical records. Specific

questions should be referred to local counsel or

the Association.

Medical Records and the

Principles of Medical Ethics

The AMA Principles of Medical Ethics state in

section 9 that “A physician may not reveal con-

fidences entrusted to him in the course of medical

attendance, or the deficiencies he may observe in

the character of patients, unless he is required to

do so by law or unless it becomes necessary in

order to protect the welfare of the community.”

Subsection 5.03 of the Principles provides in

part: The patient’s history, diagnosis, treatment,

and prognosis may be discussed with the patient’s

lawyer with the consent of the patient or his law-

ful representatives. The utmost effort and care

must be taken to protect the confidentiality of all

medical records. This ethical principle applies

to computerized medical records just as it applies

to any other medical records. (Subsection 5.04,

supra)

History, diagnosis, prognosis, and the like ac-

quired during the physician-patient relationship

may be disclosed to an insurance company rep-

resentative only if the patient or his lawful rep-

resentative has consented to the disclosure. (Sub-

section 5.06, supra)

When a colleague who is presently treating a

patient requests records from another physician

who has formerly treated the patient, that former

physician should promptly make his records

available to the attending physician. It is as-

Mr. Morison is staff attorney, Tennessee Medical

Association.

April, 1979 ‘
-

sumed, of course, that proper authorization for

the use of these records has been granted by the

patient. It is unethical for a physician, who for-

merly treated a patient, to refuse for any reason to

make his records of that patient promptly avail-

able on request to another physician presently

treating the patient. (Subsection 5.61, supra)

Medical notes made by a physician in private

practice are for his own use in treating a patient

and belong to him. With the patient’s consent,

the record may be examined by an attorney, an-

other physician engaged by the patient, or other

party, but the patient has no legal right to its

possession or ownership. The record is physically

the personal property of the physician, although

the patient (or his legal representative) has cer-

tain legal rights to the information contained in

the record about the patient’s diagnosis and treat-

ment.

The record is a confidential document involv-

ing the physician-patient relationship and should

not be communicated to a third party without the

patient’s prior written consent, unless it is re-

quired by law or is necessary to protect the wel-

fare of the individual or the community. Medical

reports must not be withheld because of an un-

paid bill for medical services. Simplified, routine

forms can be prepared without charge, but a

charge for more complex, complicated reports

may be made in conformity with local custom.

(Subsection 5.62 supra)

In addition to legal requirements, there may
be good reason why a physician would wish to

preserve his records for some time. In many
instances, the patient must rely on his physician

and his physician’s records to establish the fact

that he did receive medical care and treatment

or that he has had the services of a qualified

physician. Without his records, the physician

who rendered the care would be unable to as-

sist his patient. Thus, in the best interest of the

patient, the physician should not indiscriminately

dispose of his records but should give considera-

tion to the type of practice he has and to the pos-

sible needs of his patients.

A physician is under no obligation to turn his
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records over to his patients. In the best interests

of the patients, however, when a physician con-

templates moving from a community or retiring

from practice, he should notify the patients on his

active list that he intends to leave, and should

encourage the patients to seek the services of

some other physician. The physician could also

suggest that, with the consent of the patient, ar-

rangements can be made to permit a succeeding

physician, designated within reasonable time by

the patient, to review or copy these records. In

this way the patient’s best interests may be served.

(Subsection 5.63 supra)

Retention of Records
The length of time for which medical records

should be retained varies from state to state de-

pending upon their law. Tennessee law does not

require the retention of medical records by in-

dependent physicians for any specified period,

but hospital records (defined as records pertaining

to hospital or outpatient care) must be retained

for a period of ten years, and X-ray film for

seven years. (TCA 53-1323) These statutes

would appear to delineate an appropriate mini-

mum period for retention although they are not

mandatory. The physician should keep in mind

that these records are as much for his benefit in

refreshing his memory as they are for the patient.

Hospital records and those of patients in state

hospitals are specifically declared confidential and

are not open to public inspection. (TCA 15-305)

However, they may be subpoenaed, so care

should be taken as to what is written in them.

Confidentiality and Legal Requirements
It is important to consider confidentiality in

light of the relationship between ethical con-

siderations and statutory law. Like many states,

statutes regulating the practice of medicine and

surgery in Tennessee include the following

grounds among others for denial, suspension,

restriction or revocation of licenses to practice

medicine and surgery: (1) Unprofessional, dis-

honorable, or unethical conduct; (2) Willfully

betraying a professional secret.

We have already seen that the principles of

ethics prohibit communication of medical records

to a third party without the patient’s consent

unless it is required by law or is necessary to

protect the welfare of the individual or the com-

munity, The phrase “unless otherwise required

by law” takes on particular significance here.

Tennessee, along with approximately 18 other
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states, has no specific statute establishing con-

fidentiality in the physician-patient relationship.

(32TLR652) Tennessee does, however, have a

confidentiality statute for physicians acting in the

capacity of psychiatrists. (TCA 24-112) Com-
munications with a psychiatrist are privileged

except in civil and criminal cases and other legal

proceedings in which (1) the mental condition of

the patient is at issue; (2) the court or board hav-

ing jurisdiction determines that the interests of

justice require that the privilege be withheld; or

(3) proceedings are under the drug control act

relative to civil commitment of persons who are

not charged with or convicted of any criminal

offense.

On the other hand, in 1965 the Tennessee

Supreme Court ruled in the case of Quarles v^'.

Sutherland (215 Tenn. 651, 389 SW 2nd 249)
that Tennessee had no statute establishing a con-

fidential relationship between physicians and
patients, and “at common law neither the patient

nor the physician had a privilege to refuse to dis-

close in court a communication of one to the

other, nor does either have a privilege that the

communication not be disclosed to a third per-

son.” {Quarles vs-. Sutherland at page 251)

Medical ethical principles require that medical

records and communications with a patient be

kept confidential and not be disclosed without the

patient’s consent; disclosure of these records may
constitute grounds for suspension or revocation of

a license to practice medicine as unethical con-

duct. (TCA 63-618 [1])

On the other hand if the patient or his records

are subpoenaed into court, these communications

are not privileged unless the physician is acting as

a psychiatrist, and even then he may be required

to disclose them. If records are lawfully sub-

poenaed into court, disclosure would not violate

the principles of ethics.

In addition, medical records are required by

statute to be made available to registrars of vital

records for the limited purpose of gathering in-

formation on birth certificates, death certificates,

and reports of fetal deaths. (TCA 53-428) The

contents of records may also be required under

other federal and state regulations, such as

Medicare-Medicaid and Federal Drug Laws.

Many of these requirements are prerequisites for

receiving reimbursement for service rendered from

government agencies. It is safe to assume these

requirements will increase due to federal com-

prehensive health planning laws and cost con-

tainment provisions which are causing greater and
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greater contact with government agencies and

increased access to medical records. Federal

Drug Enforcement Agency (DEA) requirements

include registration numbers to prescribe drugs

on DEA schedules and order blanks for drugs.

It is a closed system designed to hmit access to

scheduled drugs. DEA, therefore, has access to

records of many drugs prescribed by physicians.

Physicians have all been trained in the prepara-

tion of medical records and their content, and this

is solely within their discretion as physicians.

However, there are certain considerations which

should be kept in mind when preparing records.

Although they are the physician’s property, ac-

cess to them by third parties is increasing. An
indication of this is a recent trend toward con-

fidentiality statutes which have been introduced

in Tennessee and other states which would re-

quire patient access to their medical records un-

der certain circumstances. (Senate Bill 360,

supra) Tennessee has not as yet enacted such a

statute.

Generally, patient records should be complete

enough so that if another physician had to treat

the patient he could get an overview of the pat-

ient’s condition and render adequate treatment.

Although records are technically the physician’s

property, certain other persons do have a legally

recognized interest in them. The patient may
authorize release of his records to another person,

and has a right to be apprised of his general con-

dition. This does not mean the patient himself

has a right to access to his records, and no patient

record should be released without a written

authorization from the patient, designating who
may receive the record; the authorization should

be placed in the patient’s file.

The issue of informed consent has already been

covered but consent forms signed by the patient

prior to any significant procedure should defi-

nitely be included in the patient’s file, as patients

are often forgetful when it comes to recalling the

information given them prior to treatment. The

forms should not, however, be substituted for

the physician’s own personal explanation of the

treatment and its risks to the patient. The phy-

sician should keep in mind that what appears in

his medical records may be disclosed in a court

proceeding regarding personal injuries to his

patient, or may be used by his patient against him

in a malpractice action. Records should therefore

be sufficient to document the treatment and pro-

cedures used should such documentation prove

necessary. It also should document the patient’s

failure to keep appointments and follow orders.

Any correction made on the record should docu-

ment the time it was made and the reason it was

made, and should be initialed. Erasures and cor-

rections have been used to raise the issue that they

were made after suit was commenced in an at-

tempt to remove damaging evidence.

Mandatory Reports

Following are brief reviews of some of the re-

ports required by Tennessee law to be submitted

and on occasion certified with regard to patient

treatment. Other states have similar requirements.

1. A certificate of live birth is required to be

filed within ten days of a live birth, for which the

physician must supply information within 72

hours. (TCA 53-441)

2. A certificate of death is required to be filed

within five days of death, for which the physician

shall provide a certificate within 48 hours of

death. (TCA 53-471)

3. Reports are required of fetal deaths or of

births where no evidence of life exists, or of preg-

nancies of 20 weeks or more gestation or a weight

of 350 gm or more. (TCA 53-473)

4. Reports of all induced terminations of preg-

nancy are required within ten days of the pro-

cedure, but the name of the mother shall not be

given. (TCA 53-474)

Relative to abortions, it is important for phy-

sicians to be cognizant of the law regulating abor-

tion where they practice. This is an extremely

delicate area in which it pays to be well informed,

as illustrated by the Edelin case in Massachusetts

and the Waddill case in California. Tennessee

adopted the standards set forth in the Roe V5.

Wade decision which legalized certain abortions

by statute in 1973. Based upon recent agitation,

litigation, and legislation instigated and promoted

by vocal right to life groups, great care must be

taken to avoid civil and criminal pitfalls. Under

Tennessee law, performing a criminal abortion is

punishable by imprisonment for not less than five

nor more than ten years and a $5,000 fine. An
abortion is not criminal if performed: (a) during

the first three months of pregnancy with the preg-

nant woman’s consent, and pursuant to the medi-

cal judgment of the pregnant woman’s attending

physician; (b) after three months but before

viability of the fetus with the pregnant woman’s

consent, if performed in a hospital licensed by

the Department of Pubhc Health or a state or

federal hospital by the pregnant woman’s attend-

ing physician pursuant to his medical judgment;
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(c) during viability of the fetus, with the preg-

nant woman’s consent, by the pregnant woman’s

attending physician in a hospital pursuant to the

physician’s medical judgment if the physician has

certified in writing after review of the history, and

consultation as required by the State Hospital

Licensing Board or the hospital administration,

that the abortion is necessary to preserve the life

or health of the mother, and a copy of the cer-

tificate is filed with the district attorney general of

that judicial circuit.

No abortion is to be performed unless the preg-

nant woman produces satisfactory evidence that

she is a resident of Tennessee, the evidence of

which shall be noted in the records of the physi-

cian or hospital. TCA 39-303 states “a report of

all abortions is required but the record and the re-

port are confidential and are not public records.

No physician shall be required to perform abor-

tions, and no hospital shall be required to permit

abortions. (TCA 39-304) In addition a 1978

statute requires a physician to obtain a consent

form with specified information from persons

seeking abortions, and wait two days before per-

forming the abortion.

5. All cases of venereal disease must be re-

ported to the Department of Public Health.

(TCA 53-1101)

6. Reports must be filed of communicable dis-

eases with local health authorities. (TCA 53-

605)

7. A report must be made to next of kin of

the death of a patient during treatment prior to

calling the undertaker. If the family cannot be

located or does not claim the body within eight

hours the undertaker may be called. (TCA 53-

501)

8. Reports are required of deaths from sudden

violence by casualty or suicide, or suddenly when
in apparent health or when found dead or in an

unnatural manner, or where the body is to be

cremated, to the county medical examiner, dis-

trict attorney general or police authorities. (TCA
38-708)

9. Reports are required of wounds from

knives, pistols, guns or other deadly weapons or

injuries from violence, poison or suffocation to

the district attorney general or law enforcement

authorities. (TCA 38-601)

10. Reports are required in cases of suspected

child abuse. (TCA 37-1203)

This list of reports is not intended to be all

inclusive, but it does contain the most commonly
used reports. C
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Valley
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P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment

facility with programs designed to treat psycho-

logical, alcoholic and drug abuse problems of

adults, adolescents and children.

A full range of treatment modalities is utilized,

including individual and group psychotherapy,

pharmacological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and

adolescents, recreational, occupational and the

complete range of expressive therapies. Group

therapy is five days each week with individual

therapy at least three days a week. Patients

have six hours a day in scheduled therapeutic

activities. Comprehensive outpatient services

are available with outpatient group therapy ses-

sions being held two nights each week.

Licensed by the State of Tennessee. A mem-
ber of the Tennessee Hospital Association, the

American Hospital Association, and the National

Association of Private Psychiatric Hospitals. Ac-

credited by the Joint Commission on Accredita-

tion of Hospitals.
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Roy Smith, Ph.D.
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Genericssave
money
money!

The FTC estimates that $400 million

could be saved annually on the nation’s

Rx bill if physicians prescribed generics.

Are you saving your patients extra dollars?

Purepac, America’s leading manufac-

turer of a national brand of generics,

would like to show you the tremendous
savings possible with just three of our 700

generic products:

DRUG AVERAGE RX
PRICE
(100’s)

s
SAVINGS
WITH

PUREPAC

%
SAVINGS
WITH

PUREPAC

Pavabid Capsules* 150 mg. $10.32

Purepac Papaverine 150 mg. 3.95 $6.37 61 .7%

Equanil Tablets* 400 mg. 8.15

Purepac
Meprobamate 400 mg. 1.85 6.30 77.3%

Librium Capsules* 10 mg. 8.76

Purepac Chlordiaze-

poxide HCI. 10 mg. 3.90 4.86 55.4%

* Registered trademarks of Marion Labs., Wyeth Labs., Roche Labs., respectively.

Purepac generics save money. Big

money. Purepac is dedicated to providing

your patients with quality products that

are equivalent to their brand name
counterparts at significant savings.

But we can’t do it alone. We need
your cooperation.

Send for Purepac’s free Brand
Name/Generic Name Reference Chart

today. You’ll receive an alphabetical listing

of brand name drugs with their generic

counterparts.

And next time you write a prescrip-

tion, write for Purepac brand generics.

Your patients will know you care.

PUREPAC. Competitive prices and
peace ofmind.

FTREE!’]
Please send me my FREE copy of Purepac’s
Brand Name/Generic Name Chart.

Name |

Address I

City State Zip I

Mail to Purepac Pharmaceutical Co., I
200 Elmora Avenue, Elizabeth, N.J. 07207

TM479 !

Elizabeth, NJ 07207
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Special Item

Gonorrhea:

GDC Recommended Treatment Schedules^ 1979

Note: Physicians are cautioned to use no less than

the recommended dosages of antibiotics.

Uncomplicated Gonococcal Infections

In Men and Women

Drug Regimens of Choice

Aqueous procaine penicillin G (APPG) 4.8 mil-

lion units injected intramuscularly at two sites, with

1.0 gm of probenecid by mouth. OR
Tetracyclinehydrochloride,* * 0.5 gm, by mouth

four times a day for five days (total dosage 10.0

gm). Other tetracyclines are not more effective than

tetracycline hydrochloride. All tetracyclines are in-

effective as a single-dose therapy. OR
Ampicillin, 3.5 gm, or amoxicillin, 3.0 gm, either

with 1.0 gm probenecid by mouth. Evidence shows

that these regimens are slightly less effective than

the other recommended regimens.

Patients who are allergic to the penicillins or

probenecid should be treated with oral tetracycline

as above. Patients who cannot tolerate tetracycline

may be treated with spectinomycin hydrochloride

2.0 gm in one intramuscular injection.

Special Considerations

Single-dose treatment is preferred in patients who
are unlikely to complete the multiple-dose tetracy-

cline regimen. The APPG regimen is preferred in

men with anorectal infection.

Pharyngeal infection is difficult to treat; high

failure rates have been reported with ampicillin and

spectinomycin.

Tetracycline treatment results in fewer cases of

postgonococcal urethritis in men. It may eliminate

coexisting chlamydial infections in men and women.
Patients with incubating syphilis (seronegative,

without clinical signs of syphilis) are likely to be

cured by all the above regimens except spectino-

mycin. All patients should have a serologic test for

syphilis at the time of diagnosis.

Patients with gonorrhea who also have syphilis or

are established contacts to syphilis should be given

additional treatment appropriate to the stage of

syphilis.

From the U.S. Department of Health, Education,

and Welfare, Public Health Service, Center for Disease

Control, Atlanta, GA 30333.

*Food and some dairy products interfere with ab-

sorption. Oral forms of tetracycline should be given

one hour before or two hours after meals.
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Treatment of Sexual Partners

Men and women exposed to gonorrhea should be

examined, cultured and treated at once with one of

the regimens above.

Follow-up

Follow-up cultures should be obtained from the

infected site(s) three to seven days after completion

of treatment. Cultures should be obtained from the

anal canal of all women who have been treated for

gonorrhea.

Treatment Failures

The patient who fails therapy with penicillin,

ampicillin, amoxicillin, or tetracycline should be

treated with 2.0 gm of spectinomycin intramuscu-

larly.

Most recurrent infections after treatment with the

recommended schedules are due to reinfection and
indicate a need for improved contact tracing and
patient education. Since infection by penicillinase

(^-lactamase)-producing Neisseria gonorrhoeae is a

cause of treatment failure, posttreatment isolates

should be tested for penicillinase production.

Not Recommended
Although long-acting forms of penicillin (such as

benzathine penicillin G) are effective in syphilo-

therapy, they have no place in the treatment of

gonorrhea. Oral penicillin preparations such as

penicillin V are not recommended for the treatment

of gonococcal infection.

Penicillinase-Producing Neisseria

Gonorrhoeae (PPNG)
Patients with uncomplicated PPNG infections and

their sexual contacts should receive spectinomycin,

2.0

gm, intramuscularly in a single injection. Be-

cause gonococci are very rarely resistant to spectino-

mycin and reinfection is the most common cause

of treatment failure, patients with positive cultures

after spectinomycin therapy should be re-treated

with the same dose.

A PPNG isolate that is resistant to spectinomycin

may be treated with cefoxitin, 2.0 gm, in a single

intramuscular injection, with probenecid, 1.0 gm, by

mouth.

Treatment in Pregnancy
All pregnant women should have endocervical cul-

tures for gonococci as an integral part of the pre-

natal care at the time of the first visit. A second
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culture late in the third trimester should be obtained

from women at high risk for gonococcal infection.

Drug regimens of choice are APPG, ampicillin,

or amoxicillin, each with probenecid as described

above.

Women who are allergic to penicillin or probene-

cid should be treated with spectinomycin.

Refer to the sections on acute salpingitis and dis-

seminated gonococcal infections for the treatment of

these conditions during pregnancy. Tetracycline

should not be used in pregnant women because of

potential toxic effects for mother and fetus.

Acute Salpingitis

(Pelvic Inflammatory Disease)
There are no reliable clinical criteria on which to

distinguish gonococcal from nongonococcal salpin-

gitis. Endocervical cultures for N. gonorrhoeae are

essential. Therapy should be initiated immediately.

Hospitalization

Hospitalization should be strongly considered in

the following situations: Uncertain diagnosis, in

which surgical emergencies such as appendicitis and
ectopic pregnancy must be excluded; suspicion of

pelvic abscess; severely ill patients; pregnancy; in-

ability of the patient to follow or tolerate an out-

patient regimen; failure to respond to outpatient

therapy.

Antimicrobial Agents

Outpatients: Tetracycline,* 0.5 gm, taken orally

four times a day for ten days. This regimen should

not be used for pregnant patients. OR APPG 4.8

million units intramuscularly, ampicillin, 3.5 gm, or

amoxicillin, 3.0 gm, each with probenecid, 1.0 gm.
Either regimen is followed by ampicillin, 0.5 gm, or

amoxicillin, 0.5 gm, orally four times a day for ten

days.

Hospitalized patients: Aqueous crystalline peni-

cillin G, 20 million units, given intravenously each

day until improvement occurs, followed by ampi-

cillin, 0.5 gm, orally four times a day to complete

ten days of therapy. OR Tetracycline,* 0.25 gm,
given intravenously four times a day untU improve-

ment occurs, followed by 0.5 gm orally four times a

day to complete ten days of therapy. This regimen
should not be used for pregnant women. The dosage

may have to be adjusted if renal function is de-

pressed.

Since optimal therapy for hospitalized patients has

not been established, other antibiotics in addition to

penicillin are frequently used.

Special Considerations

Failure of the patient to improve on the recom-

mended regimens does not indicate the need for

stepwise additional antibiotics but requires clinical

reassessment.

The intrauterine device is a risk factor for the

development of pelvic inflammatory disease. The
effect of removing an intrauterine device on the

response of acute salpingitis to antimicrobial therapy

and on the risk of recurrent salpingitis is unknown.

Adequate treatment of women with acute salpingi-

tis must include examination and appropriate treat-

ment of their sex partners because of their high

prevalence of nonsymptomatic urethral infection.

Failure to treat sex partners is a major cause of re-

current gonococcal salpingitis.

Follow-up of patients with acute salpingitis is es-

sential during and after treatment. All patients

should be recultured for N. gonorrhoeae after treat-

ment.

Acute Epididymitis
Acute epididymitis can be caused by N. gonor-

rhoeae, Chlamydia or other organisms. If gonococci

are demonstrated by Gram stain or culture of

urethral secretions, treatment should be APPG, 4.8

million units, ampicillin, 3.5 gm, or amoxicillin, 3.0

gm, each with probenecid, 1.0 gm. Either regimen is

followed by ampicillin, 0.5 gm, or amoxicillin, 0.5

gm, orally four times a day for ten days, OR
Tetracycline,* 0.5 gm, orally four times a day for

ten days.

If gonococci are not demonstrated, the above

tetracycline regimen should be used.

Disseminated Gonococcal Infection

Treatment Schedules

Equally effective treatment schedules in the

arthritis-dermatitis syndrome include the following:

Ampicillin, 3.5 gm, or amoxicillin, 3.0 gm, orally,

each with probenecid, 1.0 gm, followed by ampicil-

lin, 0.5 gm, or amoxicillin, 0.5 gm, four times a day

orally for seven days. OR
Tetracycline,* 0.5 gm, orally four times a day for

seven days. Tetracycline should not be used for

complicated gonococcal infection in pregnant wo-

men. OR
Spectinomycin, 2.0 gm, intramuscularly twice a

day for three days (treatment of choice for dissemi-

nated infections caused by PPNG). OR
Erythromycin, 0.5 gm, orally four times a day for

seven days. OR
Aqueous crystalline penicillin G, 10 million units,

intravenously per day until improvement occurs, fol-

lowed by ampicillin, 0.5 gm, four times a day to

complete seven days of antibiotic treatment.

Special Considerations

Hospitalization is indicated in patients who may
be unreliable, have uncertain diagnosis, or have

purulent joint effusions or other complications.

Open drainage of joints other than the hip is not

indicated.

Intra-articular injection of antibiotics is unneces-

sary.

Meningitis and Endocarditis

Meningitis and endocarditis caused by the gono-

coccus require high-dose intravenous penicillin

therapy. In penicillin-allergic patients with endo-

carditis, desensitization and administration of peni-

cillin is indicated; chloramphenicol may be used in

penicillin-allergic patients with meningitis.

Gonococcal Infections in

Pediatric Patients

With gonococcal infections in children beyond the
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newborn period the possibility of sexual abuse must

be considered. Genital, anal and pharyngeal cultures

should be obtained from all patients before antibiotic

treatment. Appropriate cultures should be obtained

from individuals who have had contact with the

child.

Prevention of Gonococcal Ophthalmia
When required by state legislation or indicated by

local epidemiologic considerations, effective and ac-

ceptable regimens for prophylaxis of neonatal

gonococcal ophthalmia include ophthalmic ointment

or drops containing tetracycline or erythromycin OR
a 1 % silver nitrate solution.

Special Considerations

Bacitracin is not recommended. The value of ir-

rigation after application of silver nitrate is un-

known.

Management of Infants Born to

Mothers With Gonococcal Infection

The infant born to a mother with gonorrhea is at

high risk of infection and requires treatment with a

single intravenous or intramuscular injection of

aqueous crystalline penicillin G, 50,000 units to

full-term infants or 20,000 units to low-birth-weight

infants. Topical prophylaxis for neonatal ophthalmia

is not adequate treatment. Clinical illness requires

additional treatment.

Neonatal Disease
Gonococcal Ophthalmia

Patients should be hospitalized and isolated for 24
hours after initiation of treatment. Untreated gono-

coccal ophthalmia is highly contagious. Aqueous
crystalline penicillin G, 50,000 units/kg/day, in two
doses intravenously should be administered for

seven days. Saline irrigation of the eyes should be

performed as needed. Topical antibiotic prepara-

tions alone are not sufficient or required when ap-

propriate systemic antibiotic therapy is given.

Complicated Infection

Patients with arthritis and septicemia should be

hospitalized and treated with aqueous crystalline

penicillin G, 75,000 to 100,000 units/kg/day, intra-

venously in two or three divided doses for seven

days. Meningitis should be treated with aqueous

crystalline penicillin G, 100,000 units/kg/day, di-

vided into three or four intravenous doses, and con-

tinued for at least ten days.

Childhood Disease
Children who weigh 100 lb (45 kg) or more

should receive adult regimens. Children who weigh

less than 100 lb should be treated as follows:

Uncomplicated Disease

Uncomplicated vulvovaginitis, urethritis, proctitis

or pharyngitis can be treated at one visit with

amoxicillin, 50 mg/ kg, orally with probenecid, 25

mg/kg (maximum 1.0 gm), OR with aqueous pro-

caine penicillin G, 100,000 units/kg, intramuscularly
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plus probenecid, 25 mg/ kg (maximum 1.0 gm).

Special Considerations

Topical and/or systemic estrogen therapy are of

no benefit in vulvovaginitis. Long-acting penicillins,

such as benzathine penicillin G, are not effective.

All patients should have follow-up cultures, and the

source of infection should be identified, examined
and treated.

Gonococcal Ophthalmia
Ophthalmia in children is treated as in neonates

but the dose of penicillin is increased to 100,000
units/kg/day intravenously.

Complicated Infections

Patients with peritonitis or arthritis require hos-

pitalization and treatment with aqueous crystalline

penicillin G, 100,000 units/kg/day, intravenously

for seven days. Aqueous crystalline penicillin G,
250,000 units/kg/day, intravenously in six divided

doses for at least ten days is recommended for

meningitis.

Allergy to Penicillins

Children who are allergic to penicillins should be

treated with spectinomycin, 40 mg/kg, intramuscu-

larly. Children older than 8 years may be treated

with tetracycline, 40 mg/kg/day, orally in four

divided doses for five days. For treatment of com-
plicated disease, the alternative regimens recom-
mended for adults may be used in appropriate

pediatric dosages. r ^

Building?
Money to Burn?

Most medical building companies, and local

contractors, seem to think all doctors have money to

burn. You can tell by their construction estimates.

We Know Better!
C. A. Gardner and Company knows that physicians must

utilize every dollar to its best advantage. Your office or clinic

should be attractive to insure patient confidence. It should

be functional to the requirements of your practice. And, it

should be designed and built at the lowest possible cost.

Our experience, expertise, and efficiency will give you those

qualities at a guaranteed fixed cost.

We want you to see examples of medical offices

we have designed and built. So please write

or call collect for our illustrated brochure.

C. A. Gardner and Company
Medical Design and Building Specialists

P.O.Box 15591 • Nashville, TN 37215 • (615) 329-1440
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Special Item

Social Security and the Changing Roles of Men and Women

statement by

JOSEPH A. CALIFANO, JR.

Secretary of Health, Education, and Welfare

I am today sending to the Congress a report

that constitutes a vital step in our efforts to ad-

dress the important issues that have been raised

in the Social Security program by the changing

roles of men and women in our society. As man-

dated by the Congress in the 1977 Social Security

Amendments, this report takes into account the

practical effect of “changes in the nature and ex-

tent of women’s participation in the labor force,

the increasing divorce rate, and the economic

value of women’s work in the home.”

The report endorses no specific changes. In-

stead, it offers for debate two alternative models

—and a number of more limited changes—that

begin to take into account the realities of life in

the 1970s.

The report, entitled “Social Security and the

Changing Roles of Men and Women” was pre-

pared by the Social Security Administration in

consultation with the Department of Justice Task
Force on Sex Discrimination, the staff of the Con-
gresswomen’s Caucus, and interested congres-

sional committee staffs.

This report represents an in-depth study of a

program, started in the mid-1930s, that has

reached middle age with few adjustments for the

new patterns of work and marriage in our society.

It is time for the Social Security program to

begin to face the profound changes needed to

assure that both men and women have the same
opportunity for fair and adequate Social Security

benefits.

The Social Security program has important

strengths that we all recognize. But, as this report

demonstrates, the Social Security program dis-

criminates against women.
Let me list a few examples of ways in which

the present benefit structure treats women un-

fairly :

• Women unfairly lose protection against dis-

ability if they take time out from paid work to

hear and raise children. For example, consider a

woman who works for 15 years in jobs that are

covered by Social Security and then takes five

years out of the work force and has two children.

Then she becomes permanently and totally dis-

abled. She cannot claim disability benefits be-

cause she has not worked “recently.” In addition,

although unable to work because of a disability,

she must pay for medical care for herself and care

for her children—all without any assistance from

the Social Security system to which she contrib-

uted for 15 years. She has, in effect, been penal-

ized for child-rearing.

• Women who take time out from their work-

ing careers to bear and raise children receive re-

duced Social Security protection when they reach

retirement age. For example, consider a woman
who works for 15 years at an average annual

wage of $11,300 and then works at home 10

years raising three children. Another person works

for 25 years at an average annual wage of

$11,300. Both have 25 years of productive work.

Both have received the same level of wages when

they have worked for pay. But the woman who
has taken time out to raise children will receive a

primary Social Security benefit that is $50 a

month less than the individual who has worked

for pay for the entire 25 years.

• Couples where both spouses work receive

less from Social Security than couples where just

the husband works—even if total earnings by the

two couples are identical. For example, a couple

in which each partner had lifetime average earn-

ings of $6,000 per year (for a total of $12,000

for the couple) will receive benefits totaling $530

per month. A couple in which one partner had

average lifetime earnings of $12,000 per year, and

the other partner never worked in covered em-

ployment, will receive benefits totaling $636.60

APRIL, 1979 291



per month. The benefit for the one-earner couple

is more than $100 greater than that for the two-

earner couple.

Let me list briefly a few other examples:

• There are now inadequate benefits in some

cases for aged widows,

• Benefits are not provided for nondisabled

surviving spouses under age 60 unless they are

caring for children.

• Benefits are not provided for disabled

widows and widowers under age 50.

• Benefits are not provided for children of

deceased homemakers.

• Different benefit amounts may be paid to

the children of married couples with the same

total average earnings.

None of these inequities is the result of deliber-

ate policy decisions. They reflect the pre-1940s

design of the Social Security program, which was

based on a pattern of family relationships in

American society—lifelong marriages in which

women were solely homemakers and men pro-

vided economic support—that was much more
common then than today.

For example, 47% of married women were in

the labor force on any given date in 1977, com-
pared with 17% in 1940. Of those married per-

sons aged 26 to 40 in 1940, one in seven

eventually was divorced. Today, one in three

marriages of persons age 26 to 40 is expected to

end in divorce.

At presesnt, nearly 90% of all women work
for pay at some period during their lives. It is

simply not fair or realistic for Social Security to

treat those women as adult dependents who had

never worked when they reach retirement age. If

the program is to maintain the public support

upon which it depends, women must have better

access to benefits in their own right.

The current benefit structure must be changed

to make it more equitable. The issue is not

whether, but how to change the current structure

to correct the inequities while maintaining the

strengths of the existing system.

This report begins the difficult but critically

important process of identifying the problems and
laying out possible solutions. All the issues and

alternatives cannot be fully explored in a single

document. This report makes no attempt to do so.

Instead, it lays out two broad models for cor-

recting inequities to illustrate the scope of change

necessary to address these inequities. There may
be other approaches that can and should be dis-

cussed, but this report will trigger the full and
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careful debate that must precede any major

changes in a program that touches the lives of

nearly all Americans.

The models outlined in this report are de-

scribed on a prospective basis only. The report

does not consider affecting the benefits of any-

one now receiving Social Security. However, the

report notes that transitional programs could be

designed to remedy serious inequities for par-

ticular groups of current beneficiaries or for those

now nearing retirement. Such provisions would

increase short-range costs.

The report also does not address the impact of

changes in Social Security on other federal pro-

grams, most notably income maintenance pro-

grams, such as Aid to Families with Dependent

Children or Supplemental Security Income. That

impact should be thoroughly explored in the

public discussion on the models described in this

report, and on any other proposed changes in the

Social Security system.

The models described in the report are designed

to address the inequities in the current system

without substantially increasing long-range costs.

The report makes it clear that this kind of cost

constraint would require reducing benefits for

some to achieve the desired equity for others.

Over the long run, however, we must recog-

nize that eliminating inequities and improving the

adequacy of benefits in the current system will

either require increased funding or mean reducing

other benefits. The nation must begin to face this

difficult choice. Costs are an important issue and

must be thoroughly considered, but they should

not obscure the central question for debate: how
to structure Social Security benefits to be as fair,

equitable and adequate as possible for all Ameri-

cans—regardless of sex and regardless of marital

status.

The report is a thoughtful piece of work that

deserves the widest possible distribution, study

and discussion by Congress and the general pub-

lic. To assist in that discussion, I am submitting

the report to both the Advisory Council on Social

Security and the National Commission on Social

Security for thorough debate. Their reaction and

comments on the models described in the report

will be particularly important as this discussion

goes forward.

I have also asked Stanford Ross, Commissioner

of Social Security, and Martha Keys, my special

assistant, to consult widely and solicit comments

on these models and other alternatives that ad-

dress these difficult questions.
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The Social Security system has important

strengths. Its continued vitality surely is a re-

markable achievement in light of the radical

transformation our society has undergone since

the 1930s. Our challenge is to recognize and cor-

rect the inequities within the system while pre-

serving the inherent strengths of a program that

has served millions of Americans so well for more
than 40 years.

Let me now brirefly describe the two models

for comprehensive change that the report sets out:

Earnings Sharing: This prototype is designed

on the general rule that a worker’s Social Security

benefits would be based on his or her earnings

when single, and on one half the combined earn-

ings of a couple during their marriage. In the

event of divorce, each partner’s wage record

would be credited with one half the couple’s com-
bined earnings during their marriage—regardless

of the length of the marriage. Each spouse would

get a Social Security retirement benefit in his or

her own right.

Earnings sharing would have a significant effect

on several major groups:

• For retired people: There would be no dif-

ference in benefit amounts for lifelong married

couples with the same total earnings, regardless of

whether they were one- or two-earner couples.

One-eamer couples would receive lower benefits

than those that would be provided under current

law. For all couples, the benefit of the higher-

earning spouse would usually be less than under
current law and the benefit of the lower-earning

spouse would usually be higher, both in lifelong

marriages and in the event of divorce.

• For survivors: When one member of a

couple dies, 80% of the total earnings of the

couple during their marriage—but no less than

100% of the earnings of the higher wage earner

—would be credited to the surviving spouse.

(This modification of the basic earnings sharing

concept was included to pay benefits that are

somewhat comparable to benefits under law.)

Survivors of two-eamer couples would generally

get higher benefits than under present law.

Benefits would be paid to a young surviving

parent only until the youngest child reached age

7, rather than age 18 as under present law; the

child’s benefit would continue until age 18. This

modification of present law is based on increased

labor-force participation of women when their

children enter elementary school, and on indica-

tions that the current benefit may act as a deter-

rent to work.

To partially make up for the loss of the parent’s

benefit, there would be an increase in the benefit

for surviving children. In addition, an adjustment

benefit equal to 100% of the deceased spouse’s

benefit would be paid for one year after the death

of the spouse—regardless of whether there were

any children. This benefit is intended to meet the

transitional needs of surviving spouses.

• For disabled people: Benefits would be

roughly the same as those under the present law.

They would be based on the person’s own earn-

ings, taking into account earnings shared with a

spouse during a prior marriage or credits acquired

on the death of a spouse. Earnings would not be

shared with regard to a marriage still in effect at

the time of disability.

The particular earnings sharing prototype de-

scribed in the report would decrease long-range

costs of Social Security by 0.06% of taxable pay-

roll. If it were applied to the 1979 taxable pay-

roll, the effect would be a decrease of $0.6 billion

over present law.

Two-Tier Benefit Structure: The existing bene-

fit structure would be replaced by a two-tier ap-

proach. The first tier would be a flat rate benefit

payable to every U. S. resident, regardless of earn-

ings, who meets the age requirements or who is

disabled. The second tier would be an earnings-

related benefit payable on the basis of employ-

ment covered by the Social Security program. The
total benefit for an aged or disabled beneficiary

would be the sum of both tiers.

The second tier described in the report includes

some of the features of the eamings-sharing op-

tion: In the event of a divorce, each partner’s

wage record would be credited with one half the

couple’s combined earnings during their marriage.

Surviving spouses could inherit earnings credits.

The effects of the two-tier approach on various

groups would include:

• Retired people: Older people who are not

eligible for any Social Security benefits under

present law would get a tier I benefit. If they had

any covered earnings, they would also get a tier

II benefit. On average, benefit amounts would be

lower than under present law for one-earner

couples and roughly the same for two-eamer

couples.

• Survivors: In addition to a tier I benefit,

surviving spouses would inherit earnings as they

would under earnings sharing. In most cases,

benefits for a survivor of a one-earner couple with

a lifelong marriage would not vary substantially

from those under present law. Benefits of a sur-
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vivor of a two-earner lifelong marriage would gen-

erally be higher than under present law.

A one-year adjustment benefit would be pro-

vided for a surviving spouse under age 62. The

amount would be 100% of the tier II benefit

based on all the earnings credits of the deceased

person, including those from a previous marriage.

The benefit for a surviving child would be tier

I plus tier II based on all the earnings credits of

the deceased parent. Where there is more than

one surviving child in a family, the total benefits

to the children would be a tier I benefit for each

child, plus one tier II benefit for the family—but

no greater than a specified family maximum bene-

fit amount.

• Disabled people: Disability benefits would

be payable to everyone who meets the definition

of disability. There would be no requirement for

the person to have worked under the Social Se-

curity program. The basic benefit would be a tier

I benefit. If the disabled person had earnings

credits, whether from his or her own earnings or

as a result of divorce or death of a spouse, he or

she would also be entitled to tier II benefits. Tier

I benefits would be payable to disabled home-

makers who had never worked in covered em-

ployment. Disabled widows and widowers of any

age could receive tier I and tier II benefits, not

just those age 50-60 as under present law.

Like the earnings-sharing option, the particular

two-tier alternative outlined in the report was de-

signed to hold changes in long-range costs to a

minimum, compared to the current system. The

long-range cost of this particular two-tier option

would depend heavily, however, on the method

used to adjust the tier I benefit for changes in

wages and prices. Depending on the assumption

used, the cost of the two-tier plan could range

from an increase of 0.5% of taxable payroll ($5

billion in 1979) to a decrease of 1.86% of tax-

able payroll ($19 billion in 1979). /- 77

If you find a mistake in the Journal,

please consider that it was put there

for a purpose. We try to publish some-

thing for everyone, including those

who are always looking for mistakes.
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Librax^
Each capsule contains 5 mg
chlordiazepoxide HCl and 2.5 mg clidinium Br,

Please consult complete prescribing information, a sum-
mary of which follows:

Indications: Based on a review of this drug by the Na-

tional Academy of Sciences—National Research Coun-
cil and/or other information, FDA has classified the in-

dications as follows;

“Possibly" effective: as adjunctive therapy in the treat-

ment of peptic ulcer and in the treatment of the irritable

bowel syndrome (irritable colon, spastic colon, mucous
colitis) and acute enterocolitis.

Final classification of the less-than-effective indications

requires further investigation.

Contraindications: Glaucoma; prostatic hypertrophy, benign
bladder neck obstruction; hypersensitivity to chlordiazepoxide

HCl and/or clidinium Br,

Warnings: Caution patients about possible combined effects

with alcohol and other CNS depressants, and against hazard-

ous occupations requiring complete mental alertness (e g.,

operating machinery, driving). Physical and psychological

dependence rarely reported on recommended doses, but use
caution in administering Librium® (chlordiazepoxide HCl) to

known addiction-prone individuals or those who might in-

crease dosage; withdrawal symptoms (including convulsions)

reported following discontinuation of the drug

Usage in Pregnancy: Use of minor tranquilizers dur-

ing first trimester should almost always be avoided
because of increased risk of congenital malforma-
tions as suggested in several studies. Consider
possibility of pregnancy when instituting therapy.

Advise patients to discuss therapy if they intend to

or do become pregnant.

As with all anticholinergics, inhibition of lactation may occur.

Precautions: In elderly and debilitated, limit dosage to small-

est effective amount to preclude ataxia, oversedation, confu-

sion (no more than 2 capsules/day initially; increase gradually

as needed and tolerated). Though generally not rec-

ommended, if combination therapy with other psychotropics

seems indicated, carefully consider pharmacology of agents,

particularly potentiating drugs such as MAO inhibitors,

phenothiazines. Observe usual precautions in presence of

impaired renal or hepatic function. Paradoxical reactions re-

ported in psychiatric patients. Employ usual precautions in

treating anxiety states with evidence of impending depres-

sion; suicidal tendencies may be present and protective

measures necessary. Variable effects on blood coagulation

reported very rarely in patients receiving the drug and oral

anticoagulants; causal relationship not established.

Adverse Reactions: No side effects or manifestations not

seen with either compound alone reported with Librax. When
chlordiazepoxide HCl is used alone, drowsiness, ataxia, con-

fusion may occur, especially in elderly and debilitated; avoid-

able in most cases by proper dosage adjustment, but also

occasionally observed at lower dosage ranges. Syncope re-

ported in a few instances. Also encountered: isolated in-

stances of skin eruptions, edema, minor menstrual ir-

regularities, nausea and constipation, extrapyramidal symp-
toms, increased and decreased libido—all infrequent, gener-

ally controlled with dosage reduction; changes in EEG pat-

terns may appear during and after treatment; blood dys-

crasias (including agranulocytosis), jaundice, hepatic dys-

function reported occasionally with chlordiazepoxide HCl,

making periodic blood counts and liver function tests advis-

able during protracted therapy. Adverse effects reported with

Librax typical of anticholinergic agents, i.e., dryness of mouth,

blurring of vision, urinary hesitancy, constipation. Constipation

has occurred most often when Librax therapy is combined
with other spasmolytics and/or low residue diets.

Roche Products Inc.

Manati, Puerto Rico 00701



The Big Picture

The preceding 11 articles in this space have concerned themselves with a

variety of subjects. This final one will attempt to correlate them, to demon-

strate a thread of continuity. It is designed to emphasize that any specific

situation in medicine has an influence, or ripple effect, on the entire scope

of practice.

From the outset, I have alluded to the “big picture” concept. That is. I’ve

maintained that, though a particular incident does not directly involve each

of us, every crisis in medicine at least indirectly affects our patients and our

individual practices.

Undeniably, it may be difficult to comprehend, but the cavalier attitude

which I inflict on a patient affects, though remotely and indirectly, the quality

of care in Seattle and in Bangor and in Miami. That patient may be the one

who votes the “wrong” way on a medical issue. He might be the one inter-

viewed by the media. He could be the one in a policy-making position in

industry or labor.

Thus, it is important that we maintain warmth and rapport for all our

patients. It is also important, therefore, to restrict medical practices to that

volume which assures that all patients receive the same quality care; a

volume which limits our stress and makes empathefic care possible.

Without control of volume in a practice, other restrictions must be made. Less time is spent with

each patient, or longer hours are expended by the physician. The former most likely increases lia-

bility risk. While much risk is beyond our control, this one depends primarily on us. The latter in-

t creases our personal risks, our physical and emotional fatigue, with chemical substance abuse the

horrible nonsolution.

Our profession is buffeted by many extraneous forces detrimental to patient welfare. The most

; formidable force is government and its intrusion. Tm convinced that there are many career employees

in HEW who seek the best health care for Americans. They just don’t know what quality health care

is all about. They will never know if we become frustrated and refuse dialogue. Government must be

educated, and we must be the mechanism.

Without organization and political solidarity, we cannot be effective in this educational function.

The tiered organizational approach will best accomplish this goal (as in local, state, national).

We continue to lose ground in the “image” polls. The profession can only reverse this trend if the

individual practitioner sees it as a problem. Believe me, the public will never buy the HEW-insurance

company approach to second opinions if it knows that which we know. Consultation (second opinion)

has always been an integral part of quality health care. It is not new, but the initiative for consultation

is patient-physician, not third party.

Our ethics are paramount. No agency can dictate what conscience demands in medicine. Agencies

produce regulations; they are inanimate, unfeeling, politically motivated. The profession insists that

the public is better served if the physician does not solicit patients. If you agree, let the next patient

know, and tell him why.

We must alter the public’s philosophy of health care. Neither our profession nor our government

can furnish health care for all Americans. But, together we can devise a system that guarantees ac-

cess to quality health care for all. We in medicine realize that tax dollars, where necessary, must help

provide that access.

Jim Hays is a good physician and a good leader. As my successor, he needs your day-to-day en-

couragement. He also needs your active involvement in the affairs of medicine. The big picture is that

by helping him you’ll improve the quality of care for your patients. Get it?

John B, Dorian

pfc/idcfilV
pci9e

Lives of great men all remind us

We can make our lives sublime,

And, departing, leave behind us.

Footprints on the sands of time.

Sincerely,

/S.
PRESIDENT
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Social Security in a Changing World
Considering the multiplicity of things, both

cataclysmic and insidious, which can in this day

and age—as in every other day and age—reshape

in a twinkling one’s private and/or corporate

world, the notion of Social Security seems at least

silly. But having proposed this fiction under the

New Deal, the government has been stuck with

it ever since, and has struggled by various means

to perpetuate it.

Published elsewhere in this issue is a statement

by the Secretary of Health, Education, and Wel-

fare in reference to a report submitted to the

Congress for proposed changes in the Social Se-
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curity laws entitled “Social Security and the

Changing Roles of Men and Women.” You would

do well to familiarize yourself with the proposal

when it is released, as it will affect every mother’s

(and father’s) son (and daughter) in this nation.

(Feminists, take note of my even-handed han-

dling of that last sentence. You should be proud

of me! It won’t happen often.)

Unquestionably, as the Secretary’s statement

points out, things are different family-wise in the

United States from what they were in the 1930s,

when the Social Security Act was written. The
Secretary quotes some startling statistics. Whereas

in 1940 only one marriage in seven ended in di-

vorce (which seems like a lot), now one in three

is destined to wind up on the rocks. Only 17%
of married women were in the work force in

1940, as opposed to 47% in 1977, and at some
time or another 90% will have worked. These

facts alone would indicate to a person knowing

nothing at all of the Act that some changes need

to be made. The question is, what sort of

changes?

To effect these changes, the Secretary has pro-

posed two separate models; the details are not

pertinent to this particular editorial. Both will

cost money; that is. The Social Security program

is on the verge of, if not actually at, bankruptcy,

and as Mr. Califano says, the American public

needs to come to grips with the question of how
much it desires to spend on such a program. Since

an increasingly large proportion of the electorate

is reaching the age for availing itself of these

benefits, and as the makeup of the new congres-

sional committees, as carried in our National

News column, has become considerably more

liberal, I suspect the amount will be considerable.

It is devoutly to be hoped that when national

health insurance comes it will be managed by and

substantially funded through the private sector.

But in view of the preceding, it becorries more im-

portant than ever that whatever form it may
take, it not be tied, as some would have it, to the

Social Security program. Though neither can

really bring security, they shouldn’t go down the

drain together.

J.B.T.

And So Have At It!

There is an uprising among the fisherfolk di-

rected against the federal government’s National

Marine Fisheries Service. It seems that without

discussing the subject with them, the Service in

its wisdom one day replaced in its reports and
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communications the time-honored term “fisher-

man” with the word “fisher,” in order not to

appear sexist. Fishermen—of both sexes—and

their mates, were so intolerent of the term the

Service decided to throw it back, thereby alien-

ating the feminists. So what does one call a lady

fire-fighter? Fireman?

How about one who nurses her baby in the

firehouse? Fireman? Fireperson? If “fisherman”

has a long and proud history, so does “fireman.”

But a nursing fireman? This particular lady was

enjoined by her superiors from continuing to

nurse her baby on the premises, and when she

disobeyed, she was canned. But the courts said

she not only can, but also may. And so once

again our lady fireman—or whatever—is nursing

her baby while she is on call. She is doing what

comes naturally, what had fallen into disfavor

among liberated women, what is falling back into

favor among the even more liberated women, and

what is being highly recommended for several

reasons by pediatricians and nutritionists the

world over.

Breast-feeding has been the subject of a lot

of fadism, associated to a not inconsiderable de-

gree with the breast fixation of not only the

American male but the female as well. When I

was in medical school there was a joke going

around that mother’s milk was superior because

it was always the right temperature, you could

take it on picnics, the cat couldn’t get at it, and

it comes in such cute containers. Indeed.

But there’s more. An official of the American

Academy of Pediatrics writing in an issue of Con-
temporary Nutrition ^ devoted to breast milk,

points out a number of ways in which breast milk

is superior to cow’s milk, and even to formula,

which in its modern form is also superior to

cow’s milk. The fat, being largely unsaturated, is

easier to digest—and in fact preterm infants di-

gest other animal fat almost not at all. The
cholesterol content is higher than it is in either

cow’s milk or vegetable oil used in formula, and

this is thought to have a beneficial effect on

cholesterol metabolism in later life. The protein

makeup of breast milk is superior to cow’s milk

and probably to formula, and iron is present in

greater quantities and in a more digestible form.

Formula-fed babies tend toward obesity, and this

may have a carry-over into childhood and even

into adulthood. It is difficult to overfeed an ex-

clusively breast-fed infant, says the report.

There are other benefits than nutritional, such

as transfer of leukocytes, immunoglobulins IgA,

IgM, and IgG, and antibodies to enteric infec-

tions. “Respiratory and other infections are less

frequent in breast-fed infants, and the lactoferrin

in breast milk has an inhibitory effect on E. coli

in the intestine.” Breast-fed babies also escape the

exposure to potential allergens present in cow’s

milk. Best of all perhaps is the strong bonding

which results between mother and infant, with its

stabilizing psychological effect on the infant in its

development and on the maternal development of

the mother.

There is also a caveat which needs to be

heeded, which is that there is an ever-lengthening

list of drugs to which the infant may be exposed

through its mother’s milk. As the human mother

is at the end of the food chain, her milk may
concentrate chemicals, such as DDT, to which

she is exposed. While this disadvantage probably

does not outweigh the previously mentioned ad-

vantages, a mother should take pains to avoid

elective drugs, among them nicotine and alcohol,

both of which have been demonstrated to have

deleterious effects on the infant just as they do on

the fetus in utero, though to what extent is pres-

ently not known. It is safer to avoid intake inso-

far as possible of all foreign elements which might

come over into the milk.

The Committee on Nutrition of the American

Academy of Pediatrics recommends that the new-

born infant not be separated from its mother and

that breast-feeding be encouraged “on demand.”

It also recommends education of all schoolchil-

dren about breast-feeding, and—now hear this,

all you bosses of our lady fire-fighters, et al—that

the feasibility of day nurseries near the mother’s

work, enabling her to continue breast-feeding,

should be studied.

Breast-feeding has taken a down-turn over the

past decades not only in this and other “enlight-

ened” countries, but in the so-called developing

countries as well. UNICEF, as a part of its out-

reach in this International Year of the Child, is

making a drive for a return to breast-feeding as

being life-saving in those countries.

So tell your lady stevedores and so on to hang

up their nets, lay down their jack-hammers, stop

their trucks, clasp their young ’uns to their

bosoms, and let ’em have at it. It’s always the

right temperature. . . .

J.B.T.

REFERENCE
1. Lockhart, JD: Breast milk. Contemporary Nutrition (a pub-

lication of the Nutrition Dept, of General Mills, Inc.) 4:1, Jan
1979.
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On Killing the Things We Love

Yet each man kills the things he loves

—

By each let this be heard;

Some do it with a bitter look,

Some with a flattering word.

The coward does it with a kiss,

The brave man with a sword.

Oscar Wilde—The Ballad of Reading Gaol

A hundred years or so before Columbus “sailed

the ocean blue” a seed sprouted in California

which would eventually grow up to be a forest

giant in the Muir Woods National Monument. It

would be known as the “Walk-Through Tree” as

it would, because of destruction by fire and

fungus of its inner parts, form a passageway

which once accommodated 23 schoolchildren. At

the age of about 600 years, its career ended.

If you have never walked through a redwood

forest, then you will not appreciate what I am
talking about, and there is no way I can show it

to you, because not only are there no words

to describe it, but the camera, a superb recorder

of most things, simply cannot take it in. In the

Muir Woods there is a section called the Ca-

thedral Grove. There is no need to explain the

term—indeed, there is no possibility for doing so.

In 1971, a mighty storm broke the Walk-

Through Tree in half, sending one of its trunks

crashing to earth. It took with it some younger

giants, and now they lie where they fell as a me-

morial to the forces of nature—an irresistible

force met an immovable object, and in this case,

the object broke. In defeat, the broken giant is as

impressive as it was in life—and much more
visible, lying as it does across the trail which

passes between sections of its shattered carcass.

Redwoods are the tallest trees on earth, stretch-

ing 250 feet or more toward God’s Heaven, and

undisturbed they live for hundreds of years. Their

home is a very narrow and ecologically narrowly

defined area on the sheltered steep wet western

slopes of the United States. They are as American

as the Indians. They grow nowhere else.

Victims of the “right of eminent domain,” the

Cherokee Indians were herded in the early 1800s

through snow and rain from East Tennessee,

western North Carolina and north Georgia to

Oklahoma. Hundreds died. The route they took

is known as the “Trail of Tears,” but at least it

has a name. Man can kill redwoods even more
easily. To supply virtually indestructible lumber,

the coastal California hillsides have been stripped

of their redwoods. What few stands are left are
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protected in our national forest system, but even

these are endangered by wash because of adjacent

stripping, and by ever-present greed.

Unlike the destruction of the Cherokee nation,

the massacre of our natural resources has no

name. But I have a name for it. To borrow from

General Sherman his description of war, “It is

Hell!”

J.B.T.

Solomon L. Lowenstein, age 76. Died February 20,

1979. Graduate of Vanderbilt University School of

Medicine. Member of Nashville Academy of Medi-

cine.

Ramon Vinas, age 58. Died March 3, 1979. Gradu-
ate of State University of New York. Member of

Cumberland County Medical Society.

Acui fflcmber/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical As-

sociation.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Stuart Ames Frank, M.D., Chattanooga

Richard Bruce Williams, M.D., Chattanooga

Krystyna T. Alimurka, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Ian L. Cohen, M.D., Trenton
Stephen Hammond, M.D., Jackson

Bruce B. Maley, M.D., Jackson

L. Jane McDowell, M.D., Jackson

John C. Williams, M.D., Trenton

Michael H. Smelser, M.D., Adamsville

KNOXVILLE ACADEMY OF MEDICINE
Fred B. Kasserman, M.D., Knoxville

Michael M. Miller, M.D., Knoxville

F. Raymond Porter, M.D., Knoxville

Roger C. Van Arsdell, M.D., Knoxville

MAURY COUNTY MEDICAL SOCIETY
William N. Jernigan, M.D., Columbia

MEMPfflS-SHELBY COUNTY MEDICAL
SOCIETY
Larry D. Burke, M.D., Memphis
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Je^rey Lipshitz, M.D., Memphis
Ronald Martin Shippel, M.D., Memphis
Eugene J. Spiotta, M.D., Memphis
Terry P. Templeton, M.D., Memphis
Herbert B. Wender, M.D., Memphis

MONROE COUNTY MEDICAL SOCIETY
Robert Reid Casey, M.D., Knoxville

William Leon Harvey, M.D., Knoxville

Orren Williams Hyman, M.D., Sweetwater

MONTGOMERY COUNTY MEDICAL SOCIETY
James C. Lett, M.D., Erin

J. R. Walker, M.D., Clarksville

NASHVILLE ACADEMY OF MEDICINE
Jane Ruth Weinberg, M.D., Nashville

NORTHWEST TENNESSEE ACADEMY
OF MEDICINE
Bruce B. Brown, M.D., Union City

Michael Ryan, M.D., Union City

RUTHERFORD COUNTY MEDICAL SOCIETY
Barton Wayne Warner, M.D., Murfreesboro

WHITE COUNTY MEDICAL SOCIETY
Colin Muir, M.D., Sparta

WILLIAMSON COUNTY MEDICAL SOCIETY
Charles A. Stilwell, Jr., M.D., Franklin

pei/oncil neui/

William A. Bryant, M.D., Woodbury, was awarded
the highly coveted Boy Scout Silver Beaver Award,
recognizing more than 25 years of work and concern
for the youth of his community and the mid-state

area. The award is the highest honor a scouting

volunteer can receive from the Boy Scout Council.

Walter H. King, Jr., M.D., Chattanooga, has been
inducted as a Fellow of the American Academy of

Orthopaedic Surgeons.

G. A. Sheikh, M.D., McKenzie, was elected presi-

dent of the West Tennessee Pediatric Society at the

Society’s quarterly meeting in Jackson, Feb. 16.

Other officers elected were Donald S. La Font, M.D.,
Jackson, president-elect; and Raphael C. Sneed,
M.D., Jackson, secretary-treasurer.

Vernon H. Young, M.D., Knoxville, has been elected

chief of staff of Fort Sanders Presbyterian Hospital.

From the AMA Office in Washington, D.C.

96th Congress Organizes

Few blame the “Blizzard of ’79” or the farmers’

tractor parades at the height of Washington’s rush-

hour traffic for the abnormal delay in the organiza-

tion of the 96th Congress. But it was late in the

month before the new Congress was ready for busi-

ness.

The leadership of the key House health subcom-
mittees took a more liberal cast as Rep. Henry Wax-
man (D-Calif.) was elected to the chairmanship of

the crucial House Commerce Health Subcommittee
to fill the position long held by Rep. Paul Rogers

(D-Fla.) who retired last year.

Waxman edged out Rep. Richardson Preyer (D-

N.C.) by a 15 to 12 vote in an unusually tense fight

that was generally pictured as a race between a

moderate in the veteran Preyer and a liberal in Wax-
man. The latter told reporters after his victory that

he would press for liberal legislation, but said he

doubted a national health insurance measure would
win congressional enactment in this session. “And
the administration’s hospital cost containment pro-

posal will have a very difficult time,” he added.

In another important shift. Rep. Dan Rostenkow-
ski (D-Ill.) gave up the chairmanship of the House
Ways and Means Subcommittee on Health to assume
the leadership of the expanded taxation panel. Rep.
Charles Rangel (D-N.Y.) was elected chairman of

the health unit. Rangel is considered a liberal, while

Rostenkowski was a middle-of-the-roader on health

legislation and the instigator of the Voluntary Effort

(VE) to contain hospital expenditures.

The House Commerce Subcommittee on Oversight

headed last year by Rep. John Moss (D-Calif.) will

be chaired this year by Rep. Bob Eckhardt (D-Tex.),

a champion of consumer causes. Moss, who retired

this year, was a bitter critic of the medical profes-

sion. He held controversial hearings on unnecessary

surgery. Eckhardt, who defeated Rep. John Murphy
(D-N.Y.) for the slot, said he plans to concentrate

the subcommittee’s investigations on housing, energy

and food.

Administration's Health Budget

Called Niggardly

The Carter administration’s health budget encoun-

tered a cry of “niggardly” from health groups and
senators upset at economies.

Sen. Edward Kennedy (D-Mass.) opened his Sen-

ate Health Subcommittee to testimony from inter-

ested groups and to Health, Education, and Welfare

Secretary Joseph Califano as the lawmaker continued

his hammering at the administration’s health policies.

Kennedy asserted that Carter’s budget would produce
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the “intolerable result” of undermining the health

care system. He said it would “jeopardize” the quality

of medical schools and “seriously damage” health

research and other programs.

The Association of American Medical Colleges

(AAMC), the coalition for health funding, and the

American Nurses Association (ANA) argued against

proposed cutbacks. The American Medical Associa-

tion submitted a statement criticizing some of the

reductions.

Defending the budget, Califano said some impor-
tant programs will receive increases. The budget
“must be seen from a national, not just a health,

perspective,” he testified. “Both you and I can iden-

tify serious unmet health needs that require addi-

tional federal dollars, but we have had to make some
difficult decisions.”

John Cooper, M.D., president of the AAMC, said

proposed cuts in capitation and student aid could
force higher tuition and leave only the wealthy able

to afford a medical education.

The AMA said that “within the restraints sug-

gested by President Carter, we do have reservations

about certain of the shifts in funding allocations for

some programs.”

The recommended reduction of about $5.5 million
for the Maternal and Child Health Care program
hits a key service program such as this one that has
“been badly eroded by inflation . . . adequate fund-
ing must be maintained,” the AMA said.

“We must also question the substantial reduction
in funds for child immunization programs. This pro-
gram has contributed substantially to improved
health in this country and any reduction in effort

must be carefully scrutinized.

“There is no evidence that federal health research
dollars have been redirected to basic biomedical re-

search, as the AMA has argued so often in the past,”

the statement said.

We are also concerned about the drastic and im-
mediate cuts in support for health professions educa-
tion. “Reducing federal support to health professions
schools will put increased pressures on the finances
of students and their families as tuitions can be
expected to rise to compensate for the loss of funds.”

The substantial increase for the community health
centers program was questioned. “Were the efficacy

of this program free of debate, we might not ques-
tion the increase. However, the General Accounting
Office has been critical of this activity recently. Until
such time as these questions are resolved, increased

funding should not be authorized.”

The AMA said, “We do not wish to leave the im-
pression that all the President’s health funding
choices are questionable. The AMA believes that in-

creases suggested for several programs are com-
mendable and necessary. For example, the expansion
of the National Health Service Corps continues the

fine efforts of that program to place needed health

professionals in communities having shortages of

medical personnel.

“We also applaud the proposed new funding for

mental health research. Much needs to be done in

this area.”

306

Catastrophic NHI Introduced

Catastrophic national health insurance, once a

dark horse in the NHI sweepstakes, but now one of

the favorites, has been introduced in the new Con-
gress by Chairman Russell Long (D-La.) of the

Senate Finance Committee. Ten senators were co-

sponsors.

The measure, identical to the one Long has been

pushing for the last six years, “is a common sense,

bipartisan proposal” that represents “a major step

toward the provision of adequate protection against

the high costs of health care,” Long told the Senate.

He said the bill “may be about as much as we can

afford to enact in this Congress, perhaps as much as

can be afforded for the next several years.” The
catastrophic benefit cost was estimated at $5 billion

to $7 billion annually.

The other two thrusts of the bill are to federalize

and expand Medicaid and standardize private health

insurance plans. The Medicaid expansion to cover

many not now eligible and to broaden benefits would
cost some $12 billion to $14 bilhon yearly. Long
arranged the introduction so that senators favoring

the catastrophic plan but hesitant about the Medicaid
proposal could back the catastrophic as a separate

measure.

“Time after time we hear of the ruinous costs of

prolonged illness,” Long told the Senate. “We be-

lieve that it is time to stop talking about these prob-

lems and start doing something about them.” Neither

the administration nor any outside group has de-

veloped such an approach, he declared
—

“It is a plan

‘developed by Congress.’
”

Hearings will be held by the Finance Committee
in late March. Cosponsors were Sens. Herman Tal-

madge (D-Ga.), chairman of the Finance Subcom-
mittee on Health; Milton Young (R-N.D.); John

Melcher (D-Mont.); Howard Cannon (D-Nev.);

Daniel Inouye (D-Hawaii); Robert Stafford (R-Vt.);

Charles Percy (R-Ill.); Richard Stone (D-Fla.);

Mark Hatfield (R-Ore.); and Charles Mathias (R-

Md.).

PSRO Cuts Costs
Medicare beneficiaries in areas of the country

served by Professional Standard Review Organiza-

tions (PSROs) are spending fewer days in the hos-

pital than beneficiaries in areas without PSROs.
An evaluation report prepared by HEW says the

PSRO program, under attack a year ago by the ad-

ministration, has become “an effective partner . . .

in the HEW campaign to reduce unnecessary costs

while assuring high quality care,” according to HEW
Secretary Califano.

In the 93 areas served by PSROs, Medicare bene-

ficiaries used 1.5% fewer days of hospital care than

they would have used without PSROs, a savings of

about 55 days of care per 1,000 beneficiaries, ac-

cording to the report.

HEW estimated that PSROs saved $50 million in

1977 by eliminating unnecessary days in the hospital.

The 96 PSROs spent $45 million that year to review

hospital care, producing a net savings of $5 million.
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Economic Impact Legislation

Introduced

Rep. Tennyson Guyer (R-Ohio) has introduced

legislation to require economic impact analyses for

all rules and regulations required to be published in

the Federal Register.

The bill is identical in effect to an AMA proposal

which received wide congressional support in the last

Congress. The economic analyses required by the

new bill (H.R. 383) would include a detailed analy-

sis and discussion of the impact the regulation would

have on the economy and include such factors as

( 1 ) the cost of the rule on consumers, business mar-

kets and federal, state and local governments; (2)

the effect on employment, productivity, competition,

and on suppliers of important products and services;

(3) the unavoidable adverse impacts of the rule, and

alternatives to the rule that were considered; (4) the

estimated cost of direct compliance with the rule by

those required to comply with the rule; and (5) the

estimated cost of implementing, monitoring and en-

forcing the rule. The House Judiciary Committee

handles the legislation.

Standby Cost Controls Debated

Wage and Price Stability Council Director Barry

Bosworth, who has been sympathetic to the Volun-

tary Effort in contrast to the hostility of HEW Secre-

tary Joseph Califano, told the annual meeting of the

American Hospital Association in Washington that

the administration’s “trigger” program would not be

inconsistent with the voluntary approach “which

would be preferable.”

“I personally believe it can be done voluntarily,’

Bosworth said. But “we cannot continue, decade after

decade, to have an increasing proportion of the na-

tion’s gross national product going for hospital care.”

Last year, Bosworth generally steered clear of the

fight over controls. He often praised the voluntary,

cooperative program launched by the AHA, the

AMA, and the Federation of American Hospitals

(FAH).
The administration has abandoned its mandatory

federal control plan of last year, which collapsed in

the past Congress, in favor of standby federal con-

trols if hospitals fail to achieve a reduction in the

rate of expenditures increase to 9.7%, a level termed

impossible to meet by AHA President J. Alexander

McMahon. McMahon said he cannot understand

how the administration can take the position that

standby controls for the economy as a whole are

unnecessary and unworkable, but insist they be im-

posed on hospitals alone.

Declaring that hospitals and physicians have be-

come “one large profession now” under the threat

of controls, AMA Executive Vice-President James

Sammons, M.D., pointed out to the assembled AHA
delegates that none of the government speakers has

“said a word about quality.”

“Quality comes first,” Dr. Sammons said, “and

needs to be protected and preserved against the po-

litical whims of the moment.”

Health is now the second or third largest segment

of the economy, employing millions of people, “and

you can’t play political games with it unless you are

prepared to suffer the consequences” to the economy
if the course is wrong, he warned.

“The threat of imposing standby controls runs the

risk of escalating expenditures by hospitals in antici-

pation of the threat coming true,” Dr. Sammons said.

Furthermore, a standby program could damage vol-

untary efforts by making controls appear inevitable.

The AMA official noted that the VE was hailed

by Bosworth last year as the only major successful

restraint program by any part of the economy. But

now the administration seeks controls on grounds the

program hasn’t been working well.

Dr. Sammons said that the control issue has drawn
hospitals and physicians close together in a “totally

cooperative” effort. “We have come a long way in

doing what we should have done at the very begin-

ning,” he said. “We are one large profession.”

Physician Shortage In Armed Forces

The Military Surgeons General told Congress the

Armed Forces suffer a physician shortage.

Air Force Lt. Gen. Paul Myers, M.D., said a

shortage of specialists is the major concern. The
overall shortage of physicians in the Air Force is

running about 10%, Dr. Myers said.

The military cannot compete for physicians in the

civilian health care market, largely because military

pay is well below what civilian doctors receive, ac-

cording to the physician.

“In spite of extensive recruiting, we have never

met our required goal in any fiscal year,” Dr. Myers
said. “Recruiting in some specialties has been almost

nil.”

Almost 16% of the Air Force’s physicians are

foreign medical graduates.

Navy Vice Admiral Willard Arentzen, M.D., said

a recent Navy exercise “demonstrated that not only

are the numbers of medical reserves insufficient to

meet contingency requirements, but that reserve per-

sonnel will not be available soon enough to be used
in fulfilling overseas deployment commitments.”
Army Lt. Gen. Charles Pixley, M.D., said that

since the end of the draft the number of physicians

willing to join the Army has steadily dwindled. He
urged Congress to provide an improved scholarship

program and pay that is competitive with civilian

medical practice, plus “facilities and equipment”

comparable to what civilian physicians have.

Chiropractors Hit

Administration Policy

The American Chiropractic Association said the

administration’s opposition to chiropractic benefits

would be counterproductive to the health of the aged

and aggravate the problem of inflation in health care

costs.

In a full page “open letter to the President” ad-

vertisement in the Washington Post, the Association
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said the President acted on “poor advice” in asking

“that a vital service be eliminated,”

The administration in its budget request to Con-

gress recommended that chiropractic benefits in

Medicare and Medicaid be eliminated. “In the ab-

sence of scientific evidence that chiropractic services

either improve or maintain health status, HEW be-

lieves that chiropractors should be removed from the

list of eligible providers,” the administration said,

claiming this would save the government programs

$35 million next fiscal year.

The chiropractic association said 226 senators

and representatives in the last Congress supported

legislation seeking an expansion of chiropractic

benefits.

The administration’s stand “would unfairly dis-

criminate against millions of Americans who depend

on doctors of chiropractic as their primary health

care providers,” said the Association. Noting that

chiropractic is licensed in all 50 states, the ad said

that as an outpatient method of treatment it “saves

the cost of hospitalization.”

May 9-13

May 10-13

May 11-13

May 12

May 13-16

May 13-16

May 13-17

May 14-17

May 14-18

May 18-19

announcemenl/
May 19-25

May 23-26

CALENDAR OF MEETINGS
May 27-30

NATIONAL

1979
May 27-30

May 2-5 Virginia Society of Ophthalmology and
Otolaryngology, 60th Annual Meeting May 31-

—Boar’s Head Inn, Charlottesville, Va. June 1

May 3-5 Christian Medical Society—San An-
tonio, Tex.

June 1-3

May 3-6

May 3-6

American Association for the History

of Medicine—Hotel Penn, Pittsburgh

Association for Clinical Scientists

—

Mill Hyatt House, Charleston, S.C.

June 8-10

June 10-12May 5-6

May 5-7

Southeastern Dermatological Associa-

tion—Kahler Plaza Hotel, Birming-

ham, Ala.

American Federation for Clinical Re-

June 10-14

search—Sheraton Park, Washington,

D.C. June 17-22

May 5-7 Association of American Physicians

—

Washington, D.C. June 25-28

May 6-10 Association of University Radiologists

—Rochester, N.Y. June 30-

May 6-11 American Medical Tennis Association

—Spa and Racquet Club, Palm Springs,

Calif.

July 5

May 6-12 Biennial Western Conference on Anes-
thesiology—Sheraton Waikiki Hotel,

Honolulu May 16

May 9-13 American College of Legal Medicine

—

Hyatt on Hilton Head, Hilton Head Is-

land, S.C.

June 13-14

Congress on Medical Education
(AMA)—Washington Hilton, Wash-
ington, D.C.

American Society for Adolescent Psy-

chiatry—Chicago

American Academy of Psychoanalysis

—Waldorf Astoria, New York

American College of Psychoanalysts

—

Conrad Hilton, Chicago

American Thoracic Society—Hilton

Hotel, Las Vegas

American Lung Association—Las
Vegas Hilton, Las Vegas

American Urological Association, 74th

Annual Meeting—New York Hilton,

New York

Aerospace Medical Association—Shera-

ton Park Hotel, Washington, D.C.

American Psychiatric Association

—

Conrad Hilton, Chicago

American Society of Law and Medicine

—New Orleans

American Society for Gastrointestinal

Endoscopy—New Orleans Hilton, New
Orleans

American College of Sports Medicine

—Sheraton Waikiki, Honolulu

American Ophthalmological Society,

115th Annual Meeting—^The Home-
stead, Hot Springs, Va.

Society of Critical Care Medicine, 8th

Scientific and Educational Symposium
—Hilton Hotel, San Francisco

American Society of Law and Medicine
—Copley Plaza Hotel, Boston

AMA Lake of the Ozarks Regional

Meeting—TanTara Hotel, Lake of the

Ozarks, Mo,

Gynecological Society for the Study of

Breast Disease—Hyatt Regency Hotel,

Boston

American Diabetes Association—Cen-
tury Plaza, Los Angeles

American Society of Colon and Rectal

Surgeons—Hyatt Regency Hotel, At-

lanta

Flying Physicians Association—Gros-

singer’s Resort, Grossinger, N.Y.

Society of Nuclear Medicine—Hyatt

Regency & Omni, Atlanta

International College of Surgeons

—

Stevensville Country Club, Swan Lake,

N.Y.

STATE

Middle Tennessee Medical Association

—Goose Creek Inn, Franklin

Upper Cumberland Medical Society

—

Hotel Donoho, Red Boiling Springs
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Finally^o medicol office building that

fits the shape ofQ doctor ’s doy.
We’re not sayirig you spend your daygoing in circles. We’re simply saying your office

space needs to be as flexible, as responsive to varying situations every day, as you are.

That’swhy Deltec Office Buildings have become such a popular alternative for prac-
ficing physicians. All walls are non-load-bearing. So you can design your
interior any way you want it; any way you need it.

And flexibility’s just part of the Deltec story. Add low cost, ease of con-
struction, and low maintenance (cedar, cypress, or redwood exteriors

take care of themselves!). Consider high energy-efficiency (ther-

mal windows, R30 roof insulation, R19 walls). And a choice of

models, one story or two, from 800 square feet to 2,400 square
feet or rhore.

UPPER FLOOR PLAN

Deltec
Office Buldngs

Weigh all the factors, and we think you’ll agree: Deltec is perfect

for your practice. Send for our free brochure.

DELTEC OFFICE BUILDINGS
P O. Box 6931
Asheville, NC 28806
(704] 253-0483

Please send me your free brochure giving full details on Deltec

Medical Office Buildings.
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TfllA
conlinuiiM mcclkcil

cducotion opooftunftic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician's Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . .

.

Dermatology
Diabetes
Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Oncology . .

Orthopedics
Pathology
Pediatrics

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . . W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
ZeU A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.

Loimie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. Griffin, M.D.

. . . . William H. Hartmann, M.D.
David T. Karzon. M.D.

Psychiatry-

Radiology A.
Renal Diseases

Rheumatology
Surgery
Cancer Chemotherapy . .

General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation . .

Thoracic & Cardiac . . . .

Urology

Marc H. HoUender, M.D.
Everette James, Jr., Sc.M., J.D., M.D.

H. Earl Giim, M.D.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David HaU, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1 ) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville. TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule

May 23-24

May 25-26

June 1 1-16

June 15-16

July 25-28

August-

October

Sept. 14-15

vSept. 26-28

Autumn

Oct. 25-26

Nov. 9-10

December

18th Annual Seminar in Psychiatry

(for nonpsychiatrists) (11 hours)

Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)

Primary Care Review 1979 (40

hours)

Neurology and Speech Pathology: The
Problem of Aphasia

2nd Annual Symposium on Contem-
porary Clinical Neurology—Hilton

Head Island, S.C. (16 hours)

Internal Medicine Intensive Review

Blood Banking Symposium

Amplification in Education

10th Annual Pediatric Symposium

1979 Postgraduate Course in Allergy

Update in Anesthesiology 1979

Obstetrical Seminar

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangemeats have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that
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service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, MJD.

Internal Medicine
Cardiology John Thomas, M.D.

Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

Dermatology Thomas W. Johnson, M.D.
David Horowitz, M.D.

Gastroenterology Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

General Medicine Edward A. Mays, M.D.

Hematology/ Oncology Robert S. Hardy, M.D.

Neurology Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.

Obstetrics & Gynecology Henry W. Foster, M.D.

Ophthalmology Axel C. Hansen, M.D.

Orthopedics Wallace T. Dooley, M.D.

Pathology Louis D. Green, M.D.
John C. Ashhurst, M.D.

Pediatrics E. Perry Crump, M.D.

Surgery

General Louis J. Bernard, M.D.

Neurological Charles E. Brown, M.D.

Thoracic and Cardiovascular David B. Todd, M.D.
Ira D. Thompson, M.D.

Urology Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by
Meharry Medical College.

Application: For further information contact Frank

A. Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

Continuing Education Schedule

May 23-25 Internal Medicine—1979 (18 hours)

For information contact Frank A. Perry, Sr.,

M.D., Director of CME, Meharry Medical College,

1005 18th Ave., North, Nashville, TN 37208, Tel.

(615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

May 3-4 (M) Electronystagmography

May 4-5 (K) 2nd Annual Family Practice Up-
date and Review—Gatlinburg

May 7-9 (M) The Clinical Use of Sex Steroids

May 10-1

1

(C) Rheumatology in a Clinical

Practice

May 11-12 (M) Modem Advances in Cancer
Treatment

May 24-25 (M) Nutrition Symposium

May 25-26 (M) Practical Office Dermatology

June 2 (K) Pediatric and Dermatologic
Problems (for nurses and phy-
sicians)

June 4-7 (M) Basic Principles of Rhinoplasty

June 6-9 (M) Basic Electrocardiography

—

Pickwick

June 7-9 (K) Practical Otolaryngology for the

Primary Care Physician—Gat-
linburg

June 7-10 (C) Family Practice Review Course

June 20-23 (M) Audiometric Orientation

June 24 (M) Audiometric Orientation Re-
fresher Course

June 25-28 (C) OB/GYN Emergencies—Orlan-
do, Fla.

July 25-27 (M) Medical Aspects of Sports

Aug. 23-25 (M) ENT Postgraduate Review

Sept. 13-15 (M) Myocardial Infarction

Sept. 27-29 (K) Arthritis Symposium

Sept. 28-29 (M) 11th Memphis Conference on
the Newborn

Oct. 4-6 (K) Regional Meeting, American
College of Physicians & Tennes-
see Society of Internal Medicine

Oct. 11-13 (K) 1st Annual Radiological Confer-

ence

Oct. 18-19 (K) Cancer Concepts 1979

Oct. 25-27 (K) Office Ultrasound

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone

:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

62 S. Dunlap St.

Memphis, TN 38163

Tel. (901) 528-5606
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EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

May 1 1 Mental Retardation

June 20-21 Surgery Symposia

July 1-3 Cardiopulmonary Rehabilitation

Aug. 10 Office Management

Sept, 9-14 Substance Abuse in Youths: Prevention

and Treatment

Oct. 8-9 Geriatrics II: Sex and the Aged

Oct. 23 Consumer Health Education: A Mul-

tidisciplinary Approach

Nov. 9 Pediatrics—Neonatology

Dec. 4 Occupational Medicine II

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)

929-5364.

SOUTHWEST ALLERGY FORUM
April 28- Update 1979: Adult and Pediatric Al-

May 1 lergy and Clinical Immunuology (co-

sponsored by UTCHS, Memphis)

—

Hyatt Regency, Memphis. Credit: 16

hours AMA Category 1.

For information contact Dr. Bernard M. Zussman,
General Chairman, 40 N, Pauline, Memphis, TN
38105.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule

May 2-4 Controversies in OB-GYN Care*
* Presented at Hyatt Regency Hotel, Lexington, Ky.
For information contact Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Univer-
sity of Kentucky, Lexington, KY 40536, Tel. (606)
233-5161.

UNIVERSITY OF KENTUCKY MEDICAL
CENTER

and

HEALTH EDUCATION MEDIA
ASSOCIATION

July 15-18 The Process of Health Science Edu-
cation: Past, Present and Future
(HEMA Media Festival, Media Fair,

Workshops)—Health Sciences Learn-
ing Center, University of Kentucky,
Lexington, Ky.

For information contact Norm Tucker, Execu-
tive Director, HEMA, P.O. Box 771, Riverdale, GA
30274, Tel. (404) 997-0449.

BOWMAN GRAY SCHOOL OF MEDICINE
Courses in Ultrasound

Three eight-week courses in sonic medicine will
be offered at Bowman Gray School of Medicine on
the following dates: Sept. 24-Nov. 16, 1979; Jan.
7-Feb. 29, 1980; and April 14-June 6, 1980. Credit:
30 hours per week in AMA Category 1.

Two additional two-day Real Time courses are
offered for obstetricians on Sept. 20-21, 1979 and
Nov. 29-30, 1979. Credit: 10 hours per day in AMA
Category 1.

Five one-week courses in Abdominal Real-Time
Sonography will be held on June 11-15, July 16-20,
Aug. 6-10, Dec. 10-14, 1979, and March 24-28,
1980. Credit: 30 hours AMA Category 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

DUKE UNIVERSITY MEDICAL CENTER
July 30- Current Concepts in Diagnostic Ra-

Aug. 4 diology including Ultrasound, CT
Scanning and Nuclear Medicine—At-
lantic Beach, N.C. Credit: 30 hours
AMA Category 1. Fee: physicians

$250.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical
Center, Durham, NC 27710, Tel. (919) 684-4397.

MEDICAL COLLEGE OF GEORGIA
Continuing Education Schedule
May 10-11 The Medical Office Team
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June 7-9 Internal Medicine*

July 16-20 Taxes and Investments*

Aug. 6-8 Pediatrics*

* Presented at Holiday Inn of Jekyll Island, Ga.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30901, Tel. (404) 828-3967.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

A comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in September, 1978, includes regional meetings and

postgraduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local phy-

sicians to report to their colleagues on investigative

work and clinical experiences in the wide scope of

subject areas included in the practice of internal

medicine.

The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by in-

ternal medicine and its subspecialties. Averaging

three to five days, they are directed toward practic-

ing physicians and are presented in association with

medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

See September 1978 issue for complete

1978-1979 listing

Postgraduate Courses

May 3-5

May 10-12

May 16-18

May 16-18

June 6-8

June 7-9

June 11-15

The First 12 Hours: Emergency Man-
agement of the Critically 111—^Toronto

Decision-Making in Clinical Practice

—Washington, D.C.

Rheumatology for the Nonrheuma-
tologist—Pittsburgh

Cardiac Auscultation and Cardiac Ex-

amination—Rochester, Minn.

Diagnostic and Therapeutic Decisions

in Patients with Pulmonary Disease

—

Chicago

Review of Internal Medicine, 1979

—

Houston

Advances in Internal Medicine ’79

—

Banff, Alberta

June 27-29 Hepatobiliary Disease and Clinical

Practice—San Francisco

AMERICAN MEDICAL GOLF ASSOCIATION
and

AMERICAN MEDICAL TENNIS
ASSOCIATION

12th Annual Desert Medical Classic

Physicians Scientific/Golf/Tennis Event

May 6-11 Sports and Physical Fitness: the Risks

and the Rewards—SPA Resort Hotel,

Palm Springs, Cal.; Tennis at the SPA,
the Smoke Tree Ranch, and the Palm
Springs Municipal Tennis Center; Golf
at Mission Hills, Bermuda Dunes, La-

Quinta, and Eldorado. Credit: 12 hours
AMA Category 1.

For information contact Desert Medical Classic,

P.O. Box 183, Alton, IL 62002, Tel. (618) 462-

6841.

UNIVERSITY OF MIAMI
SCHOOL OF MEDICINE

May 4-7 7th Aimual Surgical Intensive Care Sym-
posium—Eden Roc Hotel, Miami Beach.

Credit: 20 hours AMA Category 1.

For information contact Division of Continuing
Medical Education, D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

INTERNATIONAL MEDICAL EDUCATION
CORPORATION

Cardiac Ischemia and Arrhythmias—Current
Concepts for Diagnosis and Treatment (13 hours
AMA Category 1

)

June 15-17 Lincolnwood Hyatt, Chicago

Aug. 24-26 Hilton Head Hyatt, Hilton Head, S.C.

EKG Interpretation and Arrhythmia
Management (15 hours AMA Category 1)

May 11-13 —Water Tower Hyatt, Chicago

June 8-10 —Hyatt Regency, Atlanta

Aug. 10-12 —Shanty Creek Hilton, Bellaire, Mich.

For information contact International Medical

Education Corporation, 64 Inverness Drive East, En-

glewood, CO 80112; Tel. (800) 525-8646 toll free.

NETWORK FOR CONTINUING
MEDICAL EDUCATION

Schedule for Upcoming Programs

April 16-29 Venous Thromboembolism: Diagnosis,

Prophylaxis and Treatment—with Jack

Hirsh, M.D., and Russell Hull, MMBS,
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Medical Centre of McMaster Univer-

sity, Hamilton, Ontario.

April 30- Myocardial Perfusion Imaging with 201

May 13 Thallium—with Paul J. Cannon, M.D.,

and David K. Blood, M.D., Columbia

University College of Physicians and

Surgeons, New York.

Radionuclide Angiography—with Paul

J. Cannon, M.D., and Lynne Johnson,

M.D., Columbia University College of

Physicians and Surgeons, New York.

The Thyroid Nodule: A Highly Treat-

able Condition—with Manfred Blum,

M.D., New York University School of

Medicine, New York.

AMERICAN MEDICAL ASSOCIATION

Workshop on Chronic Mentally III

The American Medical Association will sponsor

a workshop on “Physicians and Chronic Mental

Patients: Potentials for Community Based Care,”

slated for May 10-11, 1979 at the Palmer House in

Chicago. Participants will focus on identifying prior-

ities in medical education as they relate to the

physician’s role in providing comprehensive care to

patients with long-term or severe mental disabilities.

For additional information, contact Ms. Suellen

Muldoon, Associate Director, Department of Men-

tal Health, American Medical Association, 535 N.

Dearborn St., Chicago, IL 60610.

JOIN US.

We can do
much more
together.
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machinery or driving a motor vehicle: the patient should therefore be
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Small Rural Hospitals Found Safe

And Less Costly in Delivering Babies

An Up-to-Date History and

Reference on Aerospace Medicine

The Aerospace Medical Association has commis-
sioned a comprehensive volume dealing with the

role of medicine and its allied sciences in the suc-

cess of manned flight—from early balloon ascents to

extraterrestrial space travel. Written by Arnold Lott

and Eloise Engle, it is entitled MAN IN FLIGHT:
Biomedical Achievements in Aerospace, and is

scheduled for publication in May 1979, to coincide

with the 50th anniversary of the Aerospace Medical

Association.

Written in conversational, fluid style and incor-

porating scientific facts with little known anecdotes,

the book is designed to satisfy the needs of a diversi-

fied audience. Young flight and space enthusiasts

will gain new perspectives of their area of interest

and study; mature laymen will appreciate the historic

documentation of events which occurred within their

memory; and aerospace professionals will find it a

rich source of reference for scientific facts and fig-

ures.

A brochure containing more information and a

prepublication discount offer can be obtained by
writing to or calling the Aerospace Medical Asso-

ciation, Washington National Airport, Washington,

DC 20001; Phone (703) 892-2240.

Expectant Mothers Advised

To Avoid Taking Hormones

Expectant mothers who have taken hormones to

control threat of miscarriage or as a pregnancy
test run a higher risk of giving birth to defective

infants, says a report in the Sept. 1 issue of JAMA.
Combined results of several studies show a twofold

to fourfold range of increase in congenital heart

defects after maternal exposure to exogenous female

hormones.

The Food and Drug Administration has taken the

position that there is no justification for using pro-

gestogen and estrogen in threatened abortion (mis-

carriage) or as a pregnancy test. Women should stop

taking oral contraceptive hormones immediately if

pregnancy is suspected.

Small rural hospitals can do a first rate job of

delivering babies safely, and at less cost than the

big city hospitals. Federal health planners recently

declared that hospitals delivering less than 500 in-

fants a year were lacking in quality and efficiency

and probably should not be allowed to handle de-

liveries.

Herman A. Hein, M.D., of the University of Iowa
Hospitals and Clinics, Iowa City, made a detailed

study of the actual results of care in his state in all

hospitals, rural and urban. Because high-risk ex-

pectant mothers are screened out in advance and
sent to specialized urban centers, the small rural

hospitals actually have a much lower neonatal death
rate than do their big city counterparts. Dr. Hein
found. And the average base charges for obstetric

services are lower in the small town hospitals than
in the cities.

Dr. Hein stated that medical services should be
provided as close to the patient’s home as possible

if the quality of care is not compromised and the

services can be offered at reasonable cost. If federal

health planners would support the development of

regional systems of perinatal care and education,

the cost of obstetric services is likely to be better

contained than by requiring large-scale consolida-

tion. Time and distance factors imposed by con-

solidation of services would substantially alter the

accessibility of maternity services for pregnant

women.
In Iowa, Dr. Hein reports, care is provided for

some 42,000 maternity patients per year in 135

hospitals, 82% of which deliver fewer than 500
babies per year. Some 42.5% of all births in Iowa
occurred in the small hospitals. The most recent

neonatal mortality in these hospitals is considerably

less than the statewide rate of nine deaths per 1,000

births, and has been as low as six per 1,000 births

in the smallest hospitals for the past two years. Most
deliveries in small hospitals are attended by family

practitioners rather than specialists in obstetrics.

Virtually all specialists practice in communities of

25,000 people or more, but most of the deliveries

in the small hospitals are in communities of less

than 25,000.

The success of the Iowa program is no secret. Be-

ginning some years ago Iowa hospitals and doctors

formed a regional perinatal program which has em-
phasized screening and early referral of high-risk

patients. The majority of the high-risk patients are

delivered in the larger maternity services, where

perinatal care centers have been established. Thus the

larger services have a higher death rate because

they are handling most of the difficult deliveries.
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Physician:

Practice

medicine^

not

administration.
Medicine is a practice of such con-

sequence as to demand the last particle

of the practitioner’s attention. There-

fore, Army physicians receive substan-

tial compensation, extensive annual

paid vacation, a remarkable retirement

plan, and, best of all, the freedom to

practice without endless insurance

forms, malpractice premiums, and cash

flow worries.

Army Medicine:
The practice that’

s

practically all medicine.

Call Collect/Person to Person
CPT Jesse Johnson
(901) 725-4445

An Equal Opportunity Employer

PHYSICIAN ASSISTANT

EAST TENNESSEE

POSITION WANTED. Physician Assistant with

Tennessee Family Practice experience wishes to

relocate in East Tennessee. B.A., NCCPA Board

Certified PA with two years’ experience including

outpatient, inpatient and sharing ER call cover-

age. Resume on request.

Please reply to Box T-1, TMA Journal, 112
Louise Avenue, Nashville, Tennessee 37203.

SUPPORT YOUR
ADVERTISERS

Many of the advertisers in this

Journal are long-standing patrons

of our monthly publication. Their

products and services are of the

highest quality available. Don’t take

them for granted. Read their ads!
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INTERNIST OR PRIMARY CARE
PHYSICIAN

VA Outpatient Clinic, Chattanooga, TN. Duties

principally clinical. Salary in $35,000 range (plus

bonus) depending on qualifications. Great oppor-

tunity for an individual for whom the rigors of

private practice are no longer necessary. Civil

Service benefits of retirement, leave, life insur-

ance, health insurance, malpractice protection.

Interested candidates contact the Chief of Medi-
cine, VA Medical Center, Nashville, TN 37203.

Phone: (615) 327-4751, Ext. 565.

AN EQUAL OPPORTUNITY EMPLOYER.

EMERGENCY PHYSICIANS
Outstanding multi-hospital emergency physician

group has an excellent opportunity available for

full-time, career-oriented emergency physicians

living in or near Madison, Tennessee, just out-

side of Nashville. Fee-for-service. $40/hour. Busy

emergency department. Malpractice insurance

provided. No accounting, billing, or personnel

problems. Contact: John Stein, Assistant Ad-

ministrator, 897 MacArthur Blvd., San Leandro,

CA 94577 or phone (415) 638-3979.

OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Positions available for emergency department

physicians with multi-hospital group in Morris-

town, Tennessee. Growing volume emergency

department (1,350 patients monthly). Fee-for-

service. Averages $30-$40/hr. Malpractice insur-

ance provided. No accounting, billing, or per-

sonnel problems. We invite you to call or write

to John Stein, Assistant Administrator, 897 Mac-
Arthur Blvd., San Leandro, CA 94577, phone

(415) 638-3979.

EMERGENCY PHYSICIANS
NEEDED

immediate openings in Kentucky, Tennessee, and

Georgia: Excellent hospitals, medical staffs with

established growing corporation. Competitive sal-

ary, liberal fringe benefits, profit sharing plan,

etc. Corporate responsibility commensurate with

your ability. Send curriculum vitae to Emergency

Medical Associates, P.O. Box 2538, Chattanooga,

TN 37407 or call Larry Stone, M.D. (615) 886-

5198.
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1) Rheumatoid spondylitis. 2) Mandible tumor. 3) Hare lip. 4) Leprosy. 5) Club foot. 6) TBC arthritis, right knee. 7)
Burn contractures. 8) Professor Talukdar. 9) Traumatic dislocation, hip. 10) Dr. Huseini (orthopedic resident). 11)
Professor Eyre-Brook, consultant from United Kingdom (Great Britain). 12) Dr. Jack Booth (Jackson, Tenn.) and Dr.
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Ronald A. Garst. 13) Polio deformity, right leg. 14) Club foot. 15) Cast brace for fracture, distal femur. 16) Burn con-

tractures. 17) Dr. Robert Dunlap (Oak Ridge), patient. Dr. Majid (plastic surgery resident). 18) Syndactyly. 19) Neuro-
fibromatosis with gigantism, second toe.
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CARE-MEDICO/Spray

biotics readily available are penicillin and strepto-

mycin. Because postoperative infections are rela-

tively frequent, it is certainly advisable to treat

anything nonoperatively that can be satisfactorily

treated without surgery.

One orthopedic surgeon was invited by the lo-

cal surgeons to come and demonstrate the use of

total hips and total knees, but after seeing the

facilities, he very wisely declined to do these pro-

cedures in Dacca until better facilities and anti-

biotics are available.

CARE-Medico needs volunteer visiting con-

sultants for Bangladesh who are orthopedic

surgeons, plastic surgeons, anesthesiologists, or

ophthalmologists. The illustrations will give you

an idea of our work there. Anyone interested

should contact Dr. Jack Booth, the chairman of

the CARE-Medico orthopedic program in Ban-

gladesh, or Mr. George Mathues, CARE-Medico,
2007 Eye St., Washington, DC 20006. /

' ^

ORWELL’S GRIM 1984 PREDICTIONS

WON’T HAPPEN

The grim vision projected by George Orwell for 1984 is not going to be realized in the

remaining five years. It may never be realized, says an article in the Impact section of the

American Medical News of Jan. 26. Fearsome scenarios based on misinterpretations of the

new biology seem increasingly unreal. Man-primate hybrids, cloning of human beings, and

the production of men and women to genetic specifications are still far-fetched projections of

the new genetics. Our real scientific capabilities are much less threatening.

Genuine scientific insights, such as the DNA model, are confused with spectacular tech-

nological feats, like the “test tube baby.” The DNA model is changing the way we view

life, while the test tube baby is unlikely to alter the commonly employed means of pro-

creation, though it will help some women who are unable to conceive.

In human genetics, the striking fact is not how much we know, but how little, not how
many things we can do, but how few. We know that DNA is the genetic material in

man, and that there are about 50,000 to 100,000 genes in every cell of the human body.

We do not understand how genes are turned on and off. We do not understand the genetic

basis of human development, brain function, intellect or normal behavior. We do not know
how to insert human genes into the appropriate chromosomes so that they function normally.

We cannot tinker directly with human heredity. We cannot fabricate a human being to

specifications. We cannot influence the human brain to greater capacity, or change it genetic-

ally. None of these things is likely to come about by 1984, and some will probably not take

place by 2084.

Physicians and scientists writing in the special Impact issue believe that no limits can be

placed upon research, even though it carries man into uncharted ethical and moral areas,

but Robert L. Sinsheimer, Ph.D., chancellor of the University of California, Santa Cruz,

warns that science is placing in human hands the unprecedented power to mold humans and

change the course of evolution. Sinsheimer calls for a major, continuing ethical inquiry to

develop an appropriate moral structure for the future.
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Case Report

Ureteral Obstruction Following Aortofemoral or

Aortoiliac Bypass Graft

CURT H. HAGEDORN, M.D.; JEROME S. TANNENBAUM, M.D.; and WILLIAM J. STONE, M.D.

Introduction

Obstructive uropathy is a well-known cause of

acute renal failure, especially in older men who
experience urinary retention because of prostatic

hypertrophy. Ureteral obstruction is a less fre-

quent cause of renal failure and can be secondary

to calculi, neoplasms, congenital anomalies,

neuromuscular defects, retroperitoneal fibrosis,

trauma, or abdominal aortic aneurysm. Bilateral

ureteral obstruction is most commonly due to

malignant disease and is not easily reversible.

The purpose of this report is to draw attention to

a reversible but not commonly appreciated cause

of unilateral or bilateral ureteral obstruction and

renal failure, i.e., ureteral obstruction related to

aortofemoral bypass graft.

Case Report
A 70-year-old white man presented to the Nashville

Veterans Administration Hospital with complaints of

nausea, vomiting, left flank pain, and mild dysuria for

three days prior to admission. The pain was colicky

and radiated from the left flank into the left lower

abdomen and left groin. He had experienced general

malaise for approximately two weeks before the onset

of his acute illness. There was no history of fever,

hematuria, or renal stones.

The patient had been in good health until age 66

years when a left femoral-popliteal bypass was per-

formed to ameliorate severe claudication. Three years

later, because of recurrent symptoms and severe aorto-

femoral disease demonstrated by arteriography, he un-

derwent an aortofemoral bypass. A Dacron graft was
tunneled from the bifurcation of the aorta into the

femoral region, passing over the original vessels and
under the ureters. Urine output and peripheral pulses

were adequate following the procedure. Four weeks
after surgery he was again hospitalized because of re-

current claudication. Arteriography revealed stenosis of

the left limb of the graft and moderate stenosis of each
renal artery. The right kidney measured 10 x 4.5 cm
and the left was 9x5 cm, both with diminished cortex.

It was elected not to perform further surgery and the

From the Department of Medicine, Vanderbilt Uni-
versity School of Medicine and Medical Service, Veter-

ans Administration Medical Center, Nashville.

Reprint requests to Veterans Administration Medical
Center, 1310 24th Ave., South, Nashville, TN 37203
(Dr. Stone).

patient was discharged with a serum creatinine of 1.4

mg/dl and a blood urea nitrogen (BUN) of 14 mg/dl.
He did reasonably well until five months following

surgery when he presented acutely ill. Examination re-

vealed a pulse of 120/min, respiratory rate of 22/min,
temperature of 98 F, and a blood pressure of 110/70
mm Hg. The patient was thin and chronically ill ap-

pearing and was in acute distress, with marked left flank

tenderness, bilateral carotid and femoral bruits, and faint

lower extremity pulses. There was slight left upper
quadrant abdominal tenderness. The remainder of the

physical examination disclosed no abnormalities.

Admission hematocrit was 28% and the white blood
cell count was 11,300/cumm. The serum sodium was
131 mEq/liter and BUN 95 mg/dl. The serum creatinine

was 12 mg/dl, urinary osmolality 268 mosm/kg, and
urinary sodium 40 mEq/liter. A chest roentgenogram
demonstrated a right lower lobe infiltrate and abdomi-
nal films showed scattered bowel gas. Insertion of a

urethral catheter produced only 30 ml of clear urine

with a specific gravity of 1.007, white blood cells.

Figure 1. Retrograde pyelogram demonstrating bilateral

ureteral obstruction at the level of the first sacral seg-

ments, where the aortofemoral bypass graft intersected

the ureters.
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5/HPF, 1+ bacteria, and no red blood cells/HPF. The
patient continued to experience left flank pain with

occasional radiation of pain to the inguinal region. On
intravenous urography poorly visualized, small kidneys

with bilateral clubbing of the pelvocaliceal systems were
seen. A diethylenetriamine pentaacetic acid renogram
showed delayed uptake bilaterally, more pronounced on
the right. Retrograde pyelograms were performed and
demonstrated small kidneys with loss of renal paren-

chyma, bilateral hydronephrosis, and bilateral ureteral

obstruction at the level of the first sacral segments (Fig.

1). Marked ureteral dilation was noted above the level

of the aortofemoral graft. Placement of bilateral ureteral

catheters caused urine output to increase dramatically,

symptoms of left flank pain resolved, and the BUN de-

creased to 69 mg/dl and serum creatinine to 7.7 mg/
dl after four days. At laparotomy the patient was found
to have fibrosis surrounding the ureters where they

passed over the graft. Bilateral ureterolysis was per-

formed and omentum wrapped over the areas of previ-

ous ureteral stenosis. The postoperative course was
complicated by pneumonia, despite which he gradually

recovered, and by four weeks postoperatively he was
doing well with a serum creatinine of 2.6 mg/dl and a
BUN of 37 mg/dl.

Comment
Injury to one or both ureters is a well-recog-

nized hazard of pelvic and abdominal surgery.

Ureteral obstruction, bilateral or unilateral, has

been a complication of cesarean section, total

abdominal hysterectomy, vaginal hysterectomy,

and radical resection of pelvic tumor. ^ Although

unilateral ureteral obstruction can be insidious

and difficult to detect, bilateral ureteral obstruc-

tion following surgery is generally manifested by

anuria and uremia in the immediate postoperative

period.

Although 11 cases of ureteral obstruction after

aortoiliac or aortofemoral bypass graft have been

previously reported,^ ® it is not a commonly rec-

ognized clinical association. A recent exhaustive

review of obstructive uropathy failed to list this

entity among 38 other causes of ureteral obstruc-

tion.'^ Of the 11 cases from the literature plus

TABLE 1

REPORTED CASES OF URETERAL OBSTRUCTION FOLLOWING AORTOFEMORAL OR AORTOILIAC BYPASS

Time of

Presentation Location of

Case

No. Age Surgery Presenting Features

(Months
Postoperative)

Ureter(s)

Obstructed

Ureter Relative

to Graft Outcome
Reference

No.

1 70 AF Left flank pain,

dysuria,

nausea and vomiting

5 Both Anterior Successful

surgical

correction

Present

report

2 63 AF Abdominal discomfort,

decreased urinary stream
5 Right Posterior Successful

surgical

correction

2

3 56 AF Frequency, urgency,

hesitancy

6 Left Posterior Nephrectomy
performed

2

4 63 AF Urinary tract infection,

hesitancy

2 Right Anterior No surgery

attempted

2

5 62 AF Right flank pain 22 Right NM No surgery

attempted

2

6 61 Al Discovered on

postoperative intravenous

urogram

0.4 Left Posterior Successful

surgical

correction

3

7 49 Al Low back pain,

intermittent hematuria

29 Both Posterior Successful

surgical

correction

3

8 51 AF NM 10 Both NM No surgery

attempted

4

9 57 Al Exacerbated hypertension 6 Right NM Nephrectomy 4

10 58 AF Abdominal discomfort 18 Both Anterior Successful

surgical

correction

4

11 48 Al Abdominal discomfort 1 Right Posterior Successful

surgical

correction

5

12 78 Al Chyluria NM Right Posterior Successful 6

surgical

correction

AF^Aortofemoral Bypass AI=Aortoiliac Bypass NM=Not Mentioned
All patients were males
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our own case, seven had aortofemoral grafts and

five had aortoiliac grafts. Their mean age was

60 years with a range of 48 to 78 years. All

patients were male; four had bilateral obstruction,

and eight had unilateral obstruction. Ureteral

obstruction has been more commonly observed in

situations where the ureters passed beneath the

Dacron prosthesis and were compressed against

the underlying iliac artery (six of nine), but it

has also occurred when the ureters were located

in the normal position, anterior to the graft (three

of nine) (Table 1). The time of presentation

following surgery has been highly variable. Ure-

teral obstruction secondary to aortofemoral or

aortoiliac bypass graft has been demonstrated as

early as 12 days and as late as 29 months post-

operatively (Table 1). The majority of cases

reported have occurred one to ten months follow-

ing bypass.

Signs and symptoms occurring prior to docu-

mentation of obstruction have been variable and

frequently subtle. Our patient developed acute

left flank pain, mild dysuria, nausea and vomiting.

Patients reported previously have presented with

hesitancy, decreased urinary stream, urinary fre-

quency, dysuria with and without infection,

chyluria, vague abdominal discomfort, exacerba-

tion of hypertension, and flank pain with and

without hematuria. Most patients with bilateral

involvement will have a serial rise in BUN and

serum creatinine levels, but some with unilateral

obstruction have normal values.^

In nine patients the diagnosis of ureteral ob-

struction was established by an intravenous

urogram (cases 2, 4-8, 10-12), but two patients

with bilateral ureteral involvement required retro-

grade pyelograms (cases 1 and 3). One had ob-

struction diagnosed during laparotomy after an

intravenous urogram showed a nonvisualizing

kidney and arteriography showed normal renal

blood flow (case 9). Seven had surgical pro-

cedures that successfully reversed the ureteral

obstruction as measured by intravenous uro-

graphy and reduction in serum creatinine and

BUN, while three patients had no surgery and

two required unilateral nephrectomy (Table 1).

Summary
Although ureteral obstruction following aorto-

femoral or aortoiliac bypass is not a new finding,

it is not generally appreciated by the internist.

The presentation may be subtle and can occur

many months following surgery. Even in the face

of clinical deterioration, the diagnosis will some-

times be made only if retrograde pyelography is

performed. Once recognized, ureteral obstruction

due to aortofemoral bypass graft is frequently

reversible. Heightened awareness of this pheno-

menon will prevent progressive renal insuflflciency

in some patients. r
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GREAT EXPECTATIONS...
“Society expects medicine to do the same impossible task it asks education to do—to take

the place of a sound home environment. Schools cannot provide the cultural and in-

tellectual nourishment that is to be found only in the home background; and medicine

cannot make people healthier, or keep them healthier, if the home environment is lacking

the basic components of hygiene. Medicine, like education, accomplishes the most where it

is the least needed, among those already inspired to take advantage of it. Private health

cannot be divorced from public health, and public health is more a matter of raising incomes

and expectations than of treating bodies.”

—Sydney J. Harris

Chicago Sun-Times (11/15/78)
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Case Report

Surgical Repair of Large Myelomeningocele

REUBEN A. BUENO, M.D., and JAMES W. HAYS, M.D.

Newborn infants with myelomeningocele of the

thoracolumbar area need early surgical interven-

tion to prevent the onset of meningeal infection

and to preserve any neurological function that

might be present.^ Repair is generally achieved

by excision of the myelomeningocele, with under-

mining of the skin edges and primary closure with

sutures, in most cases, the treatment of choice.

However, in about one fourth of these infants,

the defect is so large as to preclude closure by

direct suture.^

A local flap procedure combined with split

thickness skin graft can be used to complete clos-

ure of the defect and to cover flap donor sites.

Recently, Salasin and Briggs^ have reported using

the marginal abnormal skin following excision of

the sac proper to cover flap donor site.

Case Reports

Case 1. A female infant, product of a full-term preg-

nancy, was bom to a 21 -year-old gravida 1, para O,

white woman without apparent complications during

pregnancy. Delivery was spontaneous after epidural

anesthesia. At birth, the baby weighed 6 lb 13 oz and
had Apgars of 8 at one minute and 9 at five minutes of

age. A 10x6 cm thoracolumbar myelomeningocele
with an intact neural plaque was present (Fig. 1). Anal
wink was absent. There was no sensation in either leg

from Tj 2 down and only motor function in the left

hip flexors. The head circumference was 35 cm and the

fontanelle was soft and normal size. The remainder of

the physical examination was within normal limits.

Surgery to repair the defect was done on her fifth

day of age. The neurosurgical repair involved opening

the sac of the myelomeningocele to identify and pre-

serve as much of the neural tissues as possible. The
marginal abnormal skin surrounding the defect was
excised and the open dysplastic dural sac was recon-

structed in a tubular manner using the deep fascia over

the paraspinous muscles. This was further reinforced

with wide bipedicle flaps from the lumbodorsal areas

brought across from each side and closed in the mid-
line in two layers. The flap donor areas on both flanks

From the Plastic and Neurological Surgery Services,

Baptist Hospital, Nashville.
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Figure 1. Thoracomyelomeningocele at birth 10 x 6 cm
(case 1).

Figure 2. Appearance after closure of thoracomyelomen-

ingocele (case 1).

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



were resurfaced with a split thickness skin graft taken

from the gluteal areas (Fig. 2).

Healing of the midline closure and the skin graft

was complete by the 12th postoperative day, but follow-

ing repair of the myelomeningocele, the patient devel-

oped hydrocephalus, for which on her 20th hospital day
she underwent an uneventful ventriculoperitoneal shunt.

She was discharged on her 25th hospital day with all

areas healed.

Case 2. A male infant was transferred from another

hospital because a large thoracolumbar myelomeningo-
cele was noted at birth. Cerebrospinal fluid was freely

leaking from the defect. This infant was a product of

a normal pregnancy and was full term at birth. Physi-

cal examination was essentially normal except for the

12x8 cm thoracolumbar myelomeningocele.

The operative repair of the defect was performed
eight hours after birth, using essentially the same surgi-

cal technique as that used in case 1. A ventriculogram

done on his fourth hospital day showed hydrocephalus,

and subsequently a ventriculoperitoneal shunt was per-

formed. The child was discharged on his eighth hospital

day with all areas healed. His scar is shown at age

3V2 years (Fig. 3).

Figures. Appearance of scar after three years (case 2).

Summary
The risk of rupture of the myelomeningocele

with cerebrospinal fluid leak calls for early treat-

ment if one is to prevent the scourge of meningitis.

The use of bipedicle flaps from the lumbodorsal

area provides adequate and strong skin cover

following excision of myelomeningocele. Early

closure also helps to retain existing neurological

function. r
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PENINSULA PSYCHIATRIC
HOSPITAL
Jones Bend Road

Louisville, Tennessee Vim

Peninsula Hospital is a 60-bed private psychi-

atric hospital, providing treatment for acute

emotional disturbances, alcohol and drug abuse,

with separate programs for adults and adoles-

cents.

Peninsula is accredited by the Joint Commis-
sion on Accreditation of Hospitals and is a mem-
ber of the American Hospital Association, Ten-

nessee Hospital Association, and the National

Association of Private Psychiatric Hospitals.

Treatment of Patients

The age range of patients is from teens to

advanced age. Peninsula’s program applies to

all categories of nervous and mental disorders,

including alcohol and drug abuse.

The program includes individual psychother-

apy, large and small group therapy, as well as

special groups for couples, adolescents, parents,

families, alcoholics.

Activities

Recreational therapies include tennis courts,

gymnasium, swimming pool, handball, paddle-

ball, volleyball, softball, archery, jogging, fish-

ing, horseshoes, shuffleboard, weight lifting, and

mountain hiking.

Occupational therapies include crafts, music,

sewing, needle art, library, and table games.

A high school educational program is con-

ducted by an educational specialist and is co-

ordinated with public school programs.

Admission Procedures

Patients have access to the full range of ac-

tivities on the scenic 25 acre ground located

on Fort Loudon Lake.

Patients may be admitted by telephone ap-

pointment upon referral of their doctor or may
be self referred. It is desirable for the hospital

to receive information from physicians and

therapists who have previously treated the

patient.

Patient Inquiries Welcome

(615) 573-7913 Bruce Q. Green, M.D.

(615) 983-8216 Will Brownlow, Administrator
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ON-LINE MEDICAL
PROCESSING
Physicians - Clinics - Dentists

Batch Services On-Line Services

In-House Systems

DATASTATION PRINTER

Direct from your office to the computer via telephone lines and
available back to you at the push of a button

:

Patient’s Name and Address Charges & Payments for the past 1 5 months
Up-To-Date Aged Balance Itemized Statement of Current Month Charges
Delinquency Status Itemized Year-To-Date Statements

Family Members on Rle Standard AMA Insurance Forms

As data is entered it is visually verified on the datastation screen. The
entering of patient account numbers automatically generates the

patient’s name on the datastation screen to ensure that the correct

patient is being charged or credited.

By including a printer, an itemized statement of current month or

current year transactions can be printed in your office on any patient

desired. Also, standard AMA insurance forms can be printed on any

patient selected.

We are not “Johnny Come Latelies’’ in the medical field; we have

been processing medical billing and providing other batch services

for more than 1 2 years in the Mid-South Medical Community for

many of your colleagues.

Call today for a demonstration.

(901)452-9000
MEDICAL DATA SERVICES, INC.

3637 PARK AVENUE
MEMPHIS, TENNESSEE 381 1

1

Carroll L. Lewis, CDP Edward L. Kallaher
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Finolly ,o medicol office buldiny that

fits the shape ofa doctor 's doy.
We’re not saying you spend yourdaygoing in circles. We’re simply saying your office

space needs fo be as flexible, as responsive to varying situations every day, asyou are.

That’swhy Deltec Office Buildings have become such a popular alternative for prac-
ticing physicians. All walls are non-load-bearing. So you can design your
interior any way you want it; any way you need it.

And flexibility’s just part of the Deltec story. Add low cost, ease of con-
struction, and low maintenance (cedar, cypress, or redwood exteriors

take care of themselves!). Consider high energy-efficiency (ther-

mal windows, R30 roof insulation, R19 walls). And a choice of

models, one story or two, from 800 square feet to 2,400 square
feet or more.

JPPEH FLOOR PLAN

Weigh all the factors, and we think you’ll agree: Deltec is perfect

for your practice. Send for our free brochure.

DELTEC OFFICE BUILDINGS
R O. Box 6931
Asheville, NC 28806
[704) 253-0483

Please send me your free brochure giving full defails on Delfec

Medical Office Buildings.

DeltecwOffice Buildings
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Special Item

Soviet Psychiatry on Trial: A Report from Honolulu

WALTER REICH, M.D.

During the past decade, the most important—
and certainly the most prominent—ethical prob-

lem in medicine has been the alleged abuse of

psychiatry for political purposes in the USSR. In

August 1977 the World Psychiatric Association,

pressed by Western member societies, took up the

issue at its Sixth World Congress in Honolulu.

This is a report on that congress—on the issue

itself, on the Western psychiatrists urging con-

demnation, on the Soviet psychiatrists denying all

wrongdoing, on the public and private maneuver-
ings that characterized the proceedings, and on
the drama of the vote itself. Dr. Reich, who has

studied Soviet psychiatry and its relationship to

dissent for some years, then interviews the fore-

most Soviet psychiatrist, examines his ideas, pre-

sents the Soviet defense, and details the climax

of the vote itself.

The Norwegian psychiatrist said he was wor-

ried. He was sure that his Soviet colleagues were
abusing their profession in order to suppress dis-

sent. But he was afraid that if the World Psychi-

atric Association voted to condemn them, as the

British were proposing, then all contact might end,

and with it any chance for quiet moral suasion.

It was Monday, August 28, 1977, the first day

of the WPA’s Sixth World Congress of Psychiatry,

and the vote would be taken Wednesday. Six years

before, at the WPA’s Fifth World Congress in

Mexico City, attempts to condemn the Soviets had
been unsuccessful; the issue had never reached a

vote. Since then, reports of Soviet abuse had built

up. Appeals had been made that they end the

practice of diagnosing political dissidents as men-

Walter Reich, M.D., is a lecturer in Psychiatry, Yale
University School of Medicine.
Adapted with permission from Commentary (Vol. 65,

No. 1, January, 1978). Copyright 1978 by the American
Jewish Committee.

Reprinted, by permission, from Connecticut Medicine
(42:321-324, 381-386, 1978).

tally ill and of confining them in prison hospitals.

The number of known or suspected cases had

risen to several hundred. Formerly hospitalized

dissidents, such as Leonid Plyushch and Vladimir

Bukovsky, were extruded abroad and struck West-

ern psychiatrists who interviewed them as healthy.

Groups of psychiatrists around the world began to

pressure their national societies to condemn Soviet

practices.

After years of uncertainty, a few did. In May of

1977, Britain’s Royal College of Psychiatrists,

one of the WPA’s member societies, voted to ask

the world body to condemn “the systematic abuse

of psychiatry for political purposes in the USSR”
at its upcoming congress. Two weeks later, the

Royal Australian and New Zealand College of

Psychiatrists, hoping to make the British resolu-

tion more acceptable to other psychiatric societies,

proposed that it be amended to condemn political

abuses not only in the USSR but also “in all coun-

tries in which they occur.” Then in August, three

weeks before the Sixth World Congress was to

consider these proposals, the American Psychi-

atric Association, the WPA’s most powerful mem-
ber society, added one more. It asked the WPA
to set up monitoring machinery—a Committee to

Investigate Abuse of Psychiatry. The three pro-

posals became items on the congress agenda.

Many vowed that the shame of Mexico City

would be wiped away in Honolulu.

In fact, though, opinion at the congress was

fractured. Six of the world’s continents—more

than 60 countries—^were depleted of psychiatrists

for the occasion. Of the 4,000 who came, many
were passionate about the issue. Some, like the

Norwegian, felt that the resolutions should be de-

feated in order to maintain ties that could be used

to soften Soviet practices. Others doubted the

truth of the accusations, or argued that since psy-

chiatrists everywhere served as agents of social

control, it would be hypocritical to single out

Soviet abuses that were different only in degree.

Still others, primarily from the Eastern bloc.
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denied the accusations altogether, labeling them

the inventions of anti-Soviet slanderers. The re-

mainder, mainly from the United States and

Western Europe, felt that anything short of con-

demnation would represent a second betrayal of

psychiatry.

Throughout the congress, the Soviets com-

plained that a conspiracy was afoot. In a way,

they were right. Some weeks before, Sidney Bloch,

an Oxford psychiatrist who had co-authored a

book arguing that Soviet psychiatrists were sys-

tematically abusing their profession for political

ends (Bloch S, Reddaway P: Psychiatric Terror.

New York, Basic Books, 1977), wrote to col-

leagues in Europe and North America asking

them to work together in Honolulu in the interest

of passing the resolutions. About two dozen met

in his hotel room on the eve of the congress, and,

of these, a core group—about 15—continued to

meet through the rest of the week to exchange in-

formation and offer mutual support. As the vote

drew near, others joined, including the British and

Australian voting delegates. Most had never met

before. About half were from the United States;

a third from England, Canada, and Australia; and

a few from France and West Germany. Two were

Soviet psychiatrists who had emigrated to the

West. Izvestia would later refer to this loose cau-

cus as a Zionist clique. In fact, its members shared

no particular ideology or religion—not even a

unanimous view about the motivations behind the

Soviet misdiagnoses. What they did share, besides

their profession, was the conviction that the mis-

diagnoses had occurred and that they had to be

condemned.

The giant congress-eve welcome party on the

Royal Hawaiian’s vast lawn—torches, hulas, and

mahimahi—stood in bizarre contrast to the strug-

gle that would follow. It was Sunday evening, the

congress would begin the next day, but it was still

unclear how many votes there would be in all,

how many would be allotted to each psychiatric

society, and which delegate would be voting for

that society.

The WPA, the caucus eventually discovered,

was made up of 76 societies representing psychi-

atrists in almost as many countries. The exact

number varied from year to year. In some coun-

tries, the profession is so fragmented along the-

oretical or ideological lines that several societies

coexist. France, for example, has had, during the

past seven years, at least seven; three of them quit

the WPA between 1972 and 1976. Each society

names a delegate to the WPA’s General Assembly,

and it is that delegate who has the right to cast

his society’s votes on the items placed on the

congress agenda.

The number of votes each delegate may cast

depends, first of all, on the number of paid-up

members his or her society has. A society is

granted one vote for each 100 members, up to a

maximum of 30 votes. Most societies have fewer

than 200 members, and so are entitled to only one

or two votes. The large societies, with several

thousand members, have the potential right to cast

up to the maximum complement of 30. But if a

society fails to pay its full assessment of WPA
dues, its vote is cut proportionately. This makes

little difference to the majority of the societies

—

those from Asia, Africa, and Latin America

—

since, in the main, they have only one or two

votes to begin with; and, so long as they pay some-

thing, they keep at least one. The greatest effect

is on the large societies. The American Psychi-

atric Association, with 18,800 members, had paid

enough of a subsidy to the WPA to be accorded

the maximum of 30 votes. The USSR’s All-Union

Society of Psychiatrists had paid much less; and

so, although it also could have had 30 votes for

its 21,000 members, it had only 23. Britain’s

Royal College of Psychiatrists, in its years of eco-

nomic decline, could buy only five votes for its

4,450 members, despite its theoretical entitlement

to the maximum, while Canada’s smaller but

richer society had 13.

That first night at the welcome party, the num-
ber of votes and the identities of the voting dele-

gates were still not public. But some trends were

already evident. It was clear that the Scandinavian

delegates were planning to vote against the resolu-

tion condemning Soviet abuses. One of the caucus

members, who had been active in the British

campaign against Soviet psychiatry for half a

dozen years, confronted Clarence Blomquist, a

Swedish psychiatrist and professor of medical

ethics:

“We don’t like the Swedish position.”

“We don’t have a position.”

“Your position is to vote against the Royal

College resolution.”

“We’re concerned that the Soviets will with-

draw. We’re concerned about contacts in the long

run.”

“But they’ve pulled that on us for too long. By
now there’s just so much proof that they’re abus-

ing psychiatry.”

“I’m not sure it’s abuse. I think that those dissi-
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dents would have been declared ill in the West.”

“What? In the West?”

“Yes, in Sweden.”

“Well, not in the U.S.A., not in Great Britain,

and not in Canada. And I’d certainly be surprised

about Sweden.”

Soviet lobbying, possibly more subtle, also

made itself felt. The Israeli delegate, with one

vote, was a candidate for the WPA’s new execu-

tive committee, on the same slate with a Saudi

and a Pakistani. Marat Vartanyan, a Soviet psy-

chiatrist who held the post of associate secretary

of the WPA, embraced the Israeli. “I’ll vote for

you!” he assured him.

It was easy to spot the Soviets. They wore suits.

I wondered if it was true that all Soviet delega-

tions traveling abroad were watched by the KGB.
All I could see was that they always moved in

twos.

Ironically, the Sixth World Congress was de-

voted to the theme of psychiatric ethics. After a

formal opening ceremony—which featured local

politicians boosting island attractions, a Hebrew-

speaking Christian minister praying for sunshine,

and a highschool glee club offering a sacred

paean to the Royal Hawaiian Hotel—the congress

got down to business. A plenary session on the

“Ethical Aspects of Psychiatry” became the first

skirmish in the battle of Hawaii.

The centerpiece of the plenary session—in fact,

of the congress—was the Declaration of Hawaii

(Appendix A). That document, designed to set

out the guidelines for the ethical practice of psy-

ciatry, had been ushered through nine drafts by

Clarence Blomquist, the same Swedish psychiatrist

who had argued the night before that the Soviets

should not be condemned. Although some coun-

tries, particularly developing and socialist ones,

had reservations about it on the ground that it

emphasized individual rather than social needs, it

was, in the main, widely accepted. Its injunction

against the compulsory hospitalization of persons

without mental illness, and against the use of the

profession for maltreatment of individuals or

groups, should have been sufficient to eradicate

political abuses. But it was not enforceable: there

were no provisions for monitoring and investiga-

tion.

The audience seemed impatient with Blom-

quist’s disquisition on the philosophical origins of

his declaration. They seemed impatient with the

plenary session’s other speakers, too. Although

the session was not focused on the Soviet issue

—
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a special session would address that issue the fol-

lowing night—the absence of any discussion of it

in that environment of watching and waiting

seemed odd and annoying. In fact, the only state-

ments that received any applause were elliptical

references to the issue by the speakers represent-

ing West Germany and the United States.

And then came Eduard Babayan, the chief of

the Soviet delegation. He would pull out all the

stops at Wednesday’s debate, but he used the

Monday morning plenary session to map out his

delegation’s position. Soviet laws and procedures,

he insisted, offered the psychiatric patient the

greatest possible protection from diagnostic mis-

takes and arbitrary treatment. He insisted that

anti-social behavior could never serve as sufficient

grounds for hospitalization. He emphasized that

no group of forensic psychiatrists, not even the

staff at the Serbsky Institute of Forensic Psychia-

try, was more equal in the eyes of a Soviet court

than any other group. He denied that the theories

of any particular psychiatric school could possibly

have any bearing on the finding of legal respon-

sibility.

Each of these statements was an implicit refu-

tation of major Western accusations: that dissi-

dents were systematically misdiagnosed, that their

only symptoms were their politically unacceptable

views, that it was the Serbsky psychiatrists who
would render a diagnosis of illness despite a pre-

vious diagnosis of health rendered elsewhere by

more honest psychiatrists, and that the theories of

the Snezhnevsky school of psychiatry were being

used to justify political hospitalizations.

But Babayan did not step beyond implications.

He made no mention of the condemnatory resolu-

tions. He made no mention of the accusations

themselves. He was only setting up the structure

of the Soviet side’s position. Soviet psychiatry

functioned ethically, he said; reports to the con-

trary were only anti-Soviet agitation and slander.

Just as Babayan was speaking at Waikiki, his

adversaries were agitating across town. The eve-

ning before, at the first meeting of the pro-

condemnation caucus, Neil Abercrombie, a

Hawaii state senator, had offered the state capitol

for a press conference. The psychiatrists were

afraid that such an extravaganza would rub the

voting delegates the wrong way, but Abercrombie

was impatient with their timidity. “I’m a politi-

cian,” he admonished them. “You’re holding this

meeting to tell the world about the abuses. Who
cares about a hundred psychiatrists? Who cares

about the meeting if it’s not reported?”
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It was reported. At least, it got better coverage

than Babayan. Leonid Plyushch, one of the for-

merly hospitalized Soviet dissidents, was there,

together with two emigre Soviet psychiatrists and

several members of the caucus. Among the press

were two Soviet reporters.

Plyushch, a Ukrainian mathematician, had got-

ten into political trouble for the first time in 1968,

when he was 30, for a letter he wrote to a news-

paper complaining about a political trial. He lost

his job and eventually became a member of a dis-

sident group. He was arrested in 1972 and accused

of “especially dangerous crimes”—possessing

copies of the underground Chronicle of Cur-

rent Events; writing “anti-Soviet” literary criticism

and showing it to others; belonging to an illegal

organization; and signing open letters to the UN.
He was sent for psychiatric examinations. At one,

Georgi V. Morozov, the head of the Serbsky In-

stitute, diagnosed him as suffering from “sluggish”

schizophrenia. At a second, Andrei V. Snezhnev-

sky, the head of the Institute of Psychiatry of the

USSR Academy of Medical Sciences, also con-

sidered him schizophrenic. Plyushch’s trial was

held without him. The psychiatrists recommended

compulsory hospitalization in an ordinary psy-

chiatric hospital, but the court insisted on a “spe-

cial” prison hospital, one in which the lot of

patients is much harsher and in which security is

much greater. There he was given high doses of

medication and suffered severe side effects.

Plyushch was finally released and deported early

in 1976, primarily in response to protests by fel-

low mathematicians in the West. He was seen by

a number of French, British, and American psy-

chiatrists, including me; they could find no evi-

dence of schizophrenia. Plyushch told his story at

the Honolulu press conference and issued a plea

that the WPA condemn Morozov and Snezhnev-

sky—both of whom were there in Hawaii as mem-
bers of the Soviet delegation.

More accusations were made by the two emigre

Soviet psychiatrists. One, Marina Voikhanskaya,

told of her experiences with political “patients.”

Another, Boris Zoubok, described the mass hos-

pitalizations that would take place during public

events, such as Nixon’s visit. Western psychiatrists

used the occasion to warn that the American,

British, Canadian, Australian, and New Zealand

psychiatric societies, as well as others in Western

Europe, might quit the WPA if Soviet abuses were

not condemned.

By Monday night, the close of the congress’s

first day, it was clear that the demand for con-

demnation would not be deflected, as it had been

in Mexico City. It was also clear that the Soviets

would fight.

As it turned out, Tuesday belonged to the West.

Indeed, by default. The scheduling of a special

open session that night, in which statements could

be made from the floor, guaranteed that. Set up in

response to Western pressures, the session would

feature a talk by an American psychiatrist who
would air the accusations for the first time in an

official meeting. The Soviets knew that and

avoided it.

In fact, they seemed to avoid contact all day.

The important ones, at least, were apparently

planning strategy. Some voting delegates were

afraid that Babayan was gearing up for a filibuster

that would prevent them from voting on Item

11—the condemnatory resolution—at the second

session on Wednesday. By evening, none of the

Soviets could be seen. The special session was

packed; except for the Soviets, almost all of the

congress participants gave up the delights of

Honolulu night life to attend it.

The main speaker was Paul Chodoff, a Wash-

ington psychiatrist. He presented the case for con-

demnation. Retaliation against dissidents, he

insisted, should not be concealed behind a psychi-

atric fig leaf. “It is abhorrent,” he said, “that

people should be labeled insane solely because it

suits the state for various reasons to handle them

in this fashion, or because psychiatrists can be

found to collaborate in this masquerade.” He
argued that the documentation of systematic,

widespread abuse of Soviet psychiatry for political

ends was convincing. If the WPA were to sidestep

the issue by not voting condemnation Wednesday
night, Chodoff warned, “it may survive, but it will

have forfeited its moral vigor.”

Following Chodoff, 30 psychiatrists lined up at

microphones to add their voices. They over-

whelmingly supported the resolution to condemn

the Soviets.

Marina Voikhanskaya again told about the four

cases of healthy dissidents she had seen in her

own hospital in Leningrad. She also described the

way colleagues she had known for years began to

turn against her as soon as she started to question

the diagnoses of hospitalized dissidents. Some of

them even suspected her of mental illness. She

singled out Snezhnevsky, Vartanyan, Morozov,

and Nadzharov—all then in Honolulu—as having

“blurred the borderline between police functions

and medicine.”
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She told of an underground book by a Soviet

dissident that had just reached the West. It con-

tained a “white list” of some 200 cases of dissi-

dents in mental hospitals. It also contained a

“black list” of the psychiatrists who put them

there. “Who knows?” Voikhanskaya asked eerily.

“You may well be sitting next to one of them at

this moment.”

Of course, she was wrong. They were not there.

But the psychiatrists who were stood up in tribute

as she returned to her seat. If that audience could

have voted, it would have condemned the Soviets

on the spot. But only the voting delegates could

do that, and they would not cast their ballots until

the General Assembly session the next night.

The congress participants were mainly from the

United States and Western Europe, where feeling

against the Soviets ran high. The voting delegates,

on the other hand, represented societies around

the world, and were sensitive to the political mean-

ings of their votes. Many had come to Honolulu

with instructions on how to cast them. Those who
had not were not about to be overwhelmed by the

passions of the Western majority that happened

to be there. If on Tuesday they were exposed to

the Western prosecution, on Wednesday they were

offered the Soviet defense.

It was a defense built on denials, expressions

of outrage, and intimations that the push for con-

demnation was nothing but a political hatchet job.

The same strategy had been evident six years be-

fore in Mexico City. At the Fifth World Congress

in 1971, Andrei Snezhnevsky, the foremost Soviet

psychiatrist, had told Mexico City’s Excelsior that

the charges were “a maneuver of the cold war,

carried out at the hands of experts.” His message

in Hawaii was much the same. Those charges, he

told the Honolulu Advertiser, were just “a psy-

chiatric variant of anti-Soviet propaganda.” He
again denied that abuses were occurring: “In men-

tal hospitals, nobody is being detained for politi-

cal or religious reasons.” He also said that no

more than about ten dissidents had ever been

psychiatrically hospitalized, and insisted that all

of them were ill. Some, he charged, had been

rehospitalized after emigrating to the West. And,

in any case, it was better for a dissident to be

hospitalized than jailed, since the period of con-

finement is almost always shorter.

Snezhnevsky is a remarkable figure, a real

Soviet man. He is a survivor. Bom in 1904, he

persevered through every stage of Soviet psychi-

atry. When it was ideologically necessary to reject

genetics, he rejected genetics. When it became

possible to resurrect it, he resurrected it. When
Stalin demanded an attack on “anti-Pavlovians”

in psychiatry, Snezhnevsky attacked them. When,
after Stalin’s death, Pavlovianism was forgotten,

he forgot it. Through all that time, he methodi-

cally accumulated professional power. In 1932, at

the age of 28, he became head of a psychiatric

hospital near Moscow. In 1938, he was appointed

deputy director of the important Gannushkin

Institute. During the war, he ran a military hos-

pital. In 1950, he was named chief of the Serbsky

Institute for Forensic Psychiatry. In 1951, possi-

bly because of his participation in the official

campaign against the “anti-Pavlovians”—many of

whom also happened to be “cosmopolitans,”

which is to say, Jews—he was appointed to the

chair in psychiatry at the prestigious Central Post-

graduate Medical Institute. Finally, in 1962, he

became a full member of the USSR Academy of

Medical Sciences—still the only psychiatrist to be

so honored—and the head of the Academy’s

Institute of Psychiatry. On the way he gained some

of his country’s highest honors, including the

Order of the Red Banner of Labor and the Order

of Lenin. And, too, he gained control of Soviet

psychiatry—its theory, its teaching, its research,

its publication, and its professional activities.

Snezhnevsky’s system of diagnosing schizo-

phrenia has become the dominant one in the

Soviet Union. And it is precisely that system which

has been used to hospitalize dissidents, both by

Snezhnevsky and by his colleagues. As it happens,

I had studied that system for some years. In fact,

by the time I arrived in Honolulu, I knew Snezh-

nevsky well, having spent days learning about him

from former colleagues and students who had

found their way to the West.

Snezhnevsky had always insisted that only psy-

chiatrists could understand the complex nature of

clinical diagnosis. Well, I was a psychiatrist, and

one of the few in the West acquainted with his

approach to diagnosis. Since the vote would be

taken that night, and the opportunity would never

come again, I called his room at the Holiday Inn.

Yes, he would see me.

The translator, a serious young Russian on his

first assignment abroad, apologized for not being

acquainted with psychiatric terms. Snezhnevsky,

still in his pajamas, cheerfully agreed to my use

of a tape recorder. I set it down in the middle of

the table, next to his Gideon Bible. He would be

happy, he said, to talk about anything, but would

have to stop in an hour; his delegation had called
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a press conference that he was obliged to attend.

I wanted to get away from the realm of simple

accusations and simple denials. After a long im-

mersion in Snezhnevsky’s system, I had questions

I wanted to ask.

Snezhnevsky sees schizophrenia as a hfelong

condition. He defines three forms. The first, “con-

tinuous,” is said to be characterized by a pro-

gressive, usually steady development, without any

significant remissions. The second, “periodic,”

can be recognized by its attacks; but each attack

is followed by a remission, during which the pa-

tient returns to mental health. The third form,

“shift-like” or “schub” schizophrenia, is described

as a cross between the other two. The shift-like

schizophrenic has attacks followed by remissions,

but in the remission after each attack, or shift,

the patient is not quite as well as he had been

before the shift. This third form, then, is charac-

terized by attacks, like periodic schizophrenia;

but its course, like that of continuous schizo-

phrenia, leaves the patient progressively worse,

even in between the attacks.

Over the years, Snezhnevsky and his students

have elaborated on these three themes, describing

several subtypes within each form and many syn-

dromes within each subtype. Most important for

the problem of dissident diagnoses is the fact that

each of the three forms, particularly the contin-

uous and the shift-like, is seen as representing a

spectrum of clinical states, ranging from very mild

to very severe. The mildest are typified by “symp-

toms” that merge into normality: social with-

drawal, confrontation with parental and other

authorities, philosophical concerns, and “reform-

ism,” which is to say, the wish to change society.

These mild states would almost never be con-

sidered schizophrenic in the West; they would be

called normal, or neurotic, or, if persistent, signs

of a character disorder. Western forensic psychi-

atrists—those psychiatrists called by courts or

lawyers to examine individuals accused of crimes

in order to determine whether they should be con-

sidered responsible for their actions or not re-

sponsible on account of mental illness—would

rarely declare such persons not responsible.

What the Snezhnevsky system has done has

been to corral these mild states into the realm of

schizophrenia. The mild states are simply the mild

ends of one of the three schizophrenic spectra,

with each spectrum, or form, considered a sep-

arate genetic illness, with variable degrees of

clinical expression. So a person with a mild form

of continuous schizophrenia—known as “slug-

gish” schizophrenia—is, according to the canons

of the Snezhnevsky system, just as schizophrenic

in the biological sense as is a person at the clin-

ically more severe end of the same form, and is

considered to have the illness, in active or inactive

form, for the rest of his life. The same holds for

persons at the mild end of the shift-like form. And
so when Soviet forensic psychiatrists evaluate

dissidents without classical schizophrenic symp-

toms (such as hallucinations and delusions) but

with reformist tendencies and other characteristics

that are sometimes seen in genuine schizophrenics,

they can render a diagnosis of schizophrenia;

and, on the theory that schizophrenics should not

be held accountable for their actions, they can

pronounce them legally nonresponsible.

What happens when they do this is that the

diagnosed dissident is put on trial, a trial that may
be held without him because he is considered too

sick to attend; the judges almost always accept

the psychiatrists’ diagnosis and finding of non-

responsibility; and the dissident is sent not to a

prison or labor camp but to a psychiatric hospital,

usually of a “special,” high-security type, one

designed to hold the criminally insane.

According to Western critics, what is accom-

plished by all this is that dissenting views are pro-

nounced the sick products of sick minds; dissidents

are deprived of the opportunity to defend them-

selves at open trials; and, without being given

definite sentences that end after, say, three to

seven years, they are sent to hospitals until they

are pronounced well, a judgment that may not be

made until the KGB decides they are well. Finally,

should they ever dissent again, that dissent may
be considered a sign of the recurrence of their

lifelong disease.

Snezhnevsky’s system was not designed for dis-

sidents alone. It has been used in hundreds of

psychiatric hospitals and clinics on thousands of

ordinary patients. It is just that its qualities make
it possible for a dissident with mild personality

quirks and with an insistent wish to reform so-

ciety to be diagnosed as belonging within the

schizophrenic fold, with all the legal and social

liabilities that flow from that diagnosis.

Given the Snezhnevsky system’s variations and

permutations, it is nearly impossible to question a

diagnosis. But I decided to try. I asked Snezhnev-

sky about Plyushch. I reminded him that, accord-

ing to his own writings, Plyushch should have

residual signs of the illness, even in remission. But

neither I nor several other Western psychiatrists,

I said, had found any. Snezhnevsky generously
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forgave my simplicity. He pointed out that while

it was usually time that residual signs of illness

could be found, Plyushch had a variant of shift-

like schizophrenia, in which the first few remis-

sions are characterized by normal functioning.

Soviet treatment had been successful; ultimately,

however, Plyushch would become ill, and progres-

sively deteriorate. “Being a psychiatrist,” he told

me, “you must know that there are long remis-

sions and short ones. I don’t exclude the possi-

bility that Plyushch will have a very long remis-

sion. And then an attack and another attack. Nor

do I know when they will come. They might

come at any time.”

I asked Snezhnevsky to describe Plyushch’s

symptoms, the ones that had made him render a

diagnosis of schizophrenia.

Earlier, Snezhnevsky explained, Plyushch had

had an attack, a shift, during which he had given

up mathematics and had begun studying psy-

chology and entertaining the idea that he had a

mission. His second attack was characterized by

ideas of abstract political philosophy which were

anti-Soviet in nature and which led to his arrest

when he tried to distribute them in written form

to others in violation of the criminal code.

I asked if Plyushch had any symptoms that

Western psychiatrists would have required for a

diagnosis of schizophrenia, such as hearing voices

or believing in plots that did not exist.

Snezhnevsky laughed. “Yes, those are the clas-

sical teaching cases,” he said, “the ones in text-

books.” Plyushch and other mentally ill dissidents

did not have that kind of schizophrenia. Their

symptoms were more subtle.

I told Snezhnevsky about Plyushch’s own ver-

sion of his history. He had explained his interest

in psychology by saying that he had just been

dismissed from his job as a result of his dissenting

activities, and, out of work, spent his time trying

to help his wife in research on the psychology of

children’s games. Both he and his wife felt that

games could be devised that would help pre-

school children mature in specific directions.

Snezhnevsky remembered the explanation and

smiled in a way that suggested that I, too, could

see that the notion was not a scientific theory but

the preposterous obsession of a sick mind. I con-

tinued with Plyushch’s explanation. Plyushch had

pointed out that the idea was not his alone—that

a famous Soviet psychologist by the name of

Elkonin had similar notions. “And if I’m crazy,”

I quoted Plyushch as saying, “then so is Elkonin.”

“Well, then, probably Elkonin is crazy!” Snezh-

nevsky burst into laughter.

I tried to generalize from the Plyushch case.

Even if the dissidents were ill, they were obviously

only mildly ill. Why were they pronounced in need

of hospitalization? Why were they treated with

drugs?

Snezhnevsky dismissed the questions. He coun-

tered that, really, we were dealing with the same

tired list of ten or so cases; and that even those

ten fared much better in hospitals than they would

have fared in prisons or in labor camps. In the

end, he said, despite a theoretical possibility of

indefinite hospitalization, in practice their hospital

stays were almost always shorter than their sen-

tences would have been had they not been de-

clared legally nonresponsible. To my question

about the use of special hospitals rather than

ordinary ones—special hospitals being much more
restrictive and harsh—he answered that under

Soviet law, dissent was a serious, dangerous crime

and that those who dissented were considered

dangerous criminals. A sick murderer had to be

kept in strict confinement, since escape would en-

danger society; the same obtained in the cases of

sick political dissidents.

Much of the interview was spent jockeying

around subtle psychiatric distinctions. Whenever

I thought I had laid out reasonable grounds within

his own system for a precise question, Snezhnev-

sky cited an exception or a complication. When I

was able to point to a clear conflict between his

assumptions about the validity of his theories and

the results of more objective measures and studies,

he did not acknowledge that a conflict existed.

Snezhnevsky looked at his watch. The press

conference would start in half an hour. He had

to get dressed. He seemed sorry that we could not

go on. All my thrusts, however pointed and

learned, had been parried.

Snezhnevsky has developed his diagnostic sys-

tem over a period of many years. He has, in

addition, taught it to generations of psychiatric

students, several of whom have told me that he

believes in its validity. He really believes that

there are persons with mild symptoms and per-

sonality eccentricities who can—and should—be

considered schizophrenic. He has fought for that

concept, his students have accepted it, and in-

telligent Soviet psychiatrists accept it too. One,

who emigrated from Leningrad after working

there as a forensic specialist, told me that, despite

his rejection of things Soviet, he thinks the Snezh-

nevsky approach, at least in nondissident cases,

makes sense—that it is better than the approach
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that prevailed in Leningrad before Snezhnevsky’s

supplanted it in the mid-60s, and that it is even

better than approaches used in the West. The
World Health Organization has given enough cre-

dence to the system to allow its use in the recent

International Pilot Study of Schizophrenia,

After talking with Snezhnevsky, and after con-

sidering what I know about him, I too tend to

think that he does indeed believe in the scientific

validity of his basic approach to psychiatric diag-

nosis. While he must have knowingly misdiag-

nosed some of the dissident cases he has seen—he

is just too adept politically not to know what to

do when asked by the KGB to examine a promi-

nent case—he may also believe that others have

actually met his criteria for schizophrenia and

have required that diagnosis. And even if that is

not the case with Snezhnevsky himself, it may
well be the case in diagnoses of dissidents done

by his students or by those influenced by his

teachings.

If the Soviet private defense was played out in

Snezhnevsky’s hotel room, the public one was
presented at the well-prepared press conference a

short time later. The tone was very different. The
big guns were all there. No subtleties were dis-

cussed. Dmitri Venediktov, the Deputy Minister

of Health, ran it. He introduced Babayan, Snezh-

nevsky, and the rest of the Soviet psychiatrists,

including Nadzharov and Morozov, the two who
were, together with Snezhnevsky, most closely

associated with the diagnosis of dissidents. Vene-

diktov also introduced a Soviet priest, who hap-

pened to be touring Honolulu. (In 1975, during

a similar press conference in Copenhagen, the

Soviets had introduced not only a Soviet priest

who “happened to be touring” Copenhagen, but

also a touring Soviet rabbi equipped with a large

yarmulka. Dissident sources later identified the

“rabbi” as a Moscow engineer.)

Much of the press conference was devoted to

an attack on Psychiatric Terror, the book by Sid-

ney Bloch and Peter Reddaway, which contains a

list of some 210 dissidents said to have been
wrongly diagnosed. Babayan cited the case of

someone he said was on the list who was obviously

ill. Grigorenko, one of the famous cases, was, he

said, also ill. So were all the others. Bloch, Vene-
diktov added, was a “doubtful” psychiatrist.

Reddaway, Snezhnevsky suggested, was just some-
one who was bitter about having been expelled

from Moscow ten years before.

The conference was boring. As with all press

conferences, the fact that questions could not be

followed up in a substantive way made it a forum

for the organizers. Besides, the press had no idea

what to ask. The only significant question was a

plant. The Izvestia correspondent stood up.

Wasn’t it curious, he asked, that the voting power

of the various delegations was based on the pay-

ment of dues? He implied that the West, which

had most of the votes, had in that way fixed the

decision on the condemnatory resolution. That

gave Venediktov the opportunity to agree and to

criticize the organization of the congress and its

rules on voting. The issue would become a lively

one that night.

The hours between the press conference and

the vote were dotted with meetings and counter-

meetings. A medical student of Ukrainian descent,

an active pro-condemnation lobbyist, introduced

me to someone he thought would be able to get

through to the Brazilian delegate. At a cocktail

party, I watched as two Soviet psychiatrists,

Nadzharov and Zharikov, weaving through the

throng, found themselves face to face with a for-

mer colleague, one who had been fired from their

institute after applying to emigrate. Wordlessly,

they executed a military right turn. In the Shera-

ton’s lobby, Venediktov, who had just told the

world that Sidney Bloch was a “doubtful” psychia-

trist, brushed by him; neither knew who the other

was.

The General Assembly debate began with an

objection from Babayan. The official Soviet dele-

gate was bitter. The West had had six years to

heap calumnies on Soviet psychiatry. Scurrilous

literature had been stacked in the lobby for days.

How could the WPA impose a half-hour time

limit on the debate? How could the delegates vote

without a sufficient chance to hear the Soviet side?

The American delegate argued against Baba-

yan’s motion for unlimited debate. So did the

WPA’s parliamentarian. And so did the WPA’s
own executive committee. The General Assembly

voted 23-21 to limit debate.

Then, Item 10, the Declaration of Hawaii,

came up. Babayan, anticipating Item 11, the one

calling for condemnation of his society, was testy.

He complained that the declaration assumed a

confrontation between the doctor and the patient,

with society on the side of the doctor. Doctor and

patient were, he insisted, in league with each

other. There was no need for patient advocacy.

There was no need to question the allegiance of

the doctor. For years the Soviets had been insist-

ing that their laws did not call for judicial review
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of psychiatric commitments because the Soviet

psychiatrist could not possibly have any reason to

misdiagnose or mistreat a patient. But Babayan

did not press his complaint. He would save his

words for the next two agenda items. He agreed

to the declaration, and it was passed unanimously.

The Australian-New Zealand delegate, John

Grigor, explained his society’s amendment to the

British resolution, which, because it added to that

resolution, took its place on the agenda. It called

for condemnation of psychiatric abuse “in all

countries in which they occur” and asked psy-

chiatrists in those countries to “renounce and ex-

punge those practices.” It further asked “that the

WPA implement this resolution in the first in-

stance in reference to the extensive evidence of

the systematic abuse of psychiatry for political

purposes in the USSR.”

Grigor had begun attending the regular meeting

of the pro-condemnation caucus the day before,

together with Peter Sainsbury, the British dele-

gate. He was now sitting next to Babayan, who
had scrawled JABBERWOCKY across his copy

of the Declaration of Hawaii. Grigor told the

General Assembly that psychiatrists had to look

at themselves without fear. If they don’t police

themselves, he warned, others will. He urged that

they vote for his society’s resolution. It was strong

and it had to be.

Babayan was sarcastic. “You speak about sys-

tematic abuse. I’d like you to present official ma-

terials ... do you have any official data in

addition to the materials presented in the lobby?”

Grigor explained that it had been difficult to

visit the Soviet Union. Documentation of abuse

had been collecting for years. Jack Weinberg, the

American delegate, backed up Grigor. The docu-

mentation had come from Amnesty International

and from psychiatrists who had left the Soviet

Union.

Babayan was not satisfied. He referred to the

documentation as “allegations.” “It’s not enough

to say, ‘we have voluminous materials.’ ” He
wanted to see certificates by Western psychiatrists

who had examined formerly hospitalized dissi-

dents. In fact, the Western societies had not pre-

pared well enough. Such signed certificates could

have been assembled; several Western psychia-

trists had examined dissidents who had been hos-

pitalized and found them to be well. But no formal

certificates had been prepared, and Babayan

knew it. He continued to press the point. How
could the General Assembly approve false and

unsupported allegations? Did it know that several

of the so-called dissidents had been hospitalized

once they reached the West? That at least one

had committed suicide? (He was right, in a few

cases. Others he cited were not dissidents. The
famous ones who had reached the West, however,

had remained out of hospitals.)

Babayan pressed on. The charges against Soviet

psychiatrists were slanderous. They do not, he

insisted, use drugs as punishments. They use the

same drugs used in the West. In fact, unlike the

West—this, in an apparent allusion to emerging

revelations about the CIA—the USSR had out-

lawed the use of LSD. Read our case histories, he

urged. Your information is based on the testimony

of sick patients and ignorant people.

Grigor bounced back with equal sarcasm. “If

Dr. Babayan had been born in the West, he would

have made an excellent Jesuit.” He accused Baba-

yan of shifting the issue by introducing the as-

sumption that the dissidents were ill and concen-

trating on the irrelevant question of drug dosages.

Babayan seemed hurt; he was, he complained,

“insulted by being called a Jesuit.”

The East German delegate warned that “serious

consequences” would ensue if the resolution were

carried. The Cuban delegate jumped up in a white

heat. The accusations, he said, were monstrous,

cowardly, and disgusting. Years before, he too

had been accused of similar abuses. Now the

Soviets were getting the same treatment. The Bul-

garian delegate added his voice: “We consider

these allegations as totally unfounded, tenden-

tious, and malicious.” The Swedish delegate sug-

gested that the WPA was not the right place to air

the issue.

The momentum began to turn against the reso-

lution, but time was on its side. The president of

the WPA called for a vote. Babayan protested

but the president refused to recognize him. The
Soviet psychiatrist Vartanyan, present at the meet-

ing in his capacity as associate secretary of the

WPA, called for “justice.” The president insisted

on a vote. The Japanese delegate asked if he

could abstain. The secretary-general said he could.

One light-yellow ballot was passed to each dele-

gate marked with the number of votes his society

was empowered to cast. The ballots were filled in

secretly and returned to the tellers. The secretary-

general announced the results: total votes cast,

186; invalid (abstaining), 8; yes, 90; no, 88. The

resolution was passed by two votes.

The narrowness of the victory was startling.

Had the Poles shown up in Honolulu with their

three votes, the decision would have gone the
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other way. Had the Soviet Union been prescient

enough to pay its dues—actually, only $280 more
—it would have had three more votes to cast.

In fact, the delegates were overwhelmingly

against the resolution. Of the 55 casting ballots,

33 had said “no” and only 19 “yes,” with three

abstaining. Most of the delegates voting against,

however, had only one or two votes. Since the

balloting was secret, it would never be possible to

be sure which countries had gone which way. The
United States, Canada, Britain, Australia, and

New Zealand had certainly supported the resolu-

tion. They accounted for 57 votes. Two of

France’s nine votes were also affirmative. That

made 59. Others in the yes column probably in-

cluded West Germany (9), Israel (1) and, possi-

bly, the Netherlands (8), Belgium (2), and Italy

(6). On the negative side were the Eastern-bloc

societies, almost surely the Scandinavians, and

the vast bulk of Asians and Africans, most of

whom had only one vote. Japan presumably ab-

stained.

The next agenda item was the American reso-

lution calling on the WPA to set up a committee

to perform on-site investigations in cases of

alleged abuse on the part of any WPA member
society. Babayan fought on. Such a committee

would be too expensive. It would be an illegal

infringement on national sovereignty. It was ob-

viously aimed at the Soviet Union. He again pro-

tested the use of weighted ballots. He turned to

Grigor and complained, “This is all political.”

Grigor responded: “No, it’s an issue of human
rights.” Apparently, the delegates agreed with

Grigor. This time, given the chance to vote for

future purity rather than present blame, they

passed the American resolution by a greater mar-

gin, 121-66.

Babayan left the room, the press after him. He
would not say whether or not his society would

quit the WPA.
The midnight victory party overflowed into the

hall. Thirteen caucus members were there, three

delegates, and, passing through, a half-dozen well-

wishers.

Predictions abounded. Snezhnevsky, Nadzha-

rov, and Morozov would be removed, or their fu-

ture activities curtailed. Those Soviet psychiatrists

who had maintained a low profile until then would

rise: Kabanov, for example, a party man who had

never diagnosed a single dissident. A shift away

from Snezhnevsky’s theories would take place.

The Soviets would have to stop diagnosing dissi-

dents. They would be unable to come to the

follow-up conference on the Helsinki agreements

in Belgrade claiming, as they had before, that

everyone approves of their behavior. The WPA,
through its actions in Hawaii, would regain the

respect it lost in Mexico City.

A Ukrainian present announced that inmates of

Soviet labor camps had been prepared to stage

mass hunger strikes if the resolutions had not

been passed. He circulated postcards addressed to

one of those inmates, Semyon Gluzman, a young

Kiev psychiatrist who had been arrested for

writing an underground critique of a dissident’s

misdiagnosis. The celebrants stopped for a mo-

ment to pen him the news.

APPENDIX A

World Psychiatric Association’s Declaration of Hawaii

The General Assembly of the World Psychiatric Association has laid down the following ethical guidelines for

psychiatrists all over the world.

1. The aim of psychiatry is to promote health and personal autonomy and growth. To the best of his or her ability,

consistent with accepted scientific and ethical principles, the psychiatrist shall serve the best interests of the patient

and be also concerned for the common good and a just allocation of health resources.

To fulfill these aims requires continuous research and continual education of health care personnel, patients and the

public.

2. Every patient must be offered the best therapy available and be treated with the solicitude and respect due to the
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dignity of all human beings and to their autonomy over their own lives and health.

The psychiatrist is responsible for treatment given by the staff members and owes them qualified supervision and edu-

cation. Whenever there is a need, or whenever a reasonable request is forthcoming from the patient, the psychiatrist

should seek the help or the opinion of a more experienced colleague.

3. A therapeutic relationship between patient and psychiatrist is founded on mutual agreement. It requires trust, con-

fidentiality, openness, cooperation and mutual responsibility. Such a relationship may not be possible to establish with

some severely ill patients. In that case, as in the treatment of children, contact should be established with a person

close to the patient and acceptable for him or her.

If and when a relationship is established for purposes other than therapeutic, such as in forensic psychiatry, its nature

must be thoroughly explained to the person concerned.

4. The psychiatrist should inform the patient of the nature of the condition, of the proposed diagnostic and thera-

peutic procedures, including possible alternatives, and of the prognosis. This information must be offered in a con-

siderate way and the patient be given the opportunity to choose between appropriate and available methods.

5. No procedure must be performed or treatment given against or independent of a patient’s own will, unless the pa-

tient lacks capacity to express his or her own wishes or, owing to psychiatric illness, cannot see what is in his or her

best interest or, for the same reason, is a severe threat to others.

In these cases compulsory treatment may or should be given, provided that it is done in the patient’s best interests and

over a reasonable period of time, a retroactive informed consent can be presumed and, whenever possible, consent has

been obtained from someone close to the patient.

6. As soon as the above conditions for compulsory treatment no longer apply the patient must be released, unless

he or she voluntarily consents to further treatment.

Whenever there is compulsory treatment or detention there must be an independent and neutral body of appeal for

regular inquiry into these cases. Every patient must be informed of its existence and be permitted to appeal to it, per-

sonally or through a representative, without interference by the hospital staff or by anyone else.

7. The psychiatrist must never use the possibilities of the profession for maltreatment of individuals or groups, and

should be concerned never to let inappropriate personal desires, feelings or prejudices interfere with the treatment.

The psychiatrist must not participate in compulsory psychiatric treatment in the absence of psychiatric illness. If the

patient or some third party demands actions contrary to scientific or ethical principles the psychiatrist must refuse to

cooperate. When, for any reason, either the wishes or the best interests of the patient cannot be promoted he or she

must be so informed.

8. Whatever the psychiatrist has been told by the patient, or has noted during examination or treatment, must be

kept confidential unless the patient releases the psychiatrist from professional secrecy, or else vital common values

or the patient’s best interest makes disclosure imperative. In these cases, however, the patient must be immediately in-

formed of the breach of secrecy.

9. To increase and propagate psychiatric knowledge and skill requires participation of the patients. Informed consent

must, however, be obtained before presenting a patient to a class and, if possible, also when a case history is pub-

lished, and all reasonable measures be taken to preserve the anonymity and to safeguard the personal reputation of the

subject.

In clinical research, as in therapy, every subject must be offered the best available treatment. His or her participation

must be voluntary, after full information has been given of the aims, procedures, risks and inconveniences of the

project, and there must always be a reasonable relationship between calculated risks or inconveniences and the bene-

fit of the study.

For children and other patients who cannot themselves give informed consent this should be obtained from someone

close to them.

10. Every patient or research subject is free to withdraw for any reason at any time from any voluntary treatment

and from any teaching or research programme in which he or she participates. This withdrawal, as well as any re-

fusal to enter a programme, must never influence the psychiatrist’s efforts to help the patient or subject.

The psychiatrist should stop all therapeutic, teaching or research programmes that may evolve contrary to the prin-

ciples of this Declaration. ^
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Special Communication

How to Ruin a Speech Without Even Trying

HENRY B. GOTTEN, M.D.

By the nature of the profession, doctors are

exposed to a great deal of oratory. Some of it is

good, but much of it is poor, and making a poor

speech has been likened to bad breath—even

your best friend won’t tell you.

To ruin a speech which otherwise might have

some merit, begin by mounting the rostrum with

some unarranged notes or pieces of paper, and

begin a pitch without properly addressing the

chair or the audience. If the speaker then apolo-

gizes for some delinquency such as tardiness of

notice or personal problems, he is telling the

audience that he is not properly prepared. He
need not have troubled himself, for if the speech

is poor, the audience will soon find out, and it

was unnecessary to condition their minds to ex-

pect it.

Having thus “fumbled the ball” the speaker

need only cough nervously a few times, and fol-

low it with a corny or irrelevant joke, the idea of

which is to put the audience at ease, or to gain

their attention. He had their attention when he

was presented to them, but if the joke puts the

speaker at ease, and it is a good one, it is per-

missible. It would be better for him to tell an

appropriate joke during the course of the talk and

break the monotony. Having thus depreciated

himself sufficiently before the audience, the poor

speaker will then, with frequent “errs,” stumble

with his address, fumble with his notes or manu-

script, and lose most of his audience by showing

slides that are improperly arranged or upside

down.

Two types of speakers quickly lose their audi-

ence. First is the speaker who has gained consid-

erable prominence in his business or profession,

or who has gained some recognition as a speaker.

Having thus become assured of his superiority

over his audience, he comes unprepared and gives

a warmed-over speech. He may have forgotten

what he wanted to say and soon becomes en-

tangled in his own rhetoric. He may be so im-

pressed with his reputation that he talks over the

heads of his audience, giving scientific data or

technical information, or using terms which his

less informed audience cannot absorb quickly. If

he wishes to further confound his audience, he

will show slides with numerous statistics, percent-

age figures or details which the audience attempts

to interpret while he drones on before they can

catch up. Finally, when most of his listeners are

lost and fatigued, he thanks them for the oppor-

tunity of boring them, and sits down.

The other type is the speaker who didn’t have

anything worthwhile to say before he successfully

convinced his audience of it. He is unprepared, or

his subject matter may be “old hat” or elementary.

The audience may have been aware that his speech

was on a well-known subject, but they had hoped

to leave with some nugget of information which

would make attendance worthwhile. Alas, they

were again disappointed to know that they came
just to help make up a crowd.

Then there are the after speech speakers who
are asked to comment on the address. They arise

to state “they haven’t much to add to what has

been said,” but take 5 to 15 minutes to emphasize

it. Finally, to ruin a good speech, let the speaker

take one hour to say what could be said in 30

minutes, or 30 minutes to say what should have

been said in 15. Just remember the old proverb

that more souls are lost in the last 30 minutes of

a sermon than are saved in the first 30 minutes.

One of my fellow practitioners listened to a

lengthy speech from his friend and observed,

“The speaker would have been less painful on his

seat than on his feet.” / ^
1412 Madison Ave.
Memphis, TN 38104
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Oncology Grand Rounds

Bone Marrow Transplantation—1979

PATRICK G. BEATTY, M.D., PH.D.; ROBERT K. OLDHAM, M.D.; and
F. ANTHONY GRECO, M.D., Editor

Bone marrow transplantation (BMT) has been

used extensively only recently, although the tech-

nique was reported in 1939.^ A 19-year-old

woman with gold-induced aplasia was given ABO
matched marrow intravenously from her brother,

but she died five days later, before engraftment

could be evaluated.

Interest was renewed after World War II in

attempts to deal with the myelosuppressive effect

of radiation. In 1950, Jacobson^ and Lorenz^

showed that lethally irradiated mice could be

rescued by BMT. The first series of human
transplants was reported by Thomas ^ in 1957,

and although all seven patients died without clear

evidence of engraftment, it was clearly shown

that BMT was technically feasible.

Further progress awaited a better understand-

ing of histocompatibility and the development of

intensive hematologic support. Since 1970, sev-

eral centers have been active in BMT,®*^ the focus

of which has been on treating aplastic anemia,

leukemia, and congenital immunodeficiency. The
rationale in aplastic anemia and immunodeficiency

has been to restore normal marrow function. In

leukemics, BMT provides a “rescue” after the

patient has been given massive doses of radiation

and/or chemotherapy in hopes of eradicating the

leukemic cells.

Technically, the procedure is simple. Multiple

aspirates of bone marrow are obtained, usually in

the operating room, under spinal or general anes-

thesia. The marrow is either given fresh, or frozen

then thawed when needed, and given through fil-

ters into a peripheral vein.

The donor may be another individual (allo-

geneic), a monozygotic twin (syngeneic) or the

patient himself (autologous).

Allogeneic Grafts

Allogeneic grafts, which have been the most

common to date, are associated with two major

From the Division of Oncology, Vanderbilt University

Hospital, Nashville, TN 37232.
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problems, graft rejection and graft-versus-host

disease (GVHD).

Rejection

An immense amount of work has been done

on transplantation immunology.^® The human
chromosome number 6 has at least five closely

linked loci which determine histocompatibility:

HLA(A,B,C,D,DR). To avoid transplant rejec-

tion, matching of host and donor HLA antigens

is important, though not absolutely required.

Every individual will have two of each of these

antigens, or one set for each chromosome num-
ber 6. These antigens are expressed to varying

degrees on most body tissue. HLA A and B
consist of two polypeptide chains, noncovalently

linked, the larger chain bearing the distinctive

antigen, the smaller being a beta-2 microglobulin.

The other HLA antigens are not as well charac-

terized. Their function, aside from frustrating

transplanters, is unknown, although their close

genetic linkage with genes controlling expression

of various immune responses and diseases may
be of major immunologic importance.

Statistically, there is a 1 in 4 chance of any

two siblings having received the same two num-
ber 6 chromosomes from their parents. Barring a

crossover event, if the siblings match for a few

of the HLA antigen pairs (e.g., HLA A and B),

they will match at all other antigens on chro-

mosome number 6, including histocompatibility

antigens as yet undiscovered. However, it has

been found that even HLA identical siblings can

reject their graft and/or have GVHD, as there

are obviously antigens encoded at other locations

than on chromosome number 6. For instance, it

has been found recently that there are important

transplantation antigens coded on the sex chro-

mosomes and fewer problems are encountered

with HLA identical siblings of the same sex.

Further research to find more antigens coded

on other chromosomes will probably not have

major clinical value because it would make
matching more difficult. The Seattle BMT group
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found 110 HLA matched siblings out of 263 po-

tential BMTs, and it would be more difficult to

find siblings matched for more loci on other

chromosomes. Nonrelated donors are at present

impractical and statistically it would be difficult

to find persons matched at all five known loci,

not to mention other as yet undiscovered loci.

Furthermore, there are ethical problems associ-

ated with the use of unrelated donors.

The solution to the histocompatibility problem

probably lies in making the host and graft im-

mune systems tolerant of each other. There are

mouse models suitable for studying this phenome-

non, and there are also human instances of post-

BMT “chimeras” in which both host and graft

bone marrows are coexisting, not reacting to each

other. Research on this problem continues, but

an answer does not appear imminent.

Graft-Versus-Host Disease

The second major problem with allogeneic

transplants, GVHD, is in a sense a mirror image

of the graft rejection problem. Instead of the host

rejecting the graft, the grafted bone marrow re-

jects the host. Clinically, this presents as diarrhea,

skin problems, liver abnormalities, and most im-

portant, severe immunosuppression.^^’^^ Even

with HLA matching, most BMT hosts will have

some degree of GVHD. This syndrome may be

mild and self-limiting but is often severe or fatal.

Similar immunologic considerations apply as

those discussed with rejection. Treatment (im-

munosuppression) is unsatisfactory, for it further

suppresses the already battered immune system.

A chronic form of the disease affects primarily

the skin, with an overall presentation remark-

ably like scleroderma.^®

Syngeneic and Autologous Grafts

Syngeneic grafts (between identical twins) and

autologous grafts (from the patient himself) obvi-

ously pose no histocompatibility problem, and

there is neither rejection nor GVHD. However,

they do share with the allogeneic grafts the prob-

lems of severe infections and recurrent malig-

nancy.

Infections

Infections are the final common pathway for

most BMT related fatalities. Failure of graft

take, graft rejection, GVHD, recurrent malig-

nancy, plus the immunosuppressive treatment of

the last three of these, leads to poor host defenses

and opportunistic infections.

The first infections are usually by Gram-negative

bacteria one to four weeks after transplant. How-
ever, with vigilance and antibiotic therapy, this is

rarely a cause of mortality. Next come fungus

infections {Candida, Aspergillus and others),

which may be detected early enough to be aggres-

sively and successfully treated. A much more
difficult problem is viral infection, particularly the

interstitial pneumonias, most of which are caused

by cytomegalovirus. Interstitial pneumonias

account for approximately 25% of post-BMT
deaths, and there is as yet no effective therapy.

They appear to be associated with GVHD but the

precise mechanism is obscure.

Recurrent Malignancy

Recurrent malignancy is a major problem for

patients with cancer transplanted with allogeneic,

syngeneic, and autologous marrow. Early treat-

ment of acute leukemias with BMT, although

sometimes successful, was frustrated by recurrent

leukemia. It is possible that in some patients a

single chemotherapeutic agent, no matter how
high the dose, is incapable of eradicating every

neoplastic cell. Trials of multidrug regimens, in

addition to total body irradiation, offer hope of

reducing the recurrence rate.^^ Early hopes that

the grafted bone marrow might prove to have

significant antitumor effect have thus far not been

confirmed.

Autologous marrow grafts pose a special prob-

lem of possible tumor recurrence from the graft

itself, since the marrow may contain neoplastic

cells which are removed, then transplanted back

into the patient. Methods of selectively eradicating

tumor cells from marrows to be reinfused are

being developed.^^

Clinical Application

To date, the major clinical applications have

been in the treatment of acute leukemia, aplastic

anemia, and primary immunodeficiency syn-

dromes.

Acute Leukemia

Autologous BMT at present is impractical for

acute leukemia. Leukemia is a marrow disease,

and most pretreatment marrow cells are malig-

nant. Even remission marrows (posttreatment)

may contain many malignant cells. Efforts to

eradicate these cells and do transplants in acute

leukemia are still under way.

Syngeneic (twin) transplants have been quite

successful,^^ with the Seattle group reporting 6 of
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16 patients in long-term, unmaintained disease-

free remission AV2 to 6 years after All

1 6 patients had become refractory to conventional

chemotherapy before transplantation.

Allogeneic grafting with HLA matched siblings

comprise the bulk of BMT for acute leukemia.

About 15% will achieve long-term survival with

no evidence of disease and on no further treat-

ment. Death occurs in roughly equal pro-

portions from resistant leukemia, GVHD or

recurrent leukemia, and many deaths result from

infection. There are very few graft rejections in

this group, probably related to the pretreatment

malignancy-induced and treatment-induced im-

munosuppression of the patient. Studies are un-

der way using BMT earlier in hopes of improving

survival. The neoplasm may not be as resistant to

cytotoxic agents, and the patient will be in better

general condition.

Aplastic Anemia
Syngeneic transplants have been successful,^®

with most centers showing cure rates of nearly

100%. All patients with severe aplastic anemia

and an identical twin should be considered for

transplantation before multiple blood transfusions

and concomitant problems develop.

Allogeneic transplants for severe aplastic

anemia have become standard treatment at trans-

plant centers.^®'^^ Patients undergoing transplant

for aplastic anemia do have problems with

GVHD and a high incidence (30%) of graft

rejection. In a multicenter prospective study,^^ 67

patients presented with “severe” aplastic anemia

(defined by having two of the following three

criteria; granulocytes <500, platelets <20,000,

reties < 1 % ; with a consistent bone marrow his-

tology). Of these 67, 36 had HLA matched

siblings and received transplants, with 24 of 36

recovering normal function. Thirty-one of 67 had

no such sibling and were treated in a standard,

vigorous fashion, with only 1 of 31 completely

recovering, 6 of 31 improved and 12 of 31 alive.

Analysis of the data shows greater success when
the transplants were early, before the patient had

been sensitized by numerous transfusions. A pre-

liminary report from Seattle shows 10 of 10 pa-

tients with a complete recovery after allogeneic

BMT before any blood products were given to

the patient.2®

Primary Immunodeficiency

Primary immunodeficiency includes several

rare congenital syndromes. Children can have

defects in cellular immunity, antibody immunity,

combined cellular and antibody immunity, phago-

cytosis and complement deficiency. Although

theoretically possible for all five conditions, BMT
has been used extensively only for cellular and

combined immune defects.^^'^® The study and

treatment of these children has been of great

value in understanding the development of the

immune system.

Chronic Myelogenous Leukemia

Two new modalities have been developed for

treating either the blast or chronic stage of

CML.^^’^® First, .^the patient’s own marrow^® or

peripheral blood white cells are harvested and

cryopreserved while he is in the chronic stage of

his disease. When he enters the blast phase of his

disease, he is given very aggressive treatment with

radiation and/or chemotherapy, then reconsti-

tuted with his own, autologous marrow, which

produces reversion to the chronic stage of leu-

kemia. Long-term follow-up is not yet available.

Second, the Seattle BMT group has reported

using syngeneic grafts in the chronic phase after

aggressive chemotherapy to eradicate the Ph^

chromosome positive malignant clone with cure

of four patients with CML.®® Again, long-term

follow-up is not yet available. Use of allogeneic

grafts has been disappointing, with only 1 of 14

surviving one year in a recent series.®^

Other Malignancies

Treatment of solid tumors with BMT has

lagged, due mainly to lack of drugs which have a

chance of totally eradicating all tumor cells. With

the discovery of new agents and new combina-

tions of old agents, work is now beginning in pa-

tients with solid tumors.

Autologous bone marrow transplants may have

their greatest efficacy in those solid tumors which

rarely metastasize to the bone marrow. The pre-

treatment autologous marrow could be harvested,

frozen, then reinfused after very vigorous treat-

ment, which would allow far higher doses of

radiation and chemotherapy followed by marrow
reconstitution with the transplant. Ovarian cancer

is an example of a tumor which is sensitive to

chemotherapy and rarely involves the bone mar-

row.

Summary
Bone marrow transplantation is an aggressive

technique indicated in aplastic anemia and se-

lected primary immunodeficiency disease and
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partially successful in acute leukemia and CML.

As immunology research and supportive systems

progress, survival of patients with these diseases

should improve. Aggressive chemotherapy and

autologous BMT offer an attractive approach in

selected patients with solid tumors. At present,

BMT is possible only in centers with established

expertise in immunology, infectious disease and

supportive care. /-

REFERENCES

1. Osgood EE, Riddle MC, Mathews TJ: Aplastic anemia

treated with daily transfusions and intravenous marrow; case re-

port. Ann Intern Med 13:357, 1939.

2. Jacobson LO, Simmons EL, Marks, EK, et al: The role of the

spleen in radiation injury and recovery. J Lab Clin Med 35:746,

1950.

3. Lorenz E, Uphoff D, Reid TR, et al: Modification of irradia-

tion injury in mice and guinea pigs by bone marrow injections.

J Natl Cancer Inst 12:197, 1951.

4. Thomas ED, Lochte HL, Lu WC, et al: Intravenous infusion

of bone marrow in patients receiving radiation and chemotherapy.

N Engl J Med 257:491, 1957.

5. Meuwissen HJ, Bodly G, McArthur J, et al: Bone marrow
transplantation. Am J Med 51:513, 1971.

6. Thomas ED: Bone marrow transplantation in Bach FH,
Good RA (eds) : Clinical Immunobiology, vol 2. Academic Press,

1974.

7. Thomas ED, Storb R, Clift RA et al: Bone marrow trans-

plantation. N Engl J Med 292:832, 895, 1975.

8. Cline MJ, Gale RP, Stiehm ER, et al: Bone marrow trans-

plantation in man. Ann Intern Med 83:691, 1975.

9. Thomas ED: Progress in marrow transplantation. JAMA
235:611, 1976.

10. Bach FH, Van Rood JJ: The major histocompatibility com-
plex—genetics and biology. N Engl J Med 295:806, 872, 927, 1976.

11. Amos DB: Matching for donor-host compatibility for bone
marrow transplantation. Transplant Proc 8:687, 1976.

12. Feig SA, Opely G, Winter HS, et al: Successful bone mar-
row transplantation against mixed lymphocyte culture barrier.

Blood 48:384, 1976.

13. Glucksberg H, Storb R, Fefer A, et al: Clinical manifesta-

tions of graft-versus-host disease in human recipients of marrow
from HLA matched sibling donors. Transplantation 18:295, 1974.

14. Slavin RE, Woodruff JM: The pathology of bone marrow
transplantation. Pathol Annu 9:291, 1974.

15. Furst D, Clements P, Graze P, et al: A syndrome resembling
progressive systemic sclerosis (PSS) following bone marrow trans-

plantation—A model for PSS? Arthritis Rheum 21:557, 1978.

16. Solberg CO, Meuwissen HJ, Needham RN, et al: Infectious

complications in bone marrow transplant patients. Br Med J

1:18, 1971.

17. Neiman PE, Thomas G, Reeves WC, et al: Opportunistic

infection and interstitial pneumonia following marrow transplan-

tation for aplastic anemia and hematologic malignancy. Transplant
Proc 8:663, 1976.

18. Winston DJ, Gale RP, Meyer DV, et al: Infectious compli-

cations of human bone marrow transplantation. UCLA Bone
Marrow Transplantation Group. Medicine 58:1, 1979.

19. Meyers JD, Spencer HC, Watts JC, et al: Cytomegalovirus

pneumonia after human marrow transplanation. Ann Intern Med
82:181, 1975.

20. Pagano JS: Infections with cytomegalovirus in bone marrow
transplantation: Report of a work shop. J Infect Dis 132:114,

1975.

21. Bone marrow transplantation with intensive combination

chemotherapy/radiation therapy (SCARI) in acute leukemia.

UCLA Bone Marrow Transplantation Group. Ann Intern Med
86:155, 1977.

22. Dicke KA, Spitzer G, Peters L, et al: Autologous bone-

marrow transplantation in relapsed adult acute leukemia. Lancet

514-517, March 10, 1979.

23. Fefer A, Buckner CD, Thomas ED, et al: Cure of hema-
tologic neoplasia with transplantation of marrow from identical

twins. N Engl J Med 297:146, 1977.

24. Thomas ED, Fefer A, Buckner CD, et al: Current status

of bone marrow transplantation for aplastic anemia and acute

leukemia. Blood 49:671, 1977.

25. Thomas ED, Buckner CD, Fefer A, et al: Efforts to prevent

recurrence of leukemia in marrow graft recipients. Transplant

Proc 10:163, 1978.

26. Gale RP: Approaches to leukemic relapse following bone
marrow transplantation. Transplant Proc 10:167, 1978.

27. Santos GW: Bone marrow transplantation in acute leukemia
—remaining problems. Transplant Proc 10:173, 1978.

28. Storb R, Thomas ED, Weiden PL, et al: One-hundred-ten
patients with aplastic anemia treated by marrow transplantation

in Seattle. Transplant Proc 10:135, 1978.

29. Storb R, Prentice RL, Thomas ED: Treatment of aplastic

anemia by marrow transplantation from HLA identical siblings.

J Clin Invest 59:625, 1977.

30. Camitta BM, Thomas ED, Nathan DG, et al: Severe aplastic

anemia: a prospective study of the effect of early marrow trans-

plantation on acute mortality. Blood 48:63, 1976.

31. Bone marrow transplantation in severe aplastic anemia.
UCLA Bone Marrow Transplantation Group. Lancet 2:121, 1976.

32. Bone marrow transplantation from donors with aplastic

anemia. ACS/NIH Bone Marrow Transplant Registry. JAMA
236:1131, 1976.

33. Dooren LJ, Kamphuis RP, de Komig J, et al: Bone marrow
transplantation in children. Semin Hematol 11:369, 1974.

34. Good RA, Bach FH (eds) : Bone marrow and thymus
transplants: cellular engineering to correct primary immuno-
deficiency. Clinical Immunobiology, vol 2. Academic Press, 1974.

35. O’Reilly RJ, Pahwa R, Dupont B, et al: Severe combined
immunodeficiency: transplantation approaches for patients lacking

an HLA genotypically identical sibling. Transplant Proc 10:187,

1978.

36. Doney K, Buckner CD, Sale GE, et al: Treatment of

chronic granulocytic leukemia by chemotherapy, body irradiation

and allogeneic bone marrow transplantation. Exp Hematol 6:738,

1978.

37. Buckner C, Stewart P, Clift RA, et al: Treatment of blastic

transformation of chronic granulocytic leukemia by chemotherapy,
total body irradiation and infusion of cryopreserved autologous
marrow. Exp Hematol 6:96, 1978.

38. Goldman JM, Catorsky D, Gallon DAG: Reversal of blast-

cell crisis in C.G.L. by transfusion of stored autologous buffy-

coat cells. Lancet 1:437, 1978.

39. Fefer A, Cheever MD, Thomas ED, et al: Disappearance
of Ph-positive cells in four patients with chronic granulocytic
leukemia after chemotherapy, irradiation and marrow transplanta-

tion from an identical twin. N Engl J Med 300:333, 1979.

POLITICS...
“(Right-to-Work Chairman Reed) Larson said the AFL-CIO and its member unions ‘beat

the $5,000 limit’ by considering themselves as separate groups. Thus, a candidate could

receive $5,000 each from the AFL-CIO and dozens of unions that belong to the federation,

Larson complained. An official at the Election Commission said FEC regulations clearly

allow separate contributions from the AFL-CIO and its affiliates. The official, declining to

be named, said Congress specifically had the AFL-CIO in mind when it allowed for such

multiple contributions. ‘We are aware of no violations,’ said Ben Alpert, a spokesman for

the AFL-CIO’s political arm, the Committee On Political Education (COPE) . . . ‘COPE
has contributed about $800,000 to $900,000 to Congressional candidates this year. Overall,

organized labor will have contributed close to $8 million to candidates,’ he said.”

—Associated Press (10/31/lS)
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 66-year-old woman with a long history of

chronic bronchitis and emphysema was admitted

to St. Thomas Hospital with increasing respiratory

failure. Chest discomfort had been associated

with her tachypnea. An electrocardiogram (Fig.

1) shows normal sinus rhythm with a rate of 94

per minute and a normal PR interval at 0.17

seconds. The T waves are inverted in Vi. The P
duration is increased and the P waves are notched

in II, III and AVF suggesting left atrial enlarge-

ment. The R wave in Vi is prominent and nearly as

tall as the accompanying S wave, but the RS ratio

remains less than one. At first glance the axis

From the Department of Cardiology, St. Thomas
Hospital, P.O. Box 380, Nashville, TN 37202.

appears leftward since the S wave in II has more

amplitude than the R wave, but the small S wave

in standard lead I suggests rightward forces. The

forces are actual rightward and superior resulting

in an R wave in AVR taller than the R wave in

AVL. This, therefore, does not represent left axis

deviation but rather “pseudo left axis deviation.” ^

Clinical evaluation of this patient disclosed a

loud first heart sound at the apex, an opening

snap, and a grade I diastolic rumble. Mitral

stenosis was confirmed with echocardiography.

FINAL DIAGNOSIS: Left atrial enlargement.

Borderline right ventricular enlargement, r ^
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Topics in Nuclear Medicine and Ultrasound

Thyroid Adenoma

Report of a Case of Disparate Imaging in Thyroid

Scintigraphs With Histopathologic Correlation

HARRY G. BROWNE, M.D.

One month before seeking advice of her physician a

39-year-old housewife first noticed a mass in her right

anterior neck in the region of her thyroid gland. It was
not tender, but caused disfigurement and symptoms of

pressure. Neither history nor physical examination re-

vealed symptoms or signs of hyperthyroidism or hypo-

thyroidism. Palpation of her thyroid gland revealed a

soft, nontender nodule occupying most of the right lobe

and doubling its size.

Laboratory studies: The 24-hour radioiodine uptake

was 24% and within normal limits. Serum triiodothy-

ronine was 158 ng/dl (normal range, 80-220 ng/dl);

serum thyroxine 7.0 /tg/dl (normal range, 4.5-12.0

/ig/dl). Serum thyroid binding globulin was elevated,

i.e., 36.2 jug/dl (normal range, 13-25 /ig/dl), re-

sulting in a slightly low total free thyronine index of 7.5.

Scintigraphic images: The radioiodine image at 24

hours, obtained with a pinhole collimator and a gamma
scintillation camera revealed a region of decreased radio-

iodine uptake corresponding to the position of the nodule

occupying the upper two thirds of the right lobe of the

thyroid. There was some concentration of the admin-

istered “T either in the nodule or the rim of thyroid

tissue in the capsule of the nodule (Fig 1). Right

anterior oblique and anterior images were also made ten

minutes after the intravenous injection of ®®™Tc04 . These

revealed an intense concentration of pertechnetate in the

nodule in contrast to the amount accumulated in the sur-

rounding thyroid tissue (Fig 2). On the oblique view

the center of the lesion was shown to concentrate less

radiopharmaceutical (Fig 3). The lesion had the shape

of an oblate spheroid with well-defined borders.

Course: Because of the history of recent appearance

and growth of the mass and its solitary and solid nature

it was considered a neoplasm. Because of its concentra-

tion of ®®“Tc04 ,
its well-defined margins, soft consistency

and central area of decreased uptake, it was thought to

be, probably, an adenoma.
The right lobe of the thyroid containing the tumor

was excised. The tumor was a 2.0 X 2.5 cm spheroidal

mass of greyish tan, soft, fleshy, tissue which bulged

from the cut surface of the gland (Fig 4). In the center

of the mass were brownish areas of discoloration sug-

gesting hemorrhage. It was confined within a thin well-

defined capsule partly formed by compression of the

surrounding thyroid tissue.

From the Department of Nuclear Medicine, John W.
Harton Memorial Hospital, Tullahoma, Tenn., and Asso-

ciated Pathologists, P.C., 210 25th Ave., North, Nash-
ville, TN 37203.

368

Microscopic examination revealed a tumor made up
of microfollicles and sheets of cells without a follicular

pattern. Microfollicles near the center of the lesion

contained some colloid and were more widely separated

by dilated vessels and fibrous tissue (Fig 5). Solid sheets

of cells lay closer to the capsule (Fig 6). The capsule

was generally intact but not well defined in several areas.

Atypical nuclei but no mitoses were noted, and there

was no sinusoidal or capsular invasion. The lesion was
designated a microfollicular adenoma with cellular

atypia.

The postoperative course was uneventful.

Discussion
Discrepancies between iodine and technetium

scintigraphy are not infrequent. Their significance

has been discussed by many authors. The phe-

nomenon observed in this case in which a solitary

Figure 1. Anterior image of thyroid gland 24 hours

following administration of ^1, showing decreased
concentration of isotope in region of tumor of upper
right lobe.
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nodule concentrated pertechnetate and not iodine

was estimated by Maxon ^ to occur in 3% to 4%
of such cases, and has been observed in both ma-

lignant and benign nodules.

Theories advanced to explain this phenomenon

include (1) differences in intervals between ad-

ministration of the nuclide and scanning (2)

rapid turnover of iodine in toxic adenomas fol-

lowing organification; (3) defects in the organifi-

cation but not in the anion trapping function of

neoplastic cells (4) uptake of technetium by

fibrous tissue as well as thyroid tissue in a case

Figure 2. Anterior image of thyroid 10 minutes after

administration of dose of '’““TcOi, showing increased
uptake of technetium in tumor of right lobe.

Figure 3. Right anterior oblique image of nodule after

administration of ®®“Tc04 , showing central area of de-

creased uptake of pertechnetate.

Figure 4. Tumor which has been sectioned and sur-

rounding normal thyroid tissue.

Figure 5. Fibrotic center of adenoma featuring micro-

follicles containing colloid.

Figure 6. Cellular portion of adenoma.
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of localized fibrosis and (5) increased cellularity

or vascularity of a neoplastic lesion. Miller ® re-

ported five cases with disparate technetium and

iodine images not due to defects in iodine or-

ganification and binding and cited Rosler’s ^ serial

images of a hot nodule becoming cold because of

rapid turnover of radioiodine.

Lesions which transport and do not bind iodine

and also those that have rapid turnover of iodine

for other reasons may be identified by ®^“Tc04
because of the short interval between identifica-

tion and the imaging procedure. In some cases it

can be shown that a nodule displaying increased

uptake of ^^'“Tc04 but undifferentiated in the

iodine scan can be differentiated by suppressing

TSH stimulation of the normal thyroid gland by

administration of 50 /j,g of triiodothyronine

daily for five days or simply by imaging following

the administration of Miller et al ® demon-
strated in such a case increased uptake of as

compared with ®^™Tc04 ,
and the preferential con-

centration of both isotopes in contrast to the sur-

rounding normal thyroid tissue. In contrast to this

is the phenomenon which presumably occurs most

of the time in solitary nonfunctioning thyroid

nodules and which was demonstrated by Field

and associates,® i.e., an iodide transport defect

with normal organification.

Sisson and associates have calculated that the

approximate odds are 47 to 1 that a nodule is

benign if it concentrates technetium and 500 to 1

that it is benign if it concentrates radioiodine.

Other tests and criteria are available to help

rule out malignancy of a thyroid nodule, although

none is absolute. For example, concentration of

gallium-67 citrate or selenium-75 methionine in a

solitary nodule strongly suggests malignancy

when thyroiditis can be excluded. However, fail-

ure to concentrate either agent does not exclude

cancer. Fluorescent imaging can determine the

ratio of iodine content in a nodule compared with

that in a contralateral lobe. An ultrasound image

demonstrating a uniform sonolucent halo sur-
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rounding a central echogenic zone is considered

to be characteristic of an adenoma of the thyroid.

Finally, in experienced hands, cytologic eval-

uation of a fine needle aspirate of the nodule can

lead to a diagnosis.

The lesion in this case had many of the clinical

characteristics of a benign lesion, including a

well-defined border, technetium uptake with evi-

dence of a central cooler area of degeneration

typical of adenomas. It was nevertheless removed

surgically because of cosmetic consideration, pres-

sure symptoms and because it probably repre-

sented a neoplasm of low but definable malignant

potential. Histologically, the lesion was a mixed

adenoma, microfollicular type with embryonal

and fetal components. Although there was cellu-

lar atypia with poor definition of the capsule in

some areas, no evidence of mitoses or sinus or

blood vessel invasion was present, so the lesion

was classified as benign.

Microfollicular lesions with capsular or blood

vessel invasion are now classified as follicular

carcinomas with minimal invasion rather than in-

vasive adenomas. The recommended treatment

for these is the same as in this case—lobectomy

or if the lesion is small total removal with a good

margin. It is clear from a study of the literature

that more correlative studies of histology and

radiotracer physiology in solitary thyroid nodules

need to be undertaken especially in cases of dis-

parate imaging. r
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X-ray of the Month

CHARLES A. MUHLETALER, M.D. and A. JAMES GERLOCK, JR., M.D.

The percutaneous transhepatic cholangiogram shown
in Figure 1 is of a 64-year-old woman with painless

jaundice. It was done in order to differentiate intrahepatic

from extrahepatic obstructive jaundice. What is your
diagnosis?

( 1 ) Impacted common bile duct stone

(2) Cholangiosarcoma of the common bile duct

(3) Acute pancreatitis

(4) Carcinoma of the head of the pancreas

Discussion

Percutaneous transhepatic cholangiogram is

one of the procedures done to differentiate be-

tween intrahepatic and extrahepatic jaundice. It

is most often done with a 23 gauge needle (Chiba

needle), which allows a success rate in the can-

nulation of bile ducts of 100% in dilated bile

ducts and almost 80% in nondilated ducts. The
complication rate with this procedure has been

reported to be less than 8% when this fine

needle is used.^’^’"^ Figure 1 shows gross dilatation

of both the common bile duct and the intrahepatic

bile ducts due to complete obstruction of the dis-

tal one third of the common duct. The appearance

of the common bile duct at the level of the ob-

struction shows sharply marginated shelf-like con-

figurations which terminate into a narrowed short

beak. This is quite typical of common bile duct

obstruction from carcinoma of the head of the

pancreas.^

Impacted common duct stones characteristi-

cally produce a meniscus sign which was absent

in this patient. Pancreatitis typically produces a

long, gradual tapering of the common bile duct

due to extrinsic pressure of the edematous head

of the pancreas. Cholangiosarcomas usually in-

volve the bifurcation of the bile ducts and are

longer and irregular.

From the Department of Radiology, Vanderbilt Uni-
versity Hospital, Nashville, TN 37232.

Figure 1. Transhepatic cholangiogram. Complete ob-
struction in the distal portion of the common bile

duct, with a "beak” configuration (arrow). Significant
dilatation of the bile ducts proximal to the obstruc-
tion.

ANSWER: Carcinoma of the head of the pan-

creas invading the bile duct. /
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Public Health Report

Poison Control

Poisoning has become a major health problem

in the United States today. With an estimated

5,000 to 10,000 deaths annually due to poisoning,

the number of deaths in Tennessee is projected

to be 90 to 180 annually, according to George

Wood, Ph.D., director of the Midsouth Poison

Center in Memphis. Nationwide statistics indicate

that 75% of all poisonings occur in children un-

der 5 years of age.

Many health professionals believe that most

poisonings can be prevented or treated if the

proper programs and facilities are available. At

present there are eight poison control centers in

Tennessee, each operated independently and pro-

viding varying types of services. To maximize the

effectiveness of the existing centers, a program

aimed at strengthening the approach to the

poisoning problem in Tennessee is under way.

The Tennessee Department of Public Health is

authorized by law to establish a system of poison

control centers in Tennessee. The law further

authorized the Health Department to “develop a

plan which would coordinate the operation of

those poison control centers electing to partici-

pate in the system, and which would establish a

reporting system for all known injuries or deaths

caused by poisons.” The law also establishes an

advisory committee appointed by the Commis-
sioner of Public Health to assist and advise the

Department in its efforts to minimize the number

of accidental poisonings in the state. The compo-

sition of the committee represents a team ap-

proach by several types of health professionals

accustomed to dealing with emergency poisoning

situations.

At the first meeting of the committee held re-

cently, a high priority was set by the committee

on support by various means for existing poison

centers in the state. Included are the sharing of

information and the identification of resources.

From the Tennessee Department of Public Health,

Ben Allen Road, Nashville, TN 37216.
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developing standards for centers, and an educa-

tional effort to prevent poisoning.

“Ninety percent of all people who could be

using a poison center do not know it exists,”

states Dr. Wood, who also serves as chairman of

the Poison Center Advisory Committee. Making

poison control center services available to the

public and to medical professionals and increasing

the level of awareness that these services are

available is a primary goal of the committee.

Other members serving on the committee are

Opless Walker, Pharm.D., Cookeville; Curtis P.

McCammon, M.D., Knoxville; Robert Allen Gil-

liam, Pharm.D., Kingsport; Chester K. Jones,

M.D., Jackson; and Nell Badacour, R.N., Chat-

tanooga. Staff support for the program is provided

by the Division of Emergency Medical Services in

the Department of Public Health. f- p



Mental Health Report

Status of Women Alcohol/Drug Abusers in Tennessee

LEE SEITZ

Under the Comprehensive Alcohol and Drug

Treatment Act of 1973, the Tennessee Depart-

ment of Mental Health and Mental Retardation

(TDMHMR) was designated as the single state

authority (SSA) on alcohol and drugs in Ten-

nessee. The role of the SSA is to formulate and

effect a plan for the prevention, treatment, and

rehabilitation of alcoholics and other drug

abusers. Monies for funding services in these

areas are channeled through the SSA to service

dehverers in the communities, if the communities

express and demonstrate a need for such services.

In Tennessee, there are few treatment and con-

tinuing care facilities designed specifically for

women. Some treatment and continuing care fa-

cilities, established primarily for the male alcohol/

drug abuser, have recently assigned a small num-

ber of beds for women, but provide no programs

to meet their special needs. Most of these facilities

receive funds through the SSA because the com-

munities where they are located projected a need

for them.

According to national statistics, 7% of the total

male and female population suffer from abuse of

alcohol and/or other drugs. Based on the assump-

tion that 50% of that number is female, we
estimate that 150,819 women in this state are

today in need of services. Last year, however,

only 2,374 women in Tennessee were treated

—

1,206 for alcoholism and 1,168 for other forms

of drug abuse.

Women are denied services because of three

factors: (1) the stigma of female alcoholism/

drug addiction in the community, (2) a tendency

of family, relatives, and friends to protect and

hide these women, and (3) the women’s own
needs to deny that their illness is alcohol/drug

related.

With such obstacles in the way, attempts to get

factual and realistic responses to any type survey

or study questionnaire are almost impossible. Most

From the Tennessee Department of Mental Health
and Mental Retardation, Nashville, TN 37219.

communities actually believe, as indicated by

these distorted reports, that there is no problem

in their area with women who abuse alcohol and/

or other drugs, and therefore have no documented

basis for requesting funding for services to the

female alcohol/drug abusers.

Those few women who, in desperation, defy

the stigma and other factors to seek treatment,

face a harsh reality. As they make the first tenta-

tive steps toward recovery, they discover a treat-

ment system that demonstrates a startling lack of

understanding of the realities of women’s alcohol/

drug problems. They also find the few facilities

designed specifically for women are so widely

scattered that distance and travel costs become
prohibitive.

The problems that must be addressed regarding

this devastating yet treatable illness are (1) a

dearth of knowledge about it, and (2) the lack of

services for thousands of Tennessee women af-

fected. Communities should be compelled to be-

come aware of these women and accept them as

desperately ill persons who need treatment and

rehabilitation.

In April, 1978, Betty Ford revealed that she

was addicted to alcohol and other drugs. As a

follow-up to her announcement, the National In-

stitute on Drug Abuse (NIDA) issued a report

on the high percentage of women who abused

both alcohol and other drugs. These two incidents

created a sudden awareness among Tennesseans

of the overwhelming scope of this problem na-

tionally, and as a result the SSA has been getting

questions from the news media and other inter-

ested parties about the situation in Tennessee. But

there were no accurate or realistic figures.

Reports from agencies and professionals which

usually document such problems for statistical

purposes showed very low figures. As law en-

forcement officials, for instance, will often drop

charges connected with alcohol/drug related of-

fenses for women, few criminal justice contacts

for women alcohol/drug abusers were recorded.

Physicians, reflecting society’s general expectation
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that women are more prone to suffer emotional

problems than alcohol/drug problems, often mis-

diagnose women’s alcohol/drug problems—and

record minimal contact with women alcohol/drug

abusers. Social workers, marriage counselors,

child guidance clinic staff, school counselors,

clergy, etc., do not identify women’s alcohol/drug

problems, and refer the women from agency to

agency—again not recording alcohol/drug re-

lated contacts.

This lack of recording through lack of identifi-

cation prevents the compilation of needed figures.

Lack of figures results in no basis for establishing

need, and therefore there are no means for fund-

ing prevention, treatment, and rehabilitation ser-

vices for women alcohol/drug abusers.

On the other hand the future for these women

is not so bleak. Concern for them is growing and

causing a stir of activity in scattered areas

throughout Tennessee. In Knoxville, a local com-

munity task force is providing workshops, con-

ferences, and seminars in an effort to increase

public awareness of women alcohol/drug abusers.

Knoxville also has AGAPE, the only halfway

house for women in the state. In Chattanooga, a

private psychiatric hospital is providing a very

successful treatment program especially for

women alcohol/drug abusers. In the Jackson

area, a concentrated TV, radio, and newspaper

public information and education campaign is

under way, and a very active Women’s Outreach

Group is expanding rapidly.

In Memphis, a contract to provide services to

women abusing alcohol and other drugs has been

awarded to the Alcohol and Drug Dependence

Clinic of the Memphis Mental Health Institute by

MACRO, Inc., a Washington based consulting

firm. In Nashville, a volunteer women’s commit-

tee, in conjunction with the Mid-Cumberland

Council on Alcohol and Drug Abuse, is hoping

to spearhead a Tennessee Task Force on Women
and Alcoholism to be affiliated with the National

Congress of State Task Forces. The focus of this

statewide task force will be to remove the stigma

from women who are alcohol/drug abusers and

help them seek treatment.

With increasing public awareness and involve-

ment, the prospects for improvement in the status

of women alcohol/drug abusers in Tennessee are

rapidly increasing. It is hoped that a report this

time next year could present a more nearly ac-

curate accounting of those who suffer from this

illness and those who are receiving the help they

so desperately need and deserve. r' ^
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As I See Them

It is indeed a pleasure, privilege and an honor to have been selected to rep-

resent the physicians of Tennessee for the coming year. My only hope and

prayer is that I am worthy of the task. At the end of the year, I would like

to be able to relinquish the position, as John Dorian has done, with the assur-

ance that I have been truly representative and have done a good job. We all

owe a great deal to John and should be appreciative of his efforts.

I intend to use the “President’s Page” to pass on to you some thoughts,

concerns, or problems as I see them. I would encourage your response on all

issues. I do not want to hear by way of the grapevine of diversity among us

without having been directly confronted regarding the problems. If we are to

survive—and we will—it will be by a concerted effort on the part of all of us.

Over the past two years, I have spent a considerable amount of time meet-

ing with the Tennessee Bar Association Board and its Legislative Commit-

tee’s Subcommittee on Legislation trying to come up with an acceptable

compromise on our proposed “frivolous lawsuit” legislation. We hopefully

are approaching the solution. In the process, I have become aware of the

dire need for better dialogue between the physicians and the lawyers. This is

particularly true in the rural areas. Most of the metropolitan areas have

“medico-legal” committees as part of their local society structure. The Nash-

ville Academy Medico-Legal Committee has co-chairmen consisting of a

representative of the bar and of medicine. It meets on a fairly regular basis

to resolve problems that the chairmen have not been able to work out by

telephone.

The purpose for such dialogue may best be summarized by an excerpt from the preamble of the

Nashville Academy Medico-Legal Committee’s Interprofessional Code: “.
. . thereby, misunderstandings

leading to discord may be minimized and more meaningful interprofessional relationships, based on

mutual respect, may be engendered.”* We should never lose sight of the old fashioned common cour-

tesy! This approach has also been quite helpful in educating Academy members regarding their

“rights” in such relationships. I strongly urge all the county medical societies to work with the bar to

form such committees where feasible. I will be glad to assist any society in setting up such a committee.

Along the same lines, I would also encourage our members to review facts of malpractice cases with

attorneys when requested. We are long past the period of burying our heads in the sand. We are con-

stantly pleading with the attorneys to review the facts of cases before filing a claim, and this can only

be accomplished if we cooperate. I would emphasize the word “facts.” The review should not be taken

lightly, nor should one be quick to judge. An affidavit that a physician has reviewed the case is now
required by California law before a case can be filed. I have for years felt justice would be better

served in such cases that come to court if we were witnesses for the court and not the plaintiff or de-

fendant.

I’m looking forward to hearing from you throughout the year.

pfc/idcAlV
pQ9C

James W. Hays

Sincerely,

PRESIDENT

^The Interprofessional Code of Nashville Bar Association and Nashville Academy of Medicine will be

reprinted in a subsequent issue of the Journal.—Ed
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A Fable for Our Time:

Public Responsibility—or—

Noncompetitive Industry?

After Noah got his family and all the animals

into the ark and watched the storm roll in, and

things began to settle down some, he called every-

body (and thing) together, and said, “Now, look.

We’ve got to get organized. We’re going to be

together for a year on this tub, so everybody (and

thing) needs to do his/her/its job.” And the

evening and the morning were the first day.

380

Now the jackass was the most stupid of all the

beasts of the field. The only trouble was, he had

no insight. As a beast of burden, he really had

very little, if anything, to do on the ark, so be-

cause he had a lovely voice (he thought) he set

about serenading everybody (and thing) else

who (which) were working. He accumulated

quite a collection of old shoes, sticks, stones

(such as there were on the ark, as there was no

land or trees—but the other inhabitants found

some somewhere, as necessity is the mother of

invention) not to mention cat-calls and insults.

“OK,” he said, “if that’s the way you feel about

it. I’ll quit singing and go to bossing.” So he went

over to the bread-raising area. Now this was a

cooperative area where the cow gave milk to

make butter and the hen laid eggs. Things were

going pretty well—in fact, very well—but the

jackass found some flaws. So he set about to help

Noah straighten things out.

“The trouble with this operation is it costs too

much,” he said. “Every jackass knows that

chickens lay better if they dig for worms instead

of eating up all the corn.” (He forgot they were

standing on a layer of boards, beneath which was

a layer—a thick layer—of HOH (water, to those

of you dumber than the jackass). So he took

away all the chicken feed. He also put his head in

the trough and ate most of the cow’s food.

The upshot was the cow quit giving milk and

the hen stopped laying, but when he put his foot

in the milkpail Noah kicked his ass off the ark,

which is why jennies breed differently from all

other animals.

As he went down for the last time, the jackass

was heard to bray,

“I thought the people would rather have the

power over hospitals (oops—I mean the bread-

works) in the hands of publicly responsible peo-

ple than in the hands of a noncompetitive

industry.”

J.B.T.

Camelot Revisited-

Maybe for the Last Time

In short there’s simply not/ A more congenial spot

For happy ever-aftering/ Than here in Camelot

Lerner & Lowe—Camelot

History has a way of not conforming either to

man’s expectations or to his desires. Twenty years

ago, give or take a few, young Jack Kennedy and

his whiz kids fired the imagination of the Ameri-

can public, particularly its young, with visions of
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a new Camelot. But the shield was already be-

coming tarnished by political and economic

realities before the vision was shattered by a

modern Mordred, and the Great Society which

followed was swallowed up in Viet Nam. Then a

few years back the last of the White Knights from

Boston Mass mounted his white horse and pro-

claimed health (not “health care,” mind you) to

be a right. And he set out to right the wrongs

perpetrated on the public by that old ogre, Medi-

cine.

Senator Russell Long of Louisiana is generally

considered to be, as Chairman of the Senate Fi-

nance Committee, the most powerful man in

Washington. Although somewhat more moderate

in his requirements for national health insurance

(NHI) than the Senator from Massachusetts and

organized labor, he has nevertheless insisted that

any NHI should be attached to Social Security

and should be federally operated. Our AMA lob-

byists have countered that it should be neither.

At this moment, for the first time in years the

only bills before the Congress are two remark-

ably similar Senate Bills, sponsored by, of all

people. Democratic Sen. Russell Long and Re-

publican Sen. Robert Dole; they call for cata-

strophic insurance only, with a substantial

deductible, to be written by the private insurance

industry. What happened?

When I was in medical school just before

World War II not a whole lot of laboratory tests

were available, and what tests there were, except

for blood counts, were fairly laborious and time-

consuming. Labor was cheap, though, and the

tests weren’t very expensive. A blood count and

urinalysis, a few chemistries, an x-ray or so, and

an EKG with four leads—that was about it.

Science boomed during and after the war, and

although people became more expensive, tech-

nology came to the rescue with disposables and

automation in the laboratory. But a side effect of

“the Bomb” was nuclear medicine, resulting

finally in sophisticated whole body “scans.” Radi-

ology developed sophisticated techniques such as

angiography, and we could do enzyme determina-

tions, count genes, predict sex, watch brain waves

—you name it. On the treatment side, we learned

to treat cancer with radioisotopes, dialyze blood,

work inside the heart and head, and replace or-

gans. All very expensive, but our white knight

promised all this and more to everyone, once he

got the recalcitrant doctors to working for nothing

and the hospitals to lower their charges.

Well, in the meantime the public, which con-

trary to our white knight’s proclamations has

never placed medical care very high on its list of

problems, got tired of watching our federal deficit

increase even as their taxes soared and their dol-

lar shrank. And it watched with a wary eye the

activities in the Middle East, where the Soviet

Union was showing its muscle not only on the

land but in the air—and on the sea as well. Our
citizens began calling for an end to pussyfoot

international politics, and called for fiscal re-

sponsibility in government—and a balanced

budget.

Now there is nothing a politician in office likes

better than to get reelected. In fact, there is noth-

ing he likes less than not being reelected. Bal-

anced budget. Hmmm. Increased defense

spending. Hmmm. Lower taxes! Hmmm, and

Hmmm! Money’s got to come from somewhere.

Now where? Domestic programs! Yeah! That’s

it! They gotta go!

Now when you have been trumpeting for years

that health is a right, and that you’re going to

give it free to everybody, how do you break the

news that it isn’t and you aren’t? You don’t

—

remember what politicians like best of all? Then

how—? You let somebody else do it. You do?

Who? Why, those old scoundrels, the doctors, of

course. Now how do you do that?

A lot of laboratory tests are now automated,

most of them as part of a panel of tests, and as

such they are quite inexpensive—less than a dol-

lar each. Run as single tests, however, they are

relatively expensive—several dollars—primarily

because they require a technologist’s time, the

most expensive item in the laboratory. Medicare

does not recognize this, however, so that what

they allow on single tests is only the fractional

part of the cost of the entire panel, often con-

siderably less than cost. So far most laboratories

have swallowed this loss and made it up some-

where else. A few weeks ago, however, the Medi-

care Administration instructed its contractor,

(Equitable Life Assurance Society of the United

States) to get from its consultants an expanded

list to include any test which can be automated,

and the cost of such an automated test. This ex-

panded list contains 40 or more tests, whereas

the usual number of automated procedures would

be between 20 and 30, depending on the labora-

tory. As the laboratory obviously cannot lose

money on every test, only those people who can

afford to pay the individual charge will get the

test, and the others will be denied access to the

system. It is obviously not Medicare who will be
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denying them access. It is the doctors.

This is of course just the starting place. With

the coming of NHI what applies now to lab work

will eventually apply across the board. EKGs can

be read over telephone lines by computer; no

more special EKGs. Then those expensive scans

and radiologic procedures. Then dialysis. Then
expensive surgery. All that expensive equipment

idle. All that knowledge and skill unused. All

gone. Who tells the patients? You do. The fact of

the matter is, federal money for health care is

tight, and it is due to get scarce.

Like the pointing finger of the Ghost of Christ-

mas Future, the picture painted here is not irrev-

ocable. If we do not become complacent over the

likelihood of a relatively innocuous NHI bill, we
can head this off at the pass. But if medicine in

general takes the short range view that this is

after all a problem only of some pathologists, we
will watch it pervade health care as a whole. Then

the public will see a problem, and they will de-

mand a solution, and we will watch nationaliza-

tion come in through the back door.

We must be at least as cunning as our adver-

saries, as there is more than one way to dismantle

the finest health care system the world has ever

known. If not,

Don’t let it be forgot

That once there was a spot

For one brief, shining moment
That was known as Camelot.

J.B.T.

On Being Sane in Insane

Places—Reprise

There are several methods of dealing with

individuals who object to “the system,” whatever

it is. The simplest, to quote a widely distributed

bumper sticker of a few years back is, “Love it or

leave it.” Exile, either voluntary or forced, has a

long history. Another method is imprisonment or

execution; imprisonment for political dissent also

has a long history, and under totalitarian govern-

ment execution often followed, either immedi-

ately, or by bits and pieces, as with relegation to

the “Gulag.”

Another way to handle those who disagree is

to say, “Since I am so obviously right, anyone

who disagrees with me is obviously out of his

mind. So to protect society from him [or even,

altruistically, to protect him from himself] he

must be put away.” This method is the most dan-

gerous, because it is subtle and insidious. But it is
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very useful, because unlike prison or execution

it is so difficult to prove; a man is either in prison

or he is not, and if he has been executed he is

certainly dead. The method can be used against

those whose imprisonment or execution the public

would not tolerate, and which might lead to sanc-

tions of one sort or another.

To effect such a plot, however, requires the co-

operation of psychiatrists, for without that, com-

mitment would be seen as simple imprisonment

through sham. Abundant evidence has been ac-

cumulating over the past decade or so that this

method of de facto imprisonment is in fact in use

in the Soviet Union, with the cooperation of

Soviet psychiatrists. Efforts to officially condemn
Soviet psychiatry for its abuses have been long

in the making and although they have suffered

setbacks, the culmination of those efforts came at

the Sixth World Congress of Psychiatry in Hono-
lulu, an account of which is carried elsewhere in

this issue.

The matter did not die, though, with the con-

demnation. In the first place, the Soviet psy-

chiatrists intend to fight back by saying in the

first place their reading of psychiatric disorders

differs from ours, and in the second place—well,

it is not unknown for individuals in any country,

even the United States, to occasionally be institu-

tionalized. They say, too, that this is a better fate

than imprisonment.

An article appeared in 1973 in Science,^ on

which I editorialized,^ entitled “On Being Sane

in Insane Places.” It pointed out that our mental

institutions housed not only the insane, but also

a goodly number of individuals who were not,

mostly old people who were simply senile, and

who were not wanted. Attempts to eliminate this

domiciliary care, human right legislation, and the

ability to control with drugs many mental ill-

nesses previously requiring institutionalization,

have changed the face of our mental institutions

and their population, though not always for the

betterment of either the patients or society, as

pointed out by Dr. Francis Braceland.^ But we
have in this country I think overextended our-

selves to be sure no one is needlessly committed

to a mental institution.

Simply to condemn and then stop is of no use

to those dissidents who find themselves on the

receiving end of the system’s whip. The profession

must continue to support its colleagues who are

caught in a trap because of their country of origin.

Psychiatrists in the Soviet Union who refuse to go

along with the charade are themselves in danger
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of becoming patients. Some already are. Because

of the official Soviet theory of mental disease,

release on psychiatric grounds can be postponed

indefinitely and at the discretion of the attending

psychiatrist.

Nor are psychiatrists the only physicians at

risk. Physicians are being required to participate

in one way or another in torture in a number of

nations. Those who refuse need our support.

I grant you we physicians in this country are

ourselves being put upon in many ways, and we

have problems we have not even used yet. But as

we contemplate them, we need to remember the

man who cried because he had no shoes until he

met a man who had no feet.

1. Rosenhan DL: On being sane in insane places. Science 179:

250-258, 1973.

2. Thomison JB: On being sane in insane places, editorial.

J Tenn Med Assoc 67:247-250, 1974.

3. Braceland FJ: Overview of psychiatry. J Tenn Med Assoc
71:729-737, 1978.

On Ability With Humility

As one who cannot consistently add 2 + 2

and come up with 4, I have always stood in awe

of mathematicians. My father could quickly add

in his head columns of four-digit numbers which

gave me problems using a pencil. (My brother

could do almost as well.) My maternal grand-

father had a thiriving business raising mules in

north Georgia, and my mother kept his books. So

it’s hard to see how my rather poor record in

mathematics was genetically derived. It was con-

sistently poor, though, except that I could always

do whatever math was necessary for chemistry

and physics. I have therefore never been sure

whether I dislike math because I can’t do it or

can’t do math because I dislike it. I do have some

theories about my relationship to math, but won’t

go into them here because this editorial is about

something else.

A famous mathematician whose name escapes

me once remarked that the possibility exists the

whole structure of mathematics could collapse, as

the only proof for mathematical postulates exists

within mathematics itself—a dangerous situation.

Perhaps so. You cannot prove it by me. Maybe
the ultimate proof lies in having mathematically

based predictions confirmed by observable phe-

nomena.

When I was in college I had a fraternity brother

nicknamed “Einstein,” as he was the scholar of

our lodge, and made it through Vanderbilt with

something very close to a “straight A” average.

His nicknamesake had fairly recently been made
director of the Institute for Advanced Study at

Princeton, having abandoned his native Germany
because of its insensate assault on intellect. “Ein-

stein” got his nickname because he understood

the Theory of Relativity.

In the something over a half century which has

passed since Albert Einstein proposed that theory,

it has not exactly become “old hat,” but it has

become accepted, not because the theory itself is

no longer theory, but because so many of Ein-

stein’s predictions on which the theory is based

are no longer predictions. Time and again with

the development of new and more sensitive instru-

ments his predictions about the relationships of

matter and space have passed over into the realm

of observable fact.

Einstein was born in Ulm, Germany, March 14,

1879. He wrote his first paper on relativity in

1905. He became the first director of the Kaiser

Wilhelm Institute for Physics in Berlin, and in

1922 he received the Nobel prize for physics (not,

incidentally, for his Theory of Relativity, but for

his classic work on the photoelective effect, on

which his Quantum Theory was based, leading the

way to technological applications in spectroscopy,

television, the laser, and other applications of the

photoelectric cell). He spent his last 22 years in

Princeton, where he died April 18, 1955.

Einstein’s centennial is being celebrated this

year in many ways and by many institutions the

world over, and although there will be many
papers which will illuminate his work, nothing

has been found which will contradict his Special

Theory of Relativity, advanced in 1905, or his

General Theory of Relativity which followed in

1915. Quite a record.

It was hoped that a study of Einstein’s brain

would shed some light on his genius, but although

25 years have passed, and the final report on the

exhaustive studies on his brain is not yet out, it

seems it is a pedestrian organ, not distinguishable

anatomically from countless brains from either

plebians or patricians. When fires go out, their

ashes look pretty much the same.

Einstein said of himself, “I have no special gift

—I am only passionately curious.” Maybe so.

Those scientists gathered to commemorate his

birth, and some of us even less gifted mathema-

ticians, will likely—perhaps out of vanity—dis-

pute that.

He also said, “The most beautiful and pro-

found emotion we can experience is a sensation
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of the mystical. It is the source of all true science.

. , . My religion consists of a humble admiration

of the illimitable superior spirit who reveals him-

self in the slight details we are able to perceive

with our frail and feeble minds. . . . God is

subtle, but he is never malicious.”

And he also said, “Many times a day I realize

how much my own outer and inner life is built

upon the labors of my fellow men, both living

and dead, and how earnestly I must exert myself

in order to give in return as much as I have re-

ceived. My peace of mind is often troubled by the

depressing sense that I have borrowed too heavily

from the work of other men.”

Albert Einstein, who without question had one

of the world’s greatest minds, and who contributed

as much as anyone and more than most to our

understanding of the universe, stood humble be-

fore both man and God. Perhaps he was able to

get it all together simply because he did not look

for it within himself.

J.B.T.

Herman B. Nevons, age 72. Died March 23, 1979.

Graduate of University of Tennessee School of Medi-
cine. Former member of Overton County Medical

Society.

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
H. Verdain Barnes, M.D., Chattanooga

Thomas C. Bright, M.D., Chattanooga
Robert T. Dodd, M.D., Chattanooga
Richard A. Hopper, M.D., Chattanooga
Donald Franklin Mackler, M.D., Chattanooga
Thomas P. Miller, M.D., Chattanooga
Philip Thomas Newton, Jr., M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE
Ralph Goodman, M.D., Jackson

KNOXVILLE ACADEMY OF MEDICINE
Clifford Q. Johnson, Jr., M.D., Knoxville

John T. Kane, M.D., Knoxville
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MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
Tidio E. Bertorin, M.D., Memphis
Arkom Buranapiyawong, M.D., Memphis
Shekhar C. Chatterjee, M.D., Memphis
Stewart E. Dismiike, M.D., Memphis
Albert Frank Heck, M.D., Memphis
James Harvey Owens, M.D., Memphis
Guy J. Photopulos, M.D., Memphis
Abiodim Solola, M.D., Memphis
Patrick John Sweeney, M.D., Memphis
Leon Cass Terry, M.D., Memphis
Jan Lewis Turner, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Peggy A. Alsup, M.D., Nashville

NORTHWEST TENNESSEE ACADEMY OF
MEDICINE
Halbert B. Dodd, M.D., Union City

ROBERTSON COUNTY MEDICAL SOCIETY
Panchanan Satpathy, M.D., Springfield

RUTHERFORD COUNTY MEDICAL SOCIETY
F. P. Bond, M.D., Murfreesboro
James A. Nunnery, M.D., Murfreesboro

SULLIVAN-JOHNSON COUNTY MEDICAL
SOCIETY
Donald A. Cameron, M.D., Kingsport

R. H. Feierabend, Jr., M.D., Dungannon, VA
John A Fincher, Jr., M.D., Bristol

Dale E. Solomon, M.D., Kingsport
Joseph A. Solomon, M.D., Kingsport

Douglas John Springer, M.D., Kingsport

Dennis G. Westmoreland, M.D., Kingsport

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
David P. Roe, M.D., Johnson City

pCf/OAOl flCUl/

Frederic Tremaine Billings, Jr., M.D., Nashville, has

been elected president of the Johns Hopkins Medical
and Surgical Association, an alumni organization of

Johns Hopkins Medical School.

Gottlieb C. Eriesinger, II, M.D., Nashville, has been

named to a three-year term on the American College

of Cardiology Board of Governors. The governors

are responsible for coordination of the ACC ac-

tivities within their regions.

William H. Hartmann, M.D., Nashville, was recently

installed as president of the U.S.-Canadian Division

of the International Academy of Pathology.

Horace T. Lovely, Jr., M.D., has been installed as

president of the medical staff of Baptist Hospital in

Nashville. Other medical staff officers include John
M. Tanner, M.D., president-elect; and Ronald E.

Overfield, M.D., secretary-treasurer.
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Joe Anne Quillian, M.D., a Chattanooga internist,

has received an Alumnae Award for Distinguished

Achievement from Wesleyan College, recognizing

her “personal involvement causing her patients to

love and respect her and the effort she exerts in the

recovery of each one.”

Arthur J. Sutherland, III, M.D., Memphis, has been

granted Fellowship status in the American College of

Cardiology.

A. Roy Tyrer, M.D., Memphis, a member of the

AMA Council on Medical Service, was named by

the AMA Board of Trustees as an AMA representa-

tive to the National Joint Practice Commission.

The following TMA members have recently been

certified as Diplomates of the American Board of

Family Practice; James Lester Allen, M.D., Sweet-

water; James H. Barnes, M.D., Sweetwater; John

Bishop, M.D., Somerville; Clyde Collins, M.D.,

Dickson; David R. McCauley, M.D., Fayetteville;

Charles Graves, M.D., Dunlap; Billy W. King, M.D.,

Millington; Robert Kirkpatrick, M.D., Memphis;
John Outlan, M.D., Collierville; Raymond Rhear,

M.D., Jackson; A. T. Richards, M.D., Shelbyville;

John Snodgrass, M.D., Rockwood; Herbert Whittle,

Jr., M.D., Athens.

At the TMA 144th Annual Meeting . . .

Francis H. Cole, M.D., a Memphis thoracic surgeon,

was elected the Outstanding Physician of the Year
for 1979 by the TMA House of Delegates. Dr. Cole

was honored for his career of excellence in organized

medicine, in addition to being a leader in community
affairs and in the state and regional thoracic societies.

He is a former President of the TMA, being elected

in 1969.

M. F. Langston, M.D., a Signal Mountain family

practitioner, was presented with the TMA Dis-

tinguished Service Award at the TMA’s 144th Annual
Meeting in Memphis. Dr. Langston was nominated

by the Chattanooga-Hamilton County Medical So-

ciety and was recognized for his continuing service

as chairman of the Society’s Peer Review Committee
and as peer review coordinator for Baroness-Erlanger

Medical Center, a 700-bed hospital in Chattanooga.

Two prominent Tennesseans were named recipients

of the TMA Community Service Award at the TMA
Annual Meeting. Mr. Garrison Siskin, Chattanooga,

a co-founder of a charitable medical center for the

handicapped and head of Siskin Steel and Supply
Company, Inc., was presented his award on March
27 in Chattanooga, as ill health made him unable to

attend the Annual Meeting. Mrs. Marge Thrasher, a

television personality with WHBQ-TV, Channel 13,

Memphis, received her award at the President’s

Banquet at the Annual Meeting, where she was
honored for hosting many public service health edu-

cation programs.

James W. Hays, M.D., Nashville, was installed as

President of the Tennessee Medical Association dur-

ing the Annual Meeting. George A. Zirkle, Jr., M.D.,
Knoxville, was elected president-elect. Elected to

serve a three-year term on the TMA Board of

Trustees was James C. Bradshaw, Jr., M.D., Leba-
non; Charles E. Jabbour, M.D., Memphis, was
elected to fill the unexpired term of the late Tinnin
Martin, M.D., ending in 1981. Reelected as speaker
of the House of Delegates was Allen S. Edmonson,
M.D., Memphis; and reelected as vice speaker was
Charles E. Allen, M.D., Johnson City. Elected to

serve the Association as regional vice presidents were
Robert L. Allen, M.D., Cleveland-East Tennessee;
B. J. Smith, M.D., Dickson-Middle Tennessee; and
James T. Craig, Jr., M.D., Jackson-West Tennessee.
Elected to serve the Association as regional coun-
cilors were John R. Nelson, M.D., Knoxville-Second
District; Thurman L. Pedigo, M.D., McMinnviUe-
Fourth District; Charles M. Hamilton, M.D.,
Nashville-Sixth District; Charles W. White, M.D.,
Lexington-Eighth District; and Daniel J. Scott, Jr.,

M.D., Memphis-Tenth District. Elected as delegates

from Tennessee to the American Medical Association
House of Delegates were A. Roy Tyrer, Jr., M.D.,
Memphis; Morse Kochtitzky, M.D., Nashville; and
David H. Turner, M.D., Chattanooga. Serving as

alternate delegates to the AMA will be Hamel B.

Eason, M.D., Memphis; Charles B. Thorne, M.D.,
Nashville; and William O. Miller, M.D., Knoxville.

pfoofcfeffl/ cind new/ of
meclkcil /ocielie/

Bradley County Medical Society

Five Bradley County Medical Society physicians

were honored recently for 25 years of membership
in the Society at a Doctors’ Day Dinner held at

Cleveland Country Club. The five physicians who
received engraved silver trays, which were given

them by the Medical Auxiliary, include Marvin
Batchelor, M.D., James Lowe, M.D., William Prof-

fitt, M.D., Chalmer Chastain, Jr., M.D., and Gilbert

Varnell, M.D.

nolionol new/

From the AMA in Washington, D.C.

President Pushes Cost Curbs

President Carter used the White House as the

setting to launch the administration’s attempt in the

new Congress to gain legislative curbs on hospital

costs.

According to the President the bill “will be one
of the clearest tests of the Congress’ seriousness in

dealing with the problem of inflation. . . . Hospital
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inflation is uniquely severe and uniquely con-

trollable.”

Standing alongside the President as he spoke were

Sens. Edward Kennedy (D-Mass.), Herman Tal-

madge (D-Ga.), Harrison Williams (D-N.J.), Jacob

Javits (R-N.Y.), Reps. Harley Staggers (D-W.Va.),

Henry Waxman (D-Cal.), Charles Rangle (D-N.Y.),

Health, Education, and Welfare Secretary Joseph

Califano, and inflation fighter Alfred Kahn.

All expressed support for the bill except for

Talmadge who has favored his own approach and

did not commit himself.

The measure proposes that federal controls be im-

posed on hospital expenditures only if hospital

spending exceeds a 9.7% rate of increase this year,

a retreat from last year’s call for mandatory controls

at once. In outline the bill resembles the compromise

legislation by Sen. Gaylord Nelson that won Senate

approval at the end of the last session of Congress,

but was not acted on by the House.

The 9.7% limit on hospitals’ rate of increase was
arrived at by adding three components; (1) an in-

flation allowance based on the increase in the cost

of goods and services purchased by hospitals during

1979. This so-called market basket was estimated

to be 7.9% in 1979. But if the market basket rate of

inflation during the year actually changes, corre-

sponding changes would be made in this component
of the national voluntary limit. For example, if ac-

tual inflation caused the hospital market basket to

rise from 7.9% to 8.2% during the course of the

year, then the national voluntary limit would rise

correspondingly from 9.7% to 10%, the govern-

ment said; (2) an allowance for population growth

would be 0.8%; (3) an allowance for net new
services (the cost of additional services, e.g., new
technology or more lab tests, minus savings from
increased productivity and efficiency). This net new
services allowance would be 1.0%.

If the rate of increase in total hospital costs in any

state during 1979 is within the national voluntary

limit, all hospitals in that state would be exempt

from mandatory controls in 1980.

Even if total hospital costs in a state do not meet

the limit, individual hospitals would be exempt in

1980 if their rates of increase were at or below the

ceiling.

Small nonmetropolitan hospitals (under 4,000 ad-

missions), new hospitals (less than three years old)

and HMO hospitals (with 75% of patients enrolled

in qualified HMOs) would be exempt from the

mandatory program regardless of their rate of in-

crease in 1979.

Hospitals in states with mandatory cost contain-

ment programs of their own could be exempt if the

state program met performance standards.

Hospitals not exempted would be given an allow-

able rate of increase in total inpatient revenues per

admission for 1980. This mandatory limit would
include a basic limit—comprised of an allowance

for inflation and an allowance for efficiency or in-

efficiency—and adjustment for exceptional circum-

stances.

Each hospital would be granted an inflation al-

lowance to cover its own market basket price in-
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creases (increases in the cost of goods and services

purchased). This would include an allowance for the
actual rate of increase in nonsupervisory wage rates

experienced by that hospital.

Each hospital would be given an allowance based
upon its efficiency or inefficiency. Efficiency would
be measured by comparing the hospital’s previous
actual costs with those of other hospitals of similar

size and location. Efficient hospitals would be given
a bonus. Inefficient hospitals would be penalized.

Hospitals with unusual circumstances, e.g.,

changes in admissions, would have their basic limit

adjusted.

Once the mandatory limit on the allowable rate of
increase on total inpatient revenues per admission is

established, it would be enforced in two ways: (1)
the refusal by Medicare, Medicaid and Blue Cross to

pay costs in excess of the hospital’s mandatory limit;

and (2) a 150% tax on excess revenues collected by
the hospital from other payers, unless these excess
revenues are set aside in a special account and used
to reduce prices to private patients in future years.

And Medicine Fights Back

The nation’s health organizations immediately
went on the attack against the administration’s pro-
posed bill in hearings before the various committees
of the House and Senate with jurisdiction over
health matters.

Spokesmen for the American Medical Association

told Sen. Herman E. Talmadge’s Health Subcom-
mittee on Senate Finance that the problem of rising

hospital costs is best solved by the private sector.

But there are two other approaches, said Dr.

Robert B. Hunter, chairman of the AMA Board of

Trustees; Sen. Talmadge’s Medicare-Medicaid Re-
form measure (S. 505), which “is of national scope

and provides for sufficient flexibility”; and the ad-

ministration bill, which would impose a mandatory
9.7% ceiling on annual hospital cost increases.

Calling Sen. Talmadge’s measure a “more positive

and equitable legislative approach,” Dr. Hunter
nonetheless warned that the AMA was “uncertain of

the impact.” He suggested that if enacted, the bill

“be implemented on an experimental basis and dem-
onstrated in a limited geographical area before being

considered for nationwide application.”

The administration approach. Dr. Hunter said, is

one of “arm-twisting,” is not voluntary, and dic-

tates that “you will either reach a 9.7% limit ‘volun-

tarily’ or you will reach 9.7% under heavy penalty

as imposed in the bill.”

Dr. Hunter called the administration measure
expensive to administer, certain to create new bu-

reaucracy, imposing “almost limitless regulation,”

quickly resulting in a reduction in the availability of

care and bringing about “a rationing of care accord-

ing to the financial whims of the Secretary of

HEW.”
“Our bottom line here,” Dr. Hunter said, “is the

interest of patients.”

He pointed to the success with which the AMA,
the American Hospital Association and the Federa-
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tion of American Hospitals, through their organiza-

tion of the Voluntary Effort (VE), had slowed

increases in hospital expenses by 2.8 percentage

points in 1978. “The VE’s success can be measured
as a savings of $1.5 billion in the first year alone,”

Dr. Hunter said.

Yet the President denounces mandatory controls

for the rest of the economy. Dr. Hunter said, and

calls for voluntary wage and price guidelines “for

everyone but the hospital industry.”

Dr. James H. Sammons, executive vice president

of the AMA, also appeared before the subcommittee.

He urged that insufficient reimbursement rates and
delays under Medicare be corrected and that Sen.

Talmadge also examine the problem of simplifying

billing and claims processing procedures, perhaps

“even without legislation.”

A few days later the same AMA spokesman ap-

peared before Senator Kennedy’s Subcommittee on
Health and Scientific Research of the Labor and
Human Resources Committee and charged the ad-

ministration with looking “for a scapegoat for its

failing monetary and economic policies generally”

instead of dealing with the underlying causes of in-

flation.

Addressing the administration’s hospital cost con-

tainment bill (S. 570), which is sponsored by Sen.

Kennedy, Dr. Hunter said:

“Department of Health, Education, and Welfare
Secretary Califano has told this committee that the

administration’s proposal ‘is the most important

piece of anti-inflation legislation the 96th Congress
will consider.’

“But the bill does not attack the major problems
of inflation. Hospital costs are important but they

represent about 2% of the total components in-

cluded in the Consumer Price Index. In other words,

the administration is saying that this Congress will

not consider more important anti-inflation legislation

affecting the balance—or 98% of the elements in

the CPI.

“Ninety-eight percent of the economy would not

be subject to controls.”

Dr. Hunter cited food and housing, “which alone

represent about 50% of the CPI,” as a sector of the

economy left to voluntary guidelines “notwithstand-

nig their hefty CPI increases for 1978.”

“The preference for voluntary guidelines over man-
datory controls has, except for this bill, been the

policy of this administration,” Dr. Hunter pointed

out.

“Our Association has called upon all physicians to

exercise restraint in fee increases. In the hospital

sector we joined with the American Hospital Asso-
ciation and the Federation of American Hospitals to

form the VE without lowering quality or the avail-

ability of care to the American people.

“The goal of VE was to reduce the rate of in-

crease in hospital costs by two percentage points per
year during 1978 and 1979. In 1978, the hoped for

result would have reduced the rate of increase to

13.6%. However, by the end of 1978 the VE had
exceeded its goal for that year with a reduction (of

2.8%) from 15.16% to 12.8%.”

The success of the VE, Dr. Hunter said, makes
“the irony (of mandatory controls) even greater.

. . . The VE is the most effective and responsible

action of any portion of the private sector addressing

costs. This is not our characterization alone, but the

director of the Council on Wage and Price Stability

has also so indicated.”

“It is clear that hospitals would have to sacrifice

quality were this bill to pass,” Dr. Sammons told

the subcommittee. “Only a reduction in quality and
rationing of care can result from these controls.”

“We do not believe the place to scrimp is in the

area of health care,” Dr. Sammons said. “Nor will

patients—nor should they—be satisfied with equip-

ment that does not provide the latest technology and
advanced state of medical treatment and practice.”

As to projected cost savings. Dr. Sammons said,

“Secretary Califano has projected savings of $53 bil-

lion over the period of 1980-1984. Our preliminary

calculations . . . show gross error in those figures.

We understand that the Congressional Budget Office

has also taken strong issue with the administration’s

figures.”

Concluding his testimony. Dr. Sammons stated

that the entire regulatory process has added tens of

billions of dollars to the cost of medical care.

“The costs of regulations are particularly onerous
now,” Dr. Sammons said, “with the health care

dollar becoming limited. Regulatory costs alone un-
der these present circumstances may lead to ration-

ing of health care.”

And Hospital Heads Hit Hard

Most spokesmen for other national health or-

ganizations in testifying before the various commit-
tees in the House and Senate took much the same
line as the AMA.
The bill “is unnecessary, conceptually flawed and

would lead to serious disruption in the delivery of

hospital care to patients,” warned John Alexander
McMahon, president of the American Hospital Asso-
ciation.

“This legislation assigns to hospitals the job of

rationing without any standards being set to govern
who shall get what care . . . any effort to regulate

the quantity and quality of treatment without the

physician being involved and without standards

being set by society raises moral and ethical ques-

tions of the first order,” declared Michael Bromberg,
executive director of the Federation of American
Hospitals.

The bill could “result in a bureaucratic takeover

of the health care field, said John Horty, president

of the National Council of Community Hospitals.

“This can only result in a freezing of innovation and
flexibility.”

At the opening hearing on the bill before the

Senate Human Resources Subcommittee on Health,

a significant development was the hammer-and-
tongs attack on the legislation by Sen. Richard

Schweiker (R-Pa.), new ranking GOP member of

the subcommittee.

The administration, Schweiker said, is more intent

on regulating hospitals than on doing anything about

inflation. “Overregulation is a cause of inflation, not
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a cure for it,” the senator said, displaying a market-

ing cart loaded with federal regulatory rules for

hospitals. “The industry already is drowning in regu-

lations,” said Schweiker.

Schweiker contended that a crushing amount of

paperwork would be needed just to handle the ex-

emptions in the bill. After listing the powers granted

the HEW Secretary in the bill, he asked if they did

not represent a “rather large grant of power.”

Health, Education, and Welfare Secretary Califano

replied by noting that an advisory commission would

oversee the program.

But Schweiker countered by reading the bill’s

proviso that the HEW Secretary could override the

commission’s recommendations any time he chose.

This stirred applause in the auditorium of Washing-

ton’s Children’s Hospital where Kennedy held the

first hearing.

After the applause quieted, Califano said he

thought the American people would rather have the

power over hospitals in the hands of “publicly re-

sponsible people” than in the hands of “a noncom-

petitive industry.”

Schweiker, who became ranking Republican on

the health subcommittee this year because Sen. Jacob

Javits (R-N.Y.) was elevated on another committee,

said the Voluntary Effort (VE) to curb hospital

expenditures has been “one of the very few credit-

able private efforts” to stem inffation. The adminis-

tration, he said, consistently “has thrown cold water”

on the VE rather than encourage it.

VE Works Well

Voluntary health care cost containment actions by

hospitals, doctors, insurers and various others across

the country saved $1.48 billion in 1978, according

to leaders of the Voluntary Effort (VE) to contain

health care costs. “This $1.48 billion saving was

accomplished through voluntary action” said Paul

W. Earle, executive director of the VE, in a Wash-
ington news conference. “And most importantly, the

deceleration in hospital spending is being accom-
plished without sacrificing the quality of care pro-

vided to the American people.”

Earle referred to the latest hospital trend data,

which show that the rate of increase in hospital ex-

penses is down by nearly three percentage points, to

12.8% for 1978, compared with 15.6% for 1977.

The rate of increase in hospital expenses reflects

total economic growth in hospital spending, includ-

ing general inflation and growth in services due to

more people being served, a more aged population,

and new technology.

The VE statement was confirmed in part by a

report issued last week by the Congressional Budget
Office (CBO). The CBO report finds “a preliminary

assessment of whether the VE has reduced the

growth in costs suggests that the rate of increase in

hospital expenditures is lower than it would have
been in the absence of the VE.” The report states

that without the VE total hospital expenses would

388

have increased at the rate of 14.5% in 1978.

However, the CBO report also notes that there is

a substantial level of uncertainty in the VE figures

on hospital expenditures. “There is a 25% chance
that the VE did not reduce hospital expenditures,”

says the report.

In addition, the CBO predicts that the VE goal of

holding hospital cost increases in 1979 to just 11.6%
will be very difficult. “The 1979 goal is not likely

to be met for two reasons,” says the CBO report.

“First, although the program appears to he effective,

it is not powerful enough to reduce the rate of in-

crease of hospital expenditures by a full four percent-

age points. Second, inflation will be much higher in

1979 than was expected in December 1977 when the

VE was formulated.”

“Our goal of limiting hospital expenditure in-

creases to just 11.6% in 1979 will be tough to

meet,” Earle told reporters, “but we are committed to

success.”

Califano Unveils Vague Vagaries

President Carter’s cost-containing HEW Secretary

Califano has announced that the administration will

ask Congress to approve the first phase of an NHI
plan that will cost an estimated $10 billion to $15
billion, starting in 1983.

In a vaguely worded speech in New York, Cali-

fano said the long awaited administration plan “will

provide significant improvements in health care

benefits for the aged, the poor, for employed people,

and for others who did not have adequate health

care coverage.”

The additional cost would be paid in part by the

government, Califano said, “as well as by employers,

under federally mandated programs.”

The Secretary described the plan as a “sensible,”

“moderate,” and not overly costly first step toward
Carter’s ultimate goal, “universal, comprehensive’*

national health insurance for everyone.

In his speech, Califano offered only a few brief

sentences describing the actual administration plan.

HEW officials said that details of the plan and a bill

would not be ready for 60 to 90 days.

Republican NHI Bill

Won't Break Bank

Three Republican senators are the latest entrants

in the national health sweepstakes with the introduc-

tion of an alternative NHI bill that would rely

heavily on private insurers to provide coverage.

Sens. Robert Dole (R-Kans.), Peter Domenici
(R-N.M.), and John Danforth (R-Mo.) described

their legislation as an alternative to the newly an-

nounced Carter administration bill and one expected

soon from Sen. Edward Kennedy (D-Mass.).

The Dole, Domenici and Danforth hiU would ( 1

)

expand coverage for those already covered by Medi-
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care; (2) ensure that the larger majority of those

employed will have private catastrophic insurance

made available to them; and (3) provide for the

unemployed or partly employed a voluntary plan

whereby they could designate the federal govern-

ment to financially assist them in contracting with

private insurers.

“This proposal will create a health insurance pro-

gram providing a means for all Americans to protect

themselves and their families from financial bank-

ruptcy caused by castastrophic illness or medical

expenses,” said Dole.

A key feature of the legislation proposed that all

employers would be required to offer their employees

group health insurance with minimal catastrophic

benefits. Employees, however, would be free to

choose to participate or not. “This is not a break the

bank proposal,” said Danforth.

The three lawmakers estimated their proposal

would cost $500 million in fiscal year 1981, then

$3 billion in fiscal 1982. The accumulated cost in

the private sector would run from $3 billion to $5

billion annually.

AMA Pushes Private Sector

AMA spokesmen testifying before the Senate Fi-

nance Committee on the Long-Ribicoff proposal for

national catastrophic health insurance and another

proposal for federalization of Medicaid urged the

senators to approach the problem via the private

sector rather than through the proposed legislation.

AMA spokesmen Joseph Boyle, M.D., Los An-
geles, and Alan R. Nelson, M.D., Salt Lake City,

said that the AMA believes “the solutions to the

problems that have been identified and addressed in

k 350 and S. 351 should be concentrated in the

main in the private sector, building upon a system

that is provicling the highest quality of health care

in the world.

“The private sector can meet the need of insur-

ance coverage for all Americans. The success of the

private sector in supplying coverage is well docu-

mented by the tremendous growth of private health

insurance coverage, both basic and catastrophic,

over the past 25 years. This success must be com-
pared with the problems that large scale govern-

mental programs engender, including excess rigidity,

red tape, waste and abuse. We believe that govern-

mental support should be provided to finance, as

necessary, adequate levels of insurance protection

for those unable to afford coverage.

“Mr. Chairman, there is a need to fill gaps in

health insurance coverage. We agree that expansion

of the availability of catastrophic coverage is neces-

sary. Low income individuals should be brought into

the mainstream of health care. We believe that the

public should have available and be informed of

policies that meet minimum standards. However, it

is our belief that these matters can be adequately

addressed in the private sector with proper federal

encouragement. We urge this committee to accept

these principles and not adopt S. 350 and S. 351.”

onnouncemenl/

CALENDAR OF MEETINGS

NATIONAL

1979
June 1-3 AMA Lake of the Ozarks Regional

Meeting—TanTara Hotel, Lake of the

Ozarks, Mo.

June 8-10 Gynecological Society for the Study of

Breast Disease—Hyatt Regency Hotel,

Boston

June 10-12 American Diabetes Association—Cen-
tury Plaza, Los Angeles

June 10-14 American Society of Colon and Rectal

Surgeons—Hyatt Regency Hotel, At-
lanta

June 17-22 Flying Physicians Association—Gros-
singer’s Resort, Grossinger, N.Y.

June 25-28 Society of Nuclear Medicine—Hyatt
Regency & Omni, Atlanta

June 30-

July 5

International College of Surgeons

—

Stevensville Country Club, Swan Lake,
N.Y.

July 7-14 American Society of Clinical Pathol-
ogists—Washington, D.C.

July 8-12 American Orthopaedic Society for

Sports Medicine—Innisbrook, Fla.

July 21-22 AMA Minneapolis Regional Meeting

—

Sheraton-Roots, Minneapolis

July 22-27 American Association for Clinical Im-
munology—Denver Hilton, Denver

July 23-27 Aspen Conference on Pediatric Dis-

eases 1979 (Liver)—The Gant, Aspen,
Colo.

July 29-

Aug. 3

American Psychoanalytic Association

—

Waldorf Astoria, New York

SUPPORT YOUR
ADVERTISERS

Many of the advertisers in this

Journal are long-standing patrons

of our monthly publication. Their

products and services are of the

highest quality available. Don’t take

them for granted. Read their ads!
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Tfim conlinuifiQ mcclkol
cducotioft oi>poftunHic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Psychiatry Marc H. Hollender, MJ>.
Radiology A. Everette James, Jr., Sc*M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery
Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, MJ>.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul E. Slaton, M.D., Director, Con-
tinuing Education, 305 Medical Arts Building, Nash-
ville, TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

.

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . .

.

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Oncology
Orthopedics
Pathology
Pediatrics . .

.

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D,

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
ZeU A, McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.

Lonnie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. Griffin, M.D.

. . . .William H. Hartmann, M.D.
David T. Karzon. M.D.

June 1 1-16

June 15-16

July 25-28

August-

October

Sept. 14-15

Sept. 26-28

Autumn

Oct. 25-26

Nov. 9-10

December

Primary Care Review 1979 (40
hours)

Neurology and Speech Pathology: The
Problem of Aphasia

2nd Annual Symposium on Contem-
porary Clinical Neurology—Hilton

Head Island, S.C. (16 hours)

Internal Medicine Intensive Review

Blood Banking Symposium

Amplification in Education

10th Annual Pediatric Symposium

1979 Postgraduate Course in Allergy

Update in Anesthesiology 1979

Obstetrical Seminar

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-
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sponse to tUe physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.

Internal Medicine
Cardiology John Thomas, M.D.

Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

Dermatology Thomas W. Johnson, M.D.
David Horowitz, M.D.

Gastroenterology Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

General Medicine

Hematology/ Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Edward A. Mays, M.D.

Robert S. Hardy, M.D.
Calvin L. Calhoun, Sr., M.D.

Gregory Samaras, M.D.

Henry W. Foster, M.D.

Axel C. Hansen, M.D.

. . . .Wallace T. Dooley, M.D.

Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

. Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education
Accreditation and Continuing Education Units by
Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,
Meharry Medical College, 1005 18th Ave., North,
Nashville, TN 37208, Tel. (615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

June 2 (K) Pediatric and Dermatologic

Problems (for nurses and phy-

sicians)

June 4-7 (M) Basic Principles of Rhinoplasty

June 6-9 (M) Basic Electrocardiography

—

Pickwick

June 7-9 (K) Practical Otolaryngology for the

Primary Care Physician—Gat-

linburg

June 7-10 (C) Family Practice Review Course

June 20-2^ (M) Audiometric Orientation

June 24 (M) Audiometric Orientation Re-

fresher Course

June 25-28 (C) OB/GYN Emergencies—Orlan-

do, Fla.

July 25-27 (M) Medical Aspects of Sports

Aug. 23-25 (M) ENT Postgraduate Review

Sept. 6-7 (M) Medical and Surgical Emergen-
cies

Sept. 13-15 (M) Myocardial Infarction

Sept. 27-28 (C) Sexual Dysfunctions

Sept. 27-29 (K) Arthritis Symposium

Sept. 28-29 (M) 11th Memphis Conference on

the Newborn

Sept. 29 (C) Current Concepts: Diagnosis &
Treatment of Cancer

Oct. 4-6 (K) Regional Meeting, American
College of Physicians & Tennes-

see Society of Internal Medicine

Oct. 11-13 (K) 1st Annual Radiological Con-
ference

Oct. 18-19 (K) Cancer Concepts 1979

Oct. 20-21 (M) Rheumatology

Oct. 25-27 (K) Office Ultrasound

Nov. 9-10 (C) Diagnostic Radiology

Nov. 30-

Dec. 2

(C) Basic Cardiology, EKGs &
Therapy

Nov. 29-30 (M) ACP Internal Medicine Review

For further information about any of these courses,

please call the appropriate individuals below;

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,

Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

62 S. Dunlap St.

Memphis, TN 38163

Tel. (901) 528-5606

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

June 20-21

July 1-3

Aug. 10

Sept. 9-14

Oct. 8-9

Oct. 23

Surgery Symposia

Cardiopulmonary Rehabilitation

Office Management

Substance Abuse in Youths: Prevention

and Treatment

Geriatrics II: Sex and the Aged

Consumer Health Education: A Mul-
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tidisciplinary Approach

Nov. 9 Pediatrics—Neonatology

Dec. 4 Occupational Medicine II

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)
929-5364.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

UNIVERSITY OF KENTUCKY MEDICAL
CENTER

and

HEALTH EDUCATION MEDIA
ASSOCIATION

July 15-18 The Process of Health Science Edu-
cation: Past, Present and Future
(HEMA Media Festival, Media Fair,

Workshops)—Health Sciences Learn-
ing Center, University of Kentucky,
Lexington, Ky.

For information contact Norm Tucker, Execu-
tive Director, HEMA, P.O. Box 771, Riverdale, GA
30274, Tel. (404) 997-0449.

BOWMAN GRAY SCHOOL OF MEDICINE

Courses in Ultrasound

Three eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on
the following dates: Sept. 24-Nov. 16, 1979; Jan.

7-Feb. 29, 1980; and April 14-June 6, 1980. Credit:

30 hours per week in AMA Category 1.

Two additional two-day Real Time courses are

offered for obstetricians on Sept. 20-21, 1979 and
Nov. 29-30, 1979. Credit: 10 hours per day in AMA
Category 1.

Five one-week courses in Abdominal Real-Time
Sonography will be held on June 11-15, July 16-20,

Aug. 6-10, Dec. 10-14, 1979, and March 24-28,

1980. Credit: 30 hours AMA Category 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

DUKE UNIVERSITY MEDICAL CENTER

July 30- Current Concepts in Diagnostic Ra-
Aug. 4 diology including Ultrasound, CT

Scanning and Nuclear Medicine—At-

lantic Beach, N.C. Credit: 30 hours

AMA Category 1. Fee: physicians

$250.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical

Center, Durham, NC 27710, Tel. (919) 684-4397.

MEDICAL COLLEGE OF GEORGIA

Continuing Education Schedule

June 7-9 Internal Medicine*

July 16-20 Taxes and Investments*

Aug. 6-8 Pediatrics*

*Presented at Holiday Inn of Jekyll Island, Ga.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30901, Tel. (404) 828-3967.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

A comprehensive schedule of continuing medical

education activities for a 12-month period beginning

in September, 1978, includes regional meetings and

postgraduate courses to be held at various locations

throughout the United States and Canada.

The ACP Regional Meetings, lasting one to four

days, are designed for practicing internists and phy-

sicians in related fields. They bring new develop-

ments in the basic sciences and clinical medicine

from major research centers to internists who are

unable to travel to medical meetings outside of

their state, and also provide a vehicle for local phy-

sicians to report to their colleagues on investigative

work and clinical experiences in the wide scope of

subject areas included in the practice of internal

medicine.
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The ACP Postgraduate Courses provide the op-

portunity for in-depth study in fields covered by in-

ternal medicine and its subspecialties. Averaging

three to five days, they are directed toward practic-

ing physicians and are presented in association with

medical schools and other teaching institutions.

For information and registration contact: Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

Regional Meetings

June 27-29 Hepatobiliary Disease and Clinical

Practice—San Francisco

INTERNATIONAL MEDICAL EDUCATION

CORPORATION

Cardiac Ischemia and Arrhythmias—Current

Concepts for Diagnosis and Treatment (13 hours

AMA Category 1

)

See September 1978 issue for complete

1978-1979 listing

Postgraduate Courses

June 6-8 Diagnostic and Therapeutic Decisions

in Patients with Pulmonary Disease

—

Chicago

June 7-9 Review of Internal Medicine, 1979

—

Houston

June 11-15 Advances in Internal Medicine ’79

—

Banff, Alberta

June 15-17 Lincolnwood Hyatt, Chicago

Aug. 24-26 Hilton Head Hyatt, Hilton Head, S.C.

EKG Interpretation and Arrhythmia

Management (15 hours AMA Category 1)

June 8-10 —Hyatt Regency, Atlanta

Aug. 10-12 —Shanty Creek Hilton, Bellaire, Mich.

For information contact International Medical
Education Corporation, 64 Inverness Drive East, En-
glewood, CO 80112; Tel. (800) 525-8646 toll free.

TREATMENTAND LEARNING CENTER FORALCOHOL RELATED PROBLEMS

Our purpose is to provide
effective therapy in a wholesome
atmosphere for the man or
woman with a drinking problem.

Individual counseling and group
therapy are provided for the
family as well as the guests.

FELLOWSHIP HALL
A private non-profit JCAH accredited psychiatric hospital

A nature trail for hiking and meditation

winds through nearly a mile of beautifully

wooded area.

A medical doctor and registered nurses provide 24
hour medical care in a fully equipped infirmary.

FELLOWSHIP HALL me.
P. O. Box 6929 • Greensboro, N. C. 27405 • 919-621-3381

Located off U.S. Hvyy. No. 29 at Hicone Road Exit, 6V2 miles
north of downtown Greensboro, N.C. Convenient to I-85, I-40

U.S. 421, U.S. 220. and the Greensboro Regional Airport

Attractive, comfortable accommodations
are provided for both male and female

guests.

Fellowship Hall will arrange connections with commercial transportation.

394 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



...in the functional bowel/irritable bowel syndrome*

Bentyl*
(dicyclomine hydrochloride USP)
10 mg. capsules, 20 mg. tablets,

10 mg./5 ml. syrup, 10 mg./ml. injection

helps control abnormal motor activity

with minimal anticholinergic side effectsf"

Demonstrated smooth muscle relaxant activity.

In this double-blind study, twenty patients having G.l. series and exhibiting

spasm were randomly selected to receive either 2 cc. of Bentyl or sodium
chloride intramuscularly. Ten minutes after the injection another radiograph
was taken . .

.

. . . Bentyl produced definite relaxation in 8 of 10 patients. The sodium chloride

produced relaxation in only 3 of 10. No side effects occurred in either group of patients.

Pylorospasm has
almost totally blocked
passage of barium
meal.

Barium meal beginning

to pass 10 minutes
after intramuscular

injection of 20 mg. Bentyl.

“The correlation of spasm relief and drug given was excellent"

Reference:

King, J.C. and Starkman, N.M.: Evaluation of an antispasmodic.

Double-blind evaluation to control gastrointestinal spasms
occurring during radiographic examination. A preliminary report.

Western Med. 5:356-358, 1964.

Merrell

This drug has been classified "probably” effective in treating

functional bowel/irritable bowel syndrome.

tSee Warnings, Precautions and Adverse Reactions.

See following page for prescribing information.

••4420 (Y736A) MNR-804



Bentyr
(dicyclomine hydrochloride USP)

Capsules, Tablets, Syrup, Injection

AVAIU\BLE ONLY ON PRESCRIPTION

Brief Summary

INDICATIONS

Based on a review of this drug by the National Academy of

Sciences-Nafional Research Council and/or other informa-

tion, FDA has classified the following indications as "prob-

ably" effective:

For the treatment of functional bowel/irritable bowel

syndrome (irritable colon, spastic colon, mucous

colitis) and acute enterocolitis.

THESE FUNCTIONAL DISORDERS ARE OFTEN RE-

LIEVED BY VARYING COMBINATIONS OF SEDATIVE.

REASSURANCE. PHYSICIAN INTEREST, AMELIORA-

TION OF ENVIRONMENTAL FACTORS.

For use in the treatment of infant colic (syrup).

Final classification of the less-than-etfective indications

requires further Investigation.

CONTRAINDICATIONS: Obstructive uropathy (for example, bladder

neck obstruction due to prostatic hypertrophy); obstructive

disease of the gastrointestinal tract (as in achalasia, pyloro-

duodenal stenosis); paralytic Ileus, intestinal atony of the elderly

or debilitated patient; unstable cardiovascular status in acute

hemorrhage; severe ulcerative colitis; toxic megacolon compli-

cating ulcerative colitis; myasthenia gravis. WARNINGS: In the

presence of a high environmental temperature, heat prostration

can occur with drug use (fever and heat stroke due to decreased

sweating). Diarrhea may be an early symptom of incomplete

intestinal obstructron. especially in patients with ileostomy or

colostomy. In this instance treatment with this drug would be

inappropriate and possibly harmful. Bentyl may produce drowsi-

ness or blurred vision In this event, the patient should be warned

not to engage in activities requiring mental alertness such as

operating a motor vehicle or other machinery or perform hazard-

ous work while taking this drug. PRECAUTIONS: Although studies

have failed to demonstrate adverse effects of dicyclomine hydro-

chloride in glaucoma or in patients with prostatic hypertrophy, it

should be prescribed with caution in patients known to have or

suspected of having glaucoma or prostatic hypertrophy. Use with

caution in patients with: Autonomic neuropathy. Hepatic or renal

disease. Ulcerative colitis. Large doses may suppress intestinal

motility to the point of producing a paralytic ileus and the use of

this drug may precipitate or aggravate the serious complication of

toxic megacolon. Hyperthyroidism, coronary heart disease, con-

gestive heart failure, cardiac arrhythmias, and hypertension.

Hiatal hernia associated with reflux esophagitis since anticholin-

ergic drugs may aggravate this condition.

Do not rely on the use of the drug in the presence of complication of

biliary tract disease. Investigate any tachycardia before giving

anticholinergic (atropine-like) drugs since they may increase the

heart rate. With overdosage, a curare-like action may occur.

ADVERSE REACTIONS: Anticholinergics/antispasmodics produce

certain effects which may be physiologic or toxic depending upon

the individual patient's response. The physician must delineate

these. Adverse reactions may include xerostomia; urinary hesi-

tancy and retention; blurred vision and tachycardia; palpitations;

mydriasis; cycloplegia; increased ocular tension; loss of taste;

headache; nervousness; drowsiness; weakness; dizziness; insom-

nia; nausea; vomiting; impotence; suppression of lactation; con-

stipation; bloated feeling; severe allergic reaction or drug

idiosyncrasies including anaphylaxis; urticaria and other dermal

manifestations; some degree of mental confusion and/or excite-

ment. especially in elderly persons; and decreased sweating. With

the injectable form there may be a temporary sensation of

lightheadedness and occasionatly local irritation. DOSAGE AND
ADMINISTRATION: Dosage must be adjusted to individual patient’s

needs.

Usual Dosage: Bentyl 10 mg. capsule and syrup: Adults: 1 or 2

capsules or teaspoonfuls syrup three or four times daily. Children:

1 capsule or teaspoontui syrup three or four times daily. Infants: Vi

feaspoonful syrup three or four times daily. (May be diluted with

equal volume of water.) Bentyl 20 mg.: Adults: 1 tablet three or four

times daily. Bentyl Injection: Adults: 2 ml. (20 mg.) every (our to six

,
hours intramuscularly only. NOT FOR INTRAVENOUS USE. MAN-
AGEMENT OF OVERDOSE: The signs and symptoms of overdose are

headache, nausea, vomiting, blurred vision, dilated pupils, hot, dry

skin, dizziness, dryness of the mouth, difficulty in swallowing, CNS
stimulation. Treatment should consist of gastric lavage, emetics,

and activated charcoal. Barbiturates may be used either orally or

intramuscularly for sedation but they should not be used if Bentyl

with Phenobarbital has been ingested. M indicated, parenteral

cholinergic agents such as Urecholine* (bethanecol chloride USP)

should be used.

Product Information as of October. 1978.

Injectable dosage forms manufactured by CONNAUGHT LABORA-
TORIES, INC., Swiftwater, Pennsylvania 18370 or TAYLOR PHAR-
MACAL COMPANY, Decatur, Illinois 62525 for MERRELL-NATIONAL
LABORATORIES, Division of Richardson-Merrell Inc., Cincinnati,

Ohio .45215, U.S.A.
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Too Much Breathing

Causes Health Problems

Overbreathing is a common, often disabling and
frequently inadequately treated health problem, says

a report in the Nov. 3 issue of JAMA. Diagnosis
often is difficult, because the symptoms mimic those

of other ailments. Overbreathing can cause a multi-

tude of physical problems—fatigue, weakness, ex-

haustion, heart irregularities, dizziness, lightheaded-

ness, numbness in hands and feet, shortness of

breath, chest pain, dry mouth, yawning, stomach dis-

comforts, muscle pains and cramps, stiffness, ten-

sion, anxiety, insomnia and nightmares.

Sometimes there is a physical reason for over-

breathing, but most often there is no organic cause,

say Drs. Jose C. Missri and Sidney Alexander of

Boston. Sometimes the episode of hyperventilation

occurs in a visibly anxious person and is brought

on by stress. But sometimes patients appear out-

wardly calm. They aren’t aware they are overbreath-

ing and might even deny it if told. The doctor some-

times must have the patient deliberately hyperven-

tilate to bring on a physical discomfort to realize

what he or she is doing.

Acute or chronic anxiety likely is the cause in a

majority of hyperventilators. Hyperventilation is an

unconscious action on the part of the individual,

and can be quite difficult to stop. Most patients need

constant reminding by both family and physicians

of the cause of their problem. Weeks of constant

reinforcement may be required before these indi-

viduals finally accept that their severe discomforts

actually are caused by overbreathing.

Constant reassurance, encouragement and follow-

up visits are necessary. If these measures are fol-

lowed, treatment is usually effective.

How to Conquer Insomnia

Without Pills

Insomnia usually is temporary and doesn’t bother

us much, but when insomnia becomes chronic, the

sufferer is likely to turn to drugs and medical help.

Fifteen to 20 million Americans suffer chronically

from the tyranny of insomnia, says a report in the

Nov. 17 issue of JAMA.
Nonprescription medications, the first line of de-

fense, have little impact on sleep beyond placebo

effects. The antihistamines in them can actually

increase daytime drowsiness.

Twenty-seven million prescriptions for hypnotics

were written in 1976. These medications lead to de-

Merrell
MERRELL-NATIONAL LABORATORIES
Division ol Rictrardson- Merrell lr>c.

Ortcmnaii. Ohio 45215. USA.
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pendence, tolerance and escalating doses, and often

disrupt the sleep structure itself. Alcohol is a com-

mon remedy, but it has many hazards. Insonmia

has been implicated in the development of problem

drinking for many people. The doctor faces a diffi-

cult problem in helping the patient cope with insom-

nia without using sleeping pills, which offer only

temporary and limited solution.

Poor sleep often results from an inability to relax

physically and mentally at bedtime. Procedures such

as progressive relaxation, self-hypnosis, meditation

and biofeedback can help many individuals to re-

lax and fall asleep, or return to sleep after awaken-

ing in the middle of the night. Physical and mental

relaxation are skills that must be learned, and it takes

time and effort to master them. But, once they are

learned and practiced, they can have lasting impact

on disturbed sleep and other stress-related features

of a patient’s life.

Poor sleep habits may be involved. Some people

sleep late in the morning or take naps whenever

fatigued. This can interfere with establishing regu-

lar patterns. Others watch late television news or

have heated discussions in the bedroom right at bed-

time. One expert advises: Don’t go to bed until you

are sleepy, and do nothing in the bedroom except

sleep and sex.

Doctors Still Facing Dilemma

Regarding Tonsillectomies

Three quarters of a million young Americans are

subjected each year to removal of tonsils and ade-

noids at a cost approaching $1 billion, and untold

cost in pain, suffering and emotional shock, says a

commentary on the subject in the Oct. 27 issue of

JAMA. Some experts think much of this is unneces-

sary, but there are zealots on both sides of the issue.

Those who consider themselves purists would per-

mit tonsillectomy or adenotonsillectomy only in ex-

treme cases, such as cancer, airway obstruction or

digestive tract obstruction. If these criteria were

accepted and enforced the number of procedures

performed annually would be less than 1% of the

current rate.

At the other end of the spectrum are those phy-

sicians who are convinced the surgery is effective in

curing and preventing recurrent sore throats.

The bulk of physicians take a stand somewhere
between these two positions, and, as is the case with

most issues, wonder why the academicians cannot

resolve the issue to everyone’s satisfaction. Mean-
while, the public, the press, and the government

watch with varying degrees of bewilderment, sus-

picion, and impatience at the profession’s impotence

in the face of such a clear-cut need to come up with

a definitive answer.

A panel of blue ribbon experts convened at the

National Institutes of Health last summer to attempt

to agree on how to conduct a scientific study of

T&As. The panel agreed only that the issue should

be studied but took no position on how the trials

should be conducted.

In its health education pamphlet on tonsils and
adenoids, the AMA points out that T&A is among
the safest surgical operations performed. But, like

all surgery, it involves some risk and more than 100
deaths occur each year from complications. A T&A
“provides no guarantee against future colds and sore

throats,” it says.

Coronary Bypass Operation

Costs an Average of $10,930
The coronary bypass operation is being used

with increasing frequency in the 1970s for patients

with disease and damage in the coronary arteries.

Relative benefits of this procedure—length and qual-

ity of life and working status—are still being de-

bated. But there is no debate on a major aspect of

coronary bypass surgery: it is expensive.

In the Nov. 17 issue of JAMA a group of Ten-

nessee doctors report on a study of the financial rec-

ords of 200 patients having coronary bypass sur-

gery in the first three months of 1976 in St. Thomas
Hospital, Nashville. The total average hospital and
physican cost was $10,930.

The average hospital bill was $7,690 and aver-

age length of stay was 18 days. The highest bill was
$28,300 (79 days) and the lowest was $5,550 (11

days). Average total physician charge to the patient

was $4,240. Two thirds of this went to the surgeons,

with the remainder being the charges of anesthesiol-

ogists, cardiologists, radiologists and pathologists.

William S. Stoney, M.D., and colleagues conclude,

“This report has reviewed only the hospital and phy-

sician costs of coronary bypass for the period im-

mediately before and after the operative procedure.

The overall social cost to the patient and to the

patient’s family, employer and community must also

eventually be considered before a true total cost-

benefit ratio can be computed for this procedure.”

Horse Riders Urged

To Wear Safety Helmets

Tired of jogging for your health? Get a horse.

There are more than 10 million horses in the

United States, and as many as 82 million Americans

will ride a horse at least once during the year.

Some of those riders will be thrown off. They will

be stepped on or rolled on by their mount. They will

get kicked by a flailing hoof, slashed by rope bums,

bitten, or lashed by low-hanging tree limbs.

In a study of 110 injured equestrians brought to

the emergency room of the University of Virginia

Medical Center there was little pattern as to age,

sex or experience of the amateur riders and injury

occurrence. The most common injury was a bump
on the head, almost all of which could be avoided

or lessened by wearing helmets, but fewer than 20%
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of the riders used protective headgear. Second most

common injury was a sharp blow to the stomach,

with internal injuries. For those who were treated

and sent home, broken arms and wrists were the

most common injury.

In addition to wearing of helmets, it is recom-

mended that tack—saddle, stirrups, bridle—be

checked carefully and frequently. Some injuries are

caused by failure of a strap or cinch.

Physicians Puzzled Over

Demand for Home Deliveries

Most physicians are puzzled over the trend in

recent years among certain social groups to demand
that their babies be born at home rather than in the

hospital.

Warren H. Pearse, M.D., executive director of the

American College of Obstetricians and Gynecolo-

gists, writes that if the mothers are screened care-

fully, not too many additional babies will die, but

some mothers will have to be rushed through an

emergency room to the care of physicians who have

never seen the patient. Since only one mother in

8,000 now dies in childbirth in the United States,

these mothers and most of their babies will be res-

cued. “What baffles me is why this is considered by

some to be a great leap forward in birth care,” he

writes. Statistics have indicated a two to five times

higher fetal or newborn death rate for out-of-hospital

delivery.

“In the category of deliberately elected out-of-

hospital delivery, results reported to national meet-

ings and in case reports range from worrisome to

disastrous.” One study found that, even after screen-

ing out the higher risk expectant mothers, 12% of

those electing home birth had to be rushed to a

hospital during labor or immediately after delivery.

Against the supposed benefits of home surroundings

—non-interference, and the presence of fathers,

family and friends at birth—the risks of problem
deliveries must be weighed. Until the 1920s, the

great majority of babies born in the United States

were bom at home. About 1940 hospital deliveries

passed the 50% mark, and for the past 20 years,

more than 98% of deliveries have been in hospitals.

The greatly expanded information about maternal

and fetal physiology together with new technology

leads not only to major decreases in maternal mor-
tality but also to major improvement in infant sur-

vival.

Americans Are Changing

To Better Health Habits

Americans can be persuaded to change habits that

are injurious to their health, and in fact many al-

ready are doing so on the urging of their doctors. A
majority of physicians responding to a survey of

physicians taken by the American Medical Associa-
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tion—56.6%—where fairly optimistic that with

proper instruction the average adult will adopt a

healthier lifestyle. More than half the doctors re-

ported that patients do make major changes in their

lifestyle on their doctors’ advice. Just how perma-

nent are these changes is something else. Almost half

of those polled said the changes usually are tem-

porary and only a third say they are long lasting.

Doctors said they are successful or moderately so in

encouraging patients to take medications, exercise

more, lose weight and drink less. They termed them-

selves least successful in persuading patients to re-

duce stress in their lives and to stop smoking.

Most doctors agreed that the medical profession

has responsibility for health education of their pa-

tients. Most said they take at least a little time to

provide health information. But some pointed out

that it is extremely time-consuming, and that cur-

rently there is no efficient way to get the job done
in the doctor’s office.

The main theme running through physicians’ com-
ments was that, in the last analysis, it’s up to the

patient whether he or she will change established life

patterns for health’s sake. It’s a matter of personal

motivation, doctors said, and some patients can’t be
motivated.

Schoolboy Wrestler Suffers

From Too Rapid Weight Loss

Sports medicine experts have long been aware of

potential health hazards to the schoolboy boxer or

wrestler who must “make the weight” for a match
by losing pounds rapidly. The contestant who has

grown several pounds above his weight class must
either lose the extra weight or compete in the next

higher class with athletes who may be considerably

larger.

Sweating is the most prevalent means, and food

and fluid restriction are used. Diuretics to rid the

body of fluids by excessive urination also are utilized.

Several important changes occur in the body. There
is a decrease in muscle strength, plasma volume,
heart output, blood flow through the kidneys and
other body functions. The athlete may suffer fever,

nausea, and weakness, and most likely will not per-

form at his maximum capability. Usually the physi-

cal damage is not permanent and body strength is

restored with the regaining of the pouncis, but some-
times there are more serious, even life-threatening,

hazards.

Philip H. Croyle, M.D., of St. Joseph Hospital,

Denver, reports on a 16-year-old high school wrestler

who suffered a massive blood clot in the lung as a re-

sult of excessive rapid weight loss. Bypass chest sur-

gery saved his life. The athlete, who weighed 109
pounds, underwent rapid dehydration twice in one
week, losing a total of 13 pounds, or 12% of his en-

tire body weight. This brought on a condition in

which a minor bruise suffered during the wrestling

bout triggered a sizeable blood clot which blocked a
lung. Postoperative recovery was smooth and the

wrestler was well 18 months later.
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HOW MUCH OF YOUR TIME CAN
YOU CALL YOUR OWN?
Modern medical practice has become a complex and time-con-

suming operation. Too often the physician sacrifices leisure time and
family responsibilities to his professional duties.

If you’re earning more but enjoying it less: if you’ve considered an

alternative to the rigors of your practice, Air Force medicine may be

the answer.

Our health care system is among the finest in the world. Our physi-

cians serve in modern, well-equipped hospitals and clinics with com-
petent and well-trained staffs. Air Force personnel handle paperwork
and administrative tasks, allowing maximum time for patient care by

each physician.

To attract quality physicians, the Air Force has assembled an ex-

cellent package of compensation and entitlements. These include 30
days of paid vacation each year, an opportunity to seek specialization

at Air Force expense, and full medical and dental care without loss of

pay during treatment.

We would like to provide more information about Air Force

medicine. Contact the Health Professions Recruiting Office,

110 21st Ave., S. Nashville, TN 37203 or call collect (615)

251-5461/5530. We’ll answer your questions promptly and without

obligation.

AIR FORCE. HEALTH CARE AT ITS BEST.



OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Outstanding multi-hospital emergency physician

group has excellent opportunities available for

full-time, career-oriented emergency physicians

in Morristown, Bristol, and Hendersonville, Ten-

nessee, Must be willing to live within daily com-

muting distance.

FEE-FOR-SERVICE compensation. Averages $30-

$40 per hour. Physician remuneration increases

with department growth and complexity of pa-

tient disease processes. Malpractice coverage

via a group policy. We are interested in people

who enjoy working while receiving fair compen-

sation. Physicians who assume responsibility for

the diagnosis and treatment of seriously ill or

injured patients should be compensated accord-

ingly. Considerable attention paid to INDIVIDUAL

scheduling desires and continuing medical edu-

cation. Large central emergency medicine library

at your disposal.

We invite you to call or write to John D. Stein,

Assistant Administrator, 897 MacArthur Blvd.,

San Leandro, CA 94577, phone (415) 638-3979.

INTERNIST OR PRIMARY CARE
PHYSICIAN

VA Outpatient Clinic, Chattanooga, TN. Duties

principally clinical. Salary in $35,000 range (plus

bonus) depending on qualifications. Great oppor-

tunity for an individual for whom the rigors of

private practice are no longer necessary. Civil

Service benefits of retirement, leave, life insur-

ance, health insurance, malpractice protection.

Interested candidates contact the Chief of Medi-
cine, VA Medical Center, Nashville, TN 37203.
Phone: (615) 327-4751, Ext. 565.

AN EQUAL OPPORTUNITY EMPLOYER.

EMERGENCY PHYSICIANS
NEEDED

immediate openings in Kentucky, Tennessee, and

Georgia: Excellent hospitals, medical staffs with

established growing corporation. Competitive sal-

ary, liberal fringe benefits, profit sharing plan,

etc. Corporate responsibility commensurate with

your ability. Send curriculum vitae to Emergency

Medical Associates, P.O. Box 2538, Chattanooga,

TN 37407 or call Larry Stone, M.D. (615) 886-

5198.

Physician: Concentrate on a

practice that concentrates

on medicine.
You don’t have to be a lawyer to be a

physician in the Army. Army physicians
concentrate on medicine, not business ad-

ministration. Army physicians are full-time

physicians, supported by commissioned
officer nurses aided by skilled medical
corpsmen. Therefore, Army medicine re-

quires America’s best physicians.

As an Army officer, you receive sub-
stantial compensation, extensive annual
paid vacation, a remarkable retirement
plan, and the freedom to practice without
endless insurance forms, malpractice pre-

miums, and cash flow worries. Everything
is calculated to make it as easy as pos-

sible for you to be a good physician. If

that is what you want to be, join the physi-

cians who have joined the Army.

Army Medicine:
The practice that's practically

all medicine.
Call Collect/Person to Person

CPT Jesse Johnson
(901) 725-4445

An Equal Opportunity Employer

National Health

Service Corps
* Excellent Starting Salary

* Malpractice Coverage

* Loan Repayment

* Generous Paid Vacations

* Educational/ Health Benefits

The NATIONAL HEALTH SERVICE CORPS
is a United States Public Health Service
program established in 1970 to bring health

care to areas of the country with health

manpower shortages.

There are a number of communities through-
out Tennessee currently seeking physicians
through our program.

If you are interested in becoming a part of

an exciting growing health care endeavor,
please contact:

Jack Egan, Tennessee Coordinator

National Health Service Corps
P.O. Box 2213, Atlanta, Georgia 30301

1 (800) 241-4714 and (404) 221-4153
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Overdueaccounts
tyingknots inyourcashflow?

Overdue
accounts can
sap a firm’s

productive
momentum. Stunt its

growth. And if overdue
accounts become chronic,

they can even be fatai.

South Centrai Beii has a proven
way to heip coliect from siow paying
customers. It’s Phone Power. A method
so pragmatic and persuasive thatyou’ii

be abie to make coilections without turning
off future business. A firm, but flexible

approach that helps keep customers current while
actually improving business relations.

We caSi it Phone Power because it’s really a complete series of long
distance programs, designed to improve the profit picture in your business.
Besides collecting overdue accounts. Phone Power can teach your people
how to qualify sales prospects more efficiently, increase profitability of

marginal accounts, open new accounts and introduce new products.
And what’s the fee for these valuable lessons? Not an extra cent. Phone

Power is a proven long distance strategy. And it’s working right now for a wide
variety of businesses—big and small —throughout the country.

But it’s just one ofmany “problem solving” strategies available from South
Central Bell Account Executives.Whether the solution to your business
problem is improved voice communication, data communication, or a complex
mix of both, we take total responsibility for the design, supply, installation,

maintenance, and repair of your system.
For more information, just call South Central Bell and ask for a “problem

solving” Account Executive.

The system is the solution.

South Central Bell



jouinol of Ihe

lenne/zee
medicol o//ocioUon

OWNED AND PUBLISHED BY THE ASSOCIATION

VOLUME 72. NO. 6

JUNE. 1979

Abstract of the Proceedings of the House of Delegates

Of the Tennessee Medical Association

Memphis, Tennessee—April 4-7, 1979

Call to Order

The 144th Annual Meeting of the Tennessee

Medical Association was conducted in Memphis,

Tennessee, April 4-7, 1979, with headquarters in

the Airport Hilton Inn. The House of Delegates

met initially at 3:00 P.M., April 4, 1979, with

Dr. Allen S. Edmonson, Memphis, presiding as

Speaker of the House and Dr. Charles E. Allen,

Johnson City, as Vice Speaker.

Invocation

At the opening session. Dr. John H. Burkhart,

Knoxville, gave the invocation: “God of our

fathers, of our own lives, and of our children, we
thank you for the beauty and inspiration of all

around us through which we may comprehend
you, appreciate you, and worship you. We thank

you for your presence in all of our affairs, for

your concern in our activities, for your ultimate

control over our destinies.

“As we come together once again to represent

a profession, established, we beUeve, by a high

and noble call to serve, may we and those who
share with us in this endeavor be blessed by your

approval. Wherein we have your favor, inspire us

to continue; wherein we deviate from what you
would have us be and do, restrain us, correct us,

instruct us. As laborers in the service of the

Supreme Physician, if our actions and efforts are

not in your behalf and to your satisfaction, they

are truly without redeeming value.

“As we meet here today, bless us all. Amen.”

Report of the Committee on Credentials

Dr. Rufus E. Craven, Memphis, chairman of

the Committee on Credentials, reported that there

was a quorum present. The Speaker declared the

House was in session.

1978 Minutes Approved

The Speaker announced that an abstract of the

minutes of the last regular session of the House of

Delegates was reproduced in the June, 1978 issue

of the Journal of the Tennessee Medical Associa-

tion. It was moved and seconded that the ab-

stracted minutes of the 1978 session of the House

of Delegates be approved as published in the

June, 1978 issue of the Journal. The motion was

adopted.

Reference Committees

The speaker announced the personnel of the

reference committees to consider reports, resolu-

tions, amendments, and all matters requiring ac-

tion by the House of Delegates.

REFERENCE COMMITTEE ON
CREDENTIALS

Rufus E. Craven, M.D., Chairman, Memphis
Clarence E. Goulding, Jr., M.D., Johnson City

Kent Kyger, M.D., Nashville

REFERENCE COMMITTEE ON
AMENDMENTS TO THE CONSTITUTION
AND BY-LAWS

John H. Burkhart, M.D., Chairman, Knoxville

T. L. Pedigo, M.D., McMinnville

Eugene R. Nobles, Jr., M.D., Memphis
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REFERENCE COMMITTEE A

Oscar M. McCallum, M.D., Chairman, Henderson

Hays Mitchell, M.D., Cleveland

Joseph L. Willoughby, M.D., Franklin

REFERENCE COMMITTEE B

Albert J, Grobmyer, III, M.D., Chairman, Mem-
phis

Benjamin F. Byrd, Jr., M.D., Nashville

William C. Patton, M.D., Chattanooga

REFERENCE COMMITTEE C

James W. Shore, M.D., Chairman, Martin

Jack Butterworth, M.D., Bristol

James E. Hampton, M.D., Clarksville

REFERENCE COMMITTEE D

John T. Purvis, M.D., Chairman, Knoxville

John O. Williams, M.D., Mt. Pleasant

Earle L. Wrenn, Jr,, M.D., Memphis

REFERENCE COMMITTEE ON
OUTSTANDING PHYSICIAN OF THE
YEAR AWARD

J. Kelley Avery, M.D., Chairman, Union City

C. Gordon Peerman, Jr., M.D., Nashville

David H. Turner, M.D., Chattanooga

Nominating Committee

As required in the By-Laws, the Board of

Trustees, in its January meeting, appointed a

Nominating Committee with representatives from

each of the three grand divisions of the state. The

Speaker announced the personnel of the commit-

tee.

MIDDLE TENNESSEE

James C. Bradshaw, M.D., Lebanon

Malcolm R. Lewis, M.D., Nashville

Clarence R. Sanders, M.D., Gallatin

EAST TENNESSEE

John H. Burkhart, M.D., Knoxville

Nat E. Hyder, Jr., M.D., Johnson City

David H. Turner, M.D., Chattanooga

WEST TENNESSEE

Thomas K. Ballard, M.D., Jackson

Arden J. Butler, Jr., M.D., Ripley

John B. Dorian, M.D., Memphis

424

ELECTION BY

HOUSE OF DELEGATES

APRIL 7, 1979

Newly elected President-Elect George

A. Zirkle, Jr., M.D., Knoxville

The report of the Nominating Committee was

presented in the second session of the House of

Delegates on Saturday, April 7, 1979. Nominees

submitted by the cemmittee were voted upon in-

dividually, and in each instance, the Speaker

called for additional nominations from the floor.

The following were elected

:

President-Elect—George A. Zirkle, Jr., M.D.,

Knoxville

Speaker—House of Delegates—Allen S. Edmon-

son, M.D., Memphis

Vice Speaker—House of Delegates—Charles E.

Allen, M.D., Johnson City

Vice President (East Tennessee)—Robert L.

Allen, M.D., Cleveland

Vice President (Middle Tennessee)—B. J. Smith,

M.D., Dickson

Vice President (West Tennessee)—James T.

Craig, Jr., M.D., Jackson

AMA Delegate (West Tennessee)—A. Roy Tyrer,

Jr., M.D., Memphis (January 1, 1980-Decem-

ber 31, 1981)
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AMA Alternate Delegate (West Tennessee)

—

Hamel B. Eason, M.D., Memphis (January 1,

1980-December 31, 1981)

AMA Delegate (Middle Tennessee)—Morse

Kochtitzky, M.D., Nashville (January 1, 1980-

December 31, 1981)

AMA Alternate Delegate (Middle Tennessee)

—

Charles B. Thorne, M.D., Nashville (January

1, 1980-December 31, 1981)

AMA Delegate (East Tennessee)—David H.

Turner, M.D., Chattanooga (Filling the un-

expired term of Dr. John H. Burkhart through

December 31, 1980)

AMA Alternate Delegate (East Tennessee)

—

William O. Miller, M.D., Knoxville (Filling un-

expired term of Dr. David H. Turner through

December 31, 1980)

TRUSTEES

Middle Tennessee:

James C. Bradshaw, Jr., M.D., Lebanon (1982)

West Tennessee:

C. Eugene Jabbour, M.D., Memphis (1981)
(Filling unexpired term of Dr. Tinnin Martin,

Jr., deceased)

COUNCILORS

Second District—John R. Nelson, M.D., Knox-
ville (1981)

Fourth District—Thurman L. Pedigo, M.D., Mc-
Minnville (1981)

Sixth District—Charles M. Hamilton, M.D.,

Nashville (1981)

Eighth District—Charles W. White, M.D., Lex-

ington (1981)

Tenth District—Daniel J. Scott, Jr., M.D., Mem-
phis (1981)

Nominees for the Public Health Council: (Three

from Middle Tennessee, one of whom will sub-

sequently be appointed by the governor.)

Lloyd T. Brown, M.D., Gallatin

Kirkland W. Todd, Jr., M.D., Nashville

Thomas B. Zerfoss, Jr., M.D., Nashville

THE ABOVE WERE ELECTED BY THE
HOUSE OF DELEGATES

AMENDMENTS TO THE

CONSTITUTION AND BY-LAWS

The Speaker reported that there were no

amendments to the Constitution lying on the table

to be considered at this session by the House.

The proposed amendments to the By-Laws

and Constitution are shown below, with pro-

posed new language shown in boldface type

and material to be deleted shown in italics

and enclosed in brackets.

AMENDMENT TO THE CONSTITUTION

CA—NO. 1-79

This amendment was introduced to abolish the

office of Vice President of TMA by amending

Article VIII, Sections 1 and 4 of the Constitution

of the Tennessee Medical Association as follows:

Section 1 . The officers of the Association shall

be a President, President-Elect, [a Vice President

for each of the three grand divisions of the state]

the elected Trustees, the Councilors, a Speaker of

the House of Delegates, and a Vice Speaker of

the House of Delegates.

Sec. 4. The President-Elect, [the three Vice

Presidents,] the Speaker and the Vice Speaker of

the House of Delegates, shall be elected annually

for one year. The Speaker and the Vice Speaker

of the House shall hold office for not more than

four consecutive years. The President-Elect shall

assume office as President at the expiration of the

term of the President.

and by amending Article IX, Section 4 of the

Constitution as follows

:

Sec. 4. In the event of a vacancy by death or

resignation of any member of the Board of Trus-

tees, the remaining Board members shall name an

appointee to serve until the next regular meeting

of the House of Delegates [between the Annual

Meetings of the Association, the Vice President

for that division of the state in which the vacancy

occurs, shall serve as a member of the Board of

Trustees until the next annual meeting.] In the
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event of a vacancy as the result of the resignation

of one of the members of the Board of Trustees

during the Annual Meeting, the Nominating Com-
mittee shall report its selection of a nominee for

election by the House of Delegates to fill the un-

expired term of the member who has resigned

from the Board of Trustees.

REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS

—

recommended non-adoption of CA—
No. 1-79 with the request that the Board of Trus-

tees investigate the responsibilities of the office of

Vice President to more effectively utilize the indi-

viduals elected to this position.

ACTION: NOT ADOPTED

AMENDMENTS TO THE BY-LAWS

BA—NO. 1-79

This amendment was introduced as a co-

amendment to CA—No. 1-79 to abolish the office

of Vice President of TMA and to remove any
references to this office as stated in the By-Laws.
Amend Chapter II, Section 3 of the By-Laws of

the Tennessee Medical Association as follows:

Sec. 3. If for any valid reason an Annual
Meeting cannot be held on the date as named, the

President, [the three Vice Presidents,'] the Secre-

tary-Treasurer and the Board of Trustees may fix

another date provided the secretaries of compo-
nent societies are notified as far in advance of the

changed date as possible by the Executive Direc-

tor of the Association and, if time permits, each
member shall be notified by a personal communi-
cation mailed to his address.

Amend Chapter III, Section 1 of the By-Laws
of the Tennessee Medical Association as follows:

Section 1. The General Meeting shall include

all registered Active Members, Associate Mem-
bers, Veteran Members, Intern and Resident

Members, Student Members, Honorary Members
and guests, all of whom shall have equal rights to

participate in the proceedings and discussions.

Each General Meeting shall be presided over by
the President, or, in his absence or disability, or

by his request, by the President-Elect [one of the

Vice Presidents]. Before it, at such time and
place as may have been arranged, shall be de-

livered the annual Address of the President and
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the annual orations; and the entire time of the

meeting, so far as possible, shall be devoted to

papers and discussions, clinics, and demonstra-

tions, relating to scientific medicine.

Amend Chapter VI, Section 2 of the By-Laws

of the Tennessee Medical Association as follows:

Sec. 2. [The Vice Presidents shall assist the

President in the discharge of his duties, as re-

quested by the President.]

Sections 3 through 7. Renumber 2 through 6.

REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS

—

considered this amendment at the same

time as CA—No. 1-79 and also recommended

non-adoption of this amendment with the request

that the Board of Trustees investigate the respon-

sibilities of this office whereby these individuals

might be utilized more effectively.

ACTION: NOT ADOPTED

BA—NO. 2-79

Amend Chapter III, Section 8 of the By-Laws

of the Tennessee Medical Association as follows:

Sec. 8. A physician [living on or near a county

line] may hold his membership in that county

most convenient for him to attend, on permission

of the society in whose jurisdiction he [resides,]

principally practices, and with consent of the

Councilor of that area.

REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS

—

recommended adoption of BA—No.

2-79.

ACTION: ADOPTED

BA—NO. 3-79

Amend Chapter VIII, Section 10 of the By-

Laws of the Tennessee Medical Association as

follows:

Sec. 10. The Committee on Legislation shall

consist of one member from each congressional

district of the state. The Board will appoint the

chairman of the Committee. The Editor will be

ex-officio, a member of the Committee. The Com-
mittee shall be organized with three members to
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be named for three years, three for two years and

three for one year. Thereafter, members of the

Committee shall be named for a term of three

years each. In addition, the chairmen of the

Legislative Committees in the four metropolitan

component societies shall serve automatically as

members on a year-to-year basis. In the work of

the Committee, if it is found that additional mem-
bers are necessary in the conduct of the Commit-

tee’s business, the Committee may request the

Board of Trustees for additional appointments to

serve one year terms. Under the direction of the

House of Delegates, it shall represent the Asso-

ciation in securing and enforcing legislation in the

interest of the public health and of scientific

medicine. It shall keep in touch with professional

and public opinion, shall endeavor to shape legis-

lation so as to secure the best results for the

whole people, and shall utilize every organized in-

fluence of the profession to promote the general

influence in local, state and national affairs. Its

work shall be done with the dignity becoming a

great profession, and with that wisdom which

shall make effective its power and influence. It

shall have authority to be heard before the entire

Association upon questions of great concern at

such times as may be arranged during the Annual

Meeting.

REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS—recommended non-adoption of BA—
No. 3-79.

ACTION: NOT ADOPTED

BA—NO. 4-79

Amend Chapter VIII, Sections 5, 19, 20 and

21 of the By-Laws of the Tennessee Medical

Association as follows:

Sec. 5. Division on Communications and Pub-

lic Service—The committees of this Division

shall engage in such activities as may result in a

proper evaluation by the medical profession of its

obligation to the public.

The Division shall consist of the following

committees: Communications and Public Service

Committee, Rural Health Committee, Advisory

Committee to the Tennessee Medical Association

Auxiliary, Committee on Health Project Contest,

[Interprofessional Liaison Committee,'] Committee
on Youth and Education, Committee on Medicine

and Religion, and other appropriate committees

and subcommittees that may be established.

Sec. 19. [The Interprofessional Liaison Com-
mittee—The Committee shall consist of not more
than nine members to be appointed by the Board

of Trustees, the members to serve terms of three

years each.]

[The Committee shall continually seek to find

the best methods of maintaining on the highest

and most satisfactory levels physicians' profes-

sional relations with attorneys, dentists, phar-

macists, nurses, pharmaceutical manufacturers,

veterinarians, nursing homes, and all other pro-

fessional groups with which the practice of medi-

cine comes into contact.]

Sections 20 and 21. Renumber 19 and 20.

(Editorially delete Interprofessional Liaison

Committee from Index and Chart of Organiza-

tional Structure.

)

REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS

—

recommended non-adoption of BA—
No. 4-79.

ACTION: NOT ADOPTED

RESOLUTIONS

The reference committees have the option of

recommending a resolution for adoption or rejec-

tion, for adoption as amended or substituted for

referral, or for no action. The resolutions that

follow are in the form in which they were

adopted, not adopted, or referred by the House of

Delegates.

RESOLUTION NO. 1-79

Expansion of Primary Care Clinics

By: Hays Mitchell, M.D.

For the Bradley County Medical Society

WHEREAS, The Tennessee Medical Associa-

tion has viewed with alarm the indiscriminate ex-

pansion of Public Health Department “primary

care clinics” (from 60 in April, 1977 to 113 in

April, 1978) at an ever-increasing rate; and

WHEREAS, The vast majority of these clinics

involve the practice of medicine by nurse practi-

tioners without “on-site” physician supervision.
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resulting in poor quality medical care; and

WHEREAS, These clinics are being established

in many areas where sufficient private physicians

already exist; and

WHEREAS, The constant expansion of these

clinics in provider scarce areas is adversely affect-

ing recruitment of new private physicians. Now,

therefore be it

RESOLVED, That the Tennessee Medical As-

sociation is opposed to the ever-increasing in-

volvement of the Public Health Department in

the practice of medicine with physician surrogates

(i.e., nurse practitioners); and be it further

RESOLVED, That the Tennessee Medical As-

sociation oppose the philosophy of the practice of

medicine by the state government utilizing public

health primary care clinics; and be it further

RESOLVED, That a copy of this resolution be

sent to the governor, all members of the State

Legislature, the public health council, commis-

sioner of public health, and the primary health

care advisory board.

REFERENCE COMMITTEE A

—

recommended

adoption of Resolution No. 1-79.

ACTION: ADOPTED

RESOLUTION NO. 2-79

TMA Membership in Component Societies

By: George W. Holcomb, Jr., M.D., Chairman

For the TMA Board of Trustees

WHEREAS, Forty-eight component medical

societies have been chartered by this Associa-

tion’s House of Delegates; and

WHEREAS, Component medical societies are

charged with carrying out the letter and spirit of

the Constitution and By-Laws of this Association;

and

WHEREAS, A recurring problem exists of

members of local component medical societies not

joining the state association. Now, therefore be it

RESOLVED, That the House of Delegates

affirms that physician members of the local medi-

cal societies shall also be members of the Ten-

nessee Medical Association; and be it further

RESOLVED, That component medical socie-

ties who continue to disregard the letter or spirit

of the Constitution and By-Laws of the Tennessee

Medical Association be investigated by the Judi-

cial Council; and be it further

RESOLVED, That the Judicial Council report

to this House of Delegates annually any society

found in violation of this policy; and be it further

RESOLVED, That all county medical societies

be notified of this action immediately and encour-

aged to comply in order that their charter not be

subject to revocation.

REFERENCE COMMITTEE C

—

recommended
adoption of Resolution No. 2-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 3-79

Equitable Risk Classifications in Medical

Liability Premiums

By: C. C. Woodcock, Jr., M.D.

For the Tennessee Society of

Internal Medicine

WHEREAS, The risk of medical malpractice

action to any particular category of physicians is

variable and dynamic, requiring frequent study

and updating of loss experience data; and

WHEREAS, There is general agreement that

medical liability insurance premiums should re-

flect the actual cost and risk of providing insur-

ance to any particular category or group. Now,
therefore be it

RESOLVED, That the Tennessee Medical As-
sociation supports the concept that premium
schedules for medical liability insurance should be
based on the actual cost and risk of providing

that insurance to each individual group or cate-

gory.

REFERENCE COMMITTEE C

—

recommended
adoption of Resolution No. 3-79.

ACTION: ADOPTED

RESOLUTION NO. 4-79

Primary Health Care Clinics in Tennessee

By: James R. Royal, M.D.

For the Chattanooga-Hamilton County
Medical Society

WHEREAS, The physicians of Tennessee are

dedicated to providing the very best health care

to the people of Tennessee; and

WHEREAS, The members of the Tennessee

Medical Association are qualified by training,

experience and continuing education to be the

best available source of primary health care; and

WHEREAS, For the purpose of safeguarding
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and improving the health care of the citizens of

Tennessee and for the maximal utilization of the

skills of the physicians. Now, therefore be it

RESOLVED, That there be no further change

in the laws broadening the authorization of pre-

scribing drugs; and be it further

RESOLVED, That there be no further dilution

of medical practice by legislation in lieu of educa-

tion; and be it further

RESOLVED, That there be no authorizing of

or prescribing of drugs by physician’s assistants,

nurse practitioners, or other paramedical person-

nel without the direct on-site supervision by a

licensed physician with the exception of emer-

gency medical technicians advanced; and be it

further

RESOLVED, That no public or government

funds be paid to individuals or organizations pro-

viding services under government health care pro-

grams unless a licensed physician in Tennessee

prescribes these services; and be it further

RESOLVED, That a copy of this resolution be

sent to the governor of the state of Tennessee, to

the commissioner of public health for the state

of Tennessee, to the members of the Tennessee

General Assembly, to the Board of Trustees of

the Tennessee Medical Association, and to the

TMA-TNA Joint Practice Committee,

REFERENCE COMMITTEE A

—

recommended
adoption of Resolution No. 4-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 5-79

Unified Membership

By: James R. Royal, M.D.

For the Chattanooga-Hamilton County
Medical Society

WHEREAS, The medical profession is a re-

spected and honored profession; and

WHEREAS, The members of this profession

have recognized for many years that the forma-

tion of associations has benefited the profession

by helping to improve medical care through com-
munication and education of the members; and
WHEREAS, The Tennessee Medical Associa-

tion and its local constituent societies have greatly

increased their activities due to increased respon-

sibilities; and

WHEREAS, The American Medical Associa-

tion is the only national organization that has the

facilities and ability to speak for all of the medical

profession on a national level; and

WHEREAS, The medical profession is being

viciously attacked more and more frequently at

the local, state, and national level by government

officials, unions, and other organizations in an

orchestrated fashion; and

WHEREAS, The medical profession must re-

main strong and independent of government con-

trol. Now, therefore be it

RESOLVED, That the physicians of Tennessee

recognize that unity increases strength, and there-

fore strongly urges unified membership for all its

members in local societies, the Tennessee Medical

Association and American Medical Association.

REFERENCE COMMITTEE C

—

recommended
adoption of Resolution No. 5-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 6-79

LWC-7 (Workmen’s Compensation-Physician’s

Report Form)

By: T. L. Pedigo, M.D.

For the Warren County Medical Society

WHEREAS, A multiplicity of insurance forms

result in increased cost of medical care; and

WHEREAS, The American Medical Associa-

tion and the Health Insurance Council have de-

veloped a Universal Health Insurance Claim

Form; and

WHEREAS, All major third party carriers with

the exception of the Department of Labor now
accept this Universal Health Insurance Claim

Form; and

WHEREAS, The Universal Health Insurance

Claim Form, plus information submitted by the

employer, supply all the information required

by the Department of Labor; and

WHEREAS, Insurance companies underwrit-

ing workmen’s compensation insurance have indi-

cated a willingness to accept the Universal Health

Insurance Claim Form for workmen’s compensa-

tion reimbursement. Now, therefore be it

RESOLVED, That the Warren County Medical

Society has endorsed the use of the Universal

Health Insurance Claim Form in submitting work-

men’s compensation claims; and be it further

RESOLVED, That the Tennessee Medical As-

sociation endorse the use of the Universal Health

Insurance Claim Form in submitting workmen’s

compensation claims; and be it further

RESOLVED, That a copy of this resolution
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be forwarded to the Department of Labor and

to the office of the governor of the state of Ten-

nessee; and be it further

RESOLVED, That the Tennessee delegation

to the American Medical Association introduce a

similar resolution in the AMA House of Dele-

gates at its next meeting.

REFERENCE COMMITTEE C—recommended

adoption of Resolution No. 6-79.

ACTION: ADOPTED

RESOLUTION NO. 7-79

Current Definition of Death

By: McCarthy DeMere, M.D.

For the Memphis and Shelby County
Medical Society

WHEREAS, It is to the well-being of the pub-

lic to cease all artificial life supports, respiratory

and circulatory, after a human body is dead; and

WHEREAS, It is currently medically estab-

lished that irreversible cessation of total brain

function is determinative of death; and

WHEREAS, In the current technology of organ

transplants, it is vital that the donor’s gift be in

the best cellular condition. Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation recommend to the American Medical

Association a current definition of death as fol-

lows:

For all legal purposes, a human body with

irreversible cessation of total brain function,

according to usual and customary standards

of medical practice, shall be considered dead.

REFERENCE COMMITTEE B

—

recommended

adoption of Resolution No. 7-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 8-79

National Health Insurance

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

RESOLVED, That the Tennessee Medical As-

sociation reaffirm support of and rededicate itself

to the private practice of medicine under the free

enterprise system; and be it further

RESOLVED, That the Tennessee Medical As-
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sociation hereby oppose nationalization of medi-

cal and health care in the United States of Amer-
ica; and be it further

RESOLVED, That the Tennessee Medical As-

sociation maintain liaison with the health insur-

ance industry in order to preserve private

insurance coverage for all needy groups.

REFERENCE COMMITTEE A—recommended
adoption of Resolution No. 8-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 9-79

AMA and National Health Insurance

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

RESOLVED, That the Tennessee Medical As-

sociation support the position as presented in the

American Medical Association’s House of Dele-

gates; and be it further

RESOLVED, That the Tennessee Medical As-

sociation recommend that the American Medical

Association continue to support the existing

pluralistic freedom of choice, private medical

system with private insurance and cost-sharing,

by the patient when appropriate, on the grounds

that this is the least costly and most efficient

mechanism to assure meeting the medical needs

of the American people.

REFERENCE COMMITTEE A—recommended

adoption of Resolution No. 9-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 10-79

Legislation for State Mandatory

Health Insurance Coverage

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

RESOLVED, That the Tennessee Medical As-

sociation shall not author or promote mandatory

statewide health insurance legislation.

REFERENCE COMMITTEE A

—

recommended

adoption of Resolution No. 10-79

ACTION: ADOPTED
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RESOLUTION NO. 11-79

Private Sector Catastrophic Health Insurance

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

WHEREAS, The Tennessee Medical Associa-

tion recognized the need to protect patients and

their families against financial disaster too often

resulting from catastrophic illness; and

WHEREAS, A “federal” catastrophic insur-

ance program would be a “backdoor” entrance

for a full scale national health insurance program.

Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation endorse and encourage catastrophic

health insurance through the private sector.

REFERENCE COMMITTEE C

—

recommended

adoption of Resolution No. 11-79.

ACTION: ADOPTED

RESOLUTION NO. 12-79

PSRO (Professional Standards Review

Organization)

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

WHEREAS, PSRO is a bad law, designed to

ration medical care through fiscal control, result-

ing in inefficiency and impairment of quality

medical care without improved cost effectiveness;

and

WHEREAS, Total authority and control rests

with the Department of Health, Education, and

Welfare; and

WHEREAS, As predicted, the millions of dol-

lars spent on PSRO have resulted in increased

cost that adds to taxes and inflation; and

WHEREAS, “Delegated status” is not a part of

the original law, but it is bureaucratic accretion

not required by law. Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation disseminate information to the medical

staffs with regard to the definition of “delegated

status,” “partial delegated status,” and “non-

delegated status.”

REFERENCE COMMITTEE C

—

recommended
adoption of Resolution No. 12-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 13-79

National Health Planning and Resources

Development Act (P.L. 93-641)

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

RESOLVED, That the Tennessee Medical As-

sociation continue to give priority toward effect-

ing the repeal of Public Law 93-641, the National

Health Planning and Resources Development Act

of 1974, reaffirming the present position of the

American Medical Association and the Tennessee

Medical Association.

REFERENCE COMMITTEE A

—

recommended
adoption of Resolution No. 13-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 14-79

Freedom of Choice for Patients and Physicians

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

RESOLVED, That the Tennessee Medical As-

sociation continue to support freedom of choice

for patients and physicians, and strongly oppose

any attempts toward mandatory acceptance of

patients by physicians, or of specific physicians by

patients.

REFERENCE COMMITTEE C

—

recommended
adoption of Resolution No. 14-79.

ACTION: ADOPTED

RESOLUTION NO. 15-79

Opposition to Second Opinion

Surgical Consultation Programs

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

WHEREAS, Despite widespread opposition of

the medical profession, the Department of Health,

Education, and Welfare is continuing its attempt

to force a second opinion surgical consultation

program for “federally” funded patients; and

WHEREAS, Federal power over private insur-

ance carriers assures that second opinion program

will be extended to all other surgical patients.
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Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation:

1, Endorse again the time-honored ethical

policy of consultation at the request of either the

patient or the patient’s physician, in the best in-

terest of the patient

2. Oppose routine compulsory consultation at

the behest of third party payers on the grounds

that it is an invasion of the rights of both patients

and physicians and tends to undermine the physi-

cian/patient relationship, and adds unnecessary

costs to medical care

and be it further

RESOLVED, That this resolution be presented

to the American Medical Association’s House of

Delegates meeting in July of 1979.

REFERENCE COMMITTEE C

—

recommended

adoption of Resolution No. 15-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 16-79

Specialty Society Representation in the

TMA House of Delegates

By: C. C. Woodcock, Jr., M.D.

For the Tennessee Society of

Internal Medicine

WHEREAS, Many issues concerning the medi-

cal profession in Tennessee directly affect spe-

cialty societies; and

WHEREAS, Achievement of common goals by

medical specialty societies and the Tennessee

Medical Association necessitates close coopera-

tion and coordination; and

WHEREAS, The American Medical Associa-

tion has adopted policy that state medical asso-

ciations should provide for formal input from

specialty societies, and formal specialty society

representation in policymaking bodies, such as

the House of Delegates; and

WHEREAS, At the present time there is not a

mechanism for direct representation of medical

specialty societies in the Tennessee Medical As-

sociation House of Delegates. Now therefore be it

RESOLVED, That a mechanism be established

that would allow representation in the Tennessee

Medical Association House of Delegates by the

medical specialty societies recognized by the

AMA, organized in Tennessee, and approved by

the Tennessee Medical Association House of

Delegates; and be it further
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RESOLVED, That the specialty society dele-

gates in the House of Delegates must be members

of the Tennessee Medical Association and shall

be elected by the respective specialty societies;

and be it further

RESOLVED, That each specialty society shall

have one delegate for each 100 members or frac-

tion thereof; and be it further

RESOLVED, That only the specialty societies

with 50 members or more will be eligible to select

delegates; and be it further

RESOLVED, That each specialty society shall

certify to the Speaker of the House of Delegates

its active membership by December 31 of each

year; and be it further

RESOLVED, That the TMA Committee on

Constitution and By-Laws prepare for the House

of Delegates in 1980 the necessary modification

and changes in the TMA Constitution and By-

Laws necessary to effect this resolution.

REFERENCE COMMITTEE ON CONSTITU-
TION AND BY-LAWS

—

recommended non-

adoption of Resolution No. 16-79.

ACTION: NOT ADOPTED

RESOLUTION NO. 17-79

Specialty Society Advisory Council

By: C. C. Woodcock, Jr., M.D.

For the Tennessee Society of

Internal Medicine

WHEREAS, There are currently 23-24 medi-

cal specialty societies organized and active in

Tennessee; and

WHEREAS, Many complex issues related to

medical specialties are brought before the Board

of Trustees and the House of Delegates of the

Tennessee Medical Association; and

WHEREAS, The Board of Trustees of the Ten-

nessee Medical Association often requests opin-

ions and counsel from various medical specialty

societies; and

WHEREAS, The cooperation and coordination

between the Tennessee Medical Association and

specialty societies are essential to reach mutual

goals and objectives; and

WHEREAS, The American Medical Associa-

tion has adopted policy that state medical associa-

tions should provide for formal input from

specialty societies, and formal specialty society

representation in policymaking bodies, such as the
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Board of Trustees. Now therefore be it

RESOLVED, That the House of Delegates of

the Tennessee Medical Association approve the

formation of a specialty society advisory council

to the Board of Trustees; and be it further

RESOLVED, That the medical specialty so-

cieties recognized by the AMA, organized in Ten-

nessee, and approved by the House of Delegates

elect a representative and an alternate to serve on

this council; and be it further

RESOLVED, That the function of this council

be to advise the Board of Trustees with respect

to problems and issues related to the various spe-

cialties; and be it further

RESOLVED, That the council shall annually

establish its organization and be required to re-

port to the House of Delegates.

REFERENCE COMMITTEE D

—

recommended

referral of Resolution No. 19-79 to the TMA
Board of Trustees.

ACTION: REFERRED TO TMA BOARD OF
TRUSTEES

RESOLUTION NO. 18-79

Health Care Cost Containment vs. Inflation

By: a. Roy Tyrer, Jr., M.D.

WHEREAS, The containment of health care

costs has become a concern of national interest

and attention; and

WHEREAS, The principal providers of health

care have entered into a voluntary national pro-

gram to contain and reduce the rate of increase

of health care costs; and

WHEREAS, Current evidence clearly indicates

significant effectiveness in this voluntary cost con-

tainment effort; and

WHEREAS, The continuing, stifling rate of in-

flation poses a constant economic threat not only

to health care costs, but to every phase of com-

munity and business activity, as well as to the

personal budget of every American; and

WHEREAS, Economists, financial consultants,

and all knowledgeable individuals recognize and

identify the prime and dominant factor causing

spiraling inflation to be deficit government budget-

ing and excessive government spending. Now,

therefore be it

RESOLVED, That the Administration and

Congress recognize the effectiveness of the volun-

tary health care cost containment effort to the

extent potentially feasible with present day in-

flation; in preference to arbitrary, unworkable,

and cost ineffective, regulatory governmental

price control; and be it further

RESOLVED, That the Administration and

Congress be urged to voluntarily act in the same
manner as health care providers, and reduce in-

flation by eliminating the recognized prime causes

—namely, deficit government budgeting, exces-

sive government spending, and debauchment of

our currency; and be it further

RESOLVED, That the Tennessee Medical As-

sociation go on record as opposing HR 2626, a

bill which fails to recognize the effectiveness of

the voluntary cost containment effort and places

an arbitrary government regulatory cap on hos-

pital costs; and be it further

RESOLVED, That a copy of this resolution be

forwarded to each member of the Tennessee con-

gressional delegation for support and action; and

be it further

RESOLVED, That a similar resolution be in-

troduced in the AMA House of Delegates for dis-

tribution to all members of Congress, Cabinet

officers, and top governmental Administration

leaders, urging support and ACTION.

REFERENCE COMMITTEE C—recommended

adoption of Resolution No. 18-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 19-79

AMA Group Life Insurance Plan

By: Harold W. Ferrell, M.D.

For the Maury County Medical Society

WHEREAS, Several members of the Maury
County Medical Society have life insurance and

major medical insurance with the American

Medical Association Group Policy, brokered

through the William C. Mercer offices in Chicago;

and

WHEREAS, We have found that correspon-

dence and communication from the William C.

Mercer offices is extremely slow and unsatisfac-

tory, there often being a lapse of six or more

months between the initiation of a request by our

members and a response from the company; and

WHEREAS, This inefficient correspondence

results in uncertainty in ascertaining whether de-

sired changes in policies have been instituted and

in some cases has resulted in a considerable ex-
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pense in legal fees to some of the members of this

Society; and

WHEREAS, The Provident Life Insurance

Company, based in Chattanooga, Tennessee, has

an excellent reputation and we believe the prob-

lems lie with the administration of the program

by the William C. Mercer Company. Now, there-

fore be it

RESOLVED, That the Tennessee Medical As-

sociation request that the Insurance Committee

of the American Medical Association investigate

the cause of these inordinate delays and inefficient

processing of requests by the William C. Mercer

office and change the brokerage firm from the

William C. Mercer office to a firm which will re-

spond in a normal manner to requests for altera-

tions in coverage and other seemingly routine

correspondence.

REFERENCE COMMITTEE C

—

recommended

referral of Resolution No. 19-79 to the TMA
Board of Trustees.

ACTION: REFERRED TO TMA BOARD OF
TRUSTEES

RESOLUTION NO. 20-79

Recommendations to Change the

AMA Principles of Medical Ethics

By: Arden J. Butler, Jr., M.D., Chairman

For the TMA Judicial Council

WHEREAS, This House of Delegates on April

12, 1978 established its opposition to the pro-

posed changes in the Principles of Medical Ethics

as recommended by the American Medical Asso-

ciation; and

WHEREAS, The Judicial Council of the Ten-

nessee Medical Association was requested to re-

view the Principles of Medical Ethics of AMA
and bring to this House any proposals for im-

provement considered appropriate; and

WHEREAS, The Judicial Council has reviewed

the ten principles very diligently. Now, therefore

be it

RESOLVED, That the TMA House of Dele-

gates endorse the following ten Principles of

Medical Ethics as recommended by the Judicial

Council.

PRINCIPLES OF MEDICAL ETHICS
Preamble. These principles are intended to aid

member physicians individually.

Section 1. The primary objective of the medical

profession is to serve patients competently with

full respect for their dignity.

Section 2. Physicians should strive continually to

improve medical knowledge and skill, and should

make available to their patients and colleagues

the benefits of their professional attainments.

Section 3. Physicians should practice methods of

healing founded on a scientific basis; and physi-

cians should not voluntarily associate profes-

sionally with anyone who violates this principle.

Section 4. The medical profession should protect

the public and itself against physicians deficient

in moral character or professional competence.

Physicians should observe all laws, uphold the

dignity and honor of their profession, and volun-

tarily accept its self-imposed disciplines. Physi-

cians should expose, without hesitation, illegal

and unethical conduct of members of the profes-

sion.

Section 5. Physicians may choose whom they

will serve. In emergencies, however, physicians

should render service to the best of their ability.

Having undertaken patient care, physicians should

continue this care unless discharged or resigning

after giving adequate notice. Physicians should

not solicit patients.

Section 6. Physicians should not dispose of their

services under terms or conditions which tend to

interfere with or impair the free and complete

exercise of medical judgment and skill or tend to

cause a deterioration of the quality of medical

care.

Section 7. Physicians are entitled to be compen-
sated fairly for personally providing or supervis-

ing the medical care of patients. A commission

should not be paid nor accepted for the referral

of patients.

Section 8. Physicians should seek consultation

upon request or whenever it may benefit the pa-

tient.

Section 9. Physicians may not reveal confidences

entrusted during medical attendance or deficien-

cies observed in the character of patients, unless

required to do so by law or when it becomes

necessary in protecting the welfare of the patients

or the community.

Section 10. The honored ideals of the medical

profession imply that the responsibilities of physi-

cians extend not only to individuals, but also to

society where these responsibilities deserve the

physician’s interest and participation in activities

which have the purpose of improving both the

health and the well-being of individuals and the

community.
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and be it further

RESOLVED, That the AMA Ad Hoc Com-

mittee currently studying the Principles of Medi-

cal Ethics be sent a copy of this resolution, and

be it further

RESOLVED, That the Tennessee Medical As-

sociation present these recommendations to the

Judicial Council of the American Medical Asso-

ciation.

REFERENCE COMMITTEE C

—

recommended

adoption of Resolution No. 20-79 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 21-79

Delegates’ Voting Records

By: Thomas G. Dorrity, M.D.

For the Memphis and Shelby County
Medical Society

RESOLVED, That the Tennessee Medical As-

sociation publish the voting records of the Ten-

nessee Medical Association’s delegates to the

American Medical Association.

REFERENCE COMMITTEE C

—

recommended

non-adoption of Resolution No. 21-79.

ACTION: NOT ADOPTED

RESOLUTION NO. 22-79

Physician Participation in HSAs

By: Howard L. Salyer, M.D.

For the Nashville Academy of Medicine

WHEREAS, P.L. 93-641, the National Health

Planning and Resources Development Act, cre-

ated the Health Systems Agency as a local health

planning body; and

WHEREAS, The Middle Tennessee Health

Systems Agency includes the 40 county area of

Middle Tennessee within its health service area;

and

WHEREAS, Its governing body is composed

of a majority of consumers and a minority of

providers; and

WHEREAS, Providers include both direct and

indirect providers, including licensed limited prac-

titioners, nurses, pharmacists, other hospital and

medical oflSce personnel, and paraprofessional

health care providers; and

WHEREAS, The MTHSA entered into an

agreement with Legal Services of Nashville to

eliminate participation of the governing body in

the election process for new members of the

governing body; and

WHEREAS, The By-Laws of the MTHSA pro-

vide for corporate membership for any interested

resident of the health service area to be desig-

nated as either a provider or consumer member;

and

WHEREAS, Only the corporate membership

will participate in the election process to elect

members to the governing body; and

WHEREAS, Provider corporate members will

elect provider representatives to the governing

body and consumer members will elect consumer

representatives to the governing body. Now, there-

fore be it

RESOLVED, That all county medical societies

in the 40 county Middle Tennesssee area encour-

age their members to become corporate members
of the Middle Tennessee Health Systems Agency.

REFERENCE COMMITTEE A—recommended
adoption of Resolution No. 22-79.

ACTION: ADOPTED

SPECIAL MEMORIAL RESOLUTION

Tinnin Martin, Jr., M.D.

By: John B. Dorian, M.D., President

In special recognition to a departed member of the

House of Delegates, Dr. Tinnin Martin, Jr., the fol-

lowing memorial resolution was unanimously adopted:

WHEREAS, the Tennessee Medical Association de-

sires to record its profound regret at the loss of

Tinnin Martin, Jr., M.D. Now, therefore be it

RESOLVED, That the Tennessee Medical Associa-

tion hereby gives formal expression of its great sorrow

in the passing of Tinnin Martin, Jr. We have had the

bejiefit of his years of service to the medical profes-

sion and of his wise counsel and advice. He was held

in affectionate regard and high esteem by his col-

leagues and his loss will be keenly felt; and be it

further

RESOLVED, That an engrossed copy of this reso-

lution be presented to his family as an expression of

our sincere and heartfelt sympathy.

An engraved copy of this resolution was accepted

by Drs. Hamel Eason and Oscar McCallum on behalf

of Dr. Martin’s widow, Hilda Martin.
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TENNESSEE’S OUTSTANDING PHYSICIAN OF THE YEAR
Francis H. Cole, M.D.

The Association’s most coveted honor, the Out-

standing Physician of the Year, was presented to

Francis H. Cole, M.D., Memphis. The House of

Delegates in its opening session presented with

three nominees and elected Dr. Cole as the physician

to recognize in 1979 for outstanding achievement.

Dr. Cole, President of TMA in 1969, has been one

of the foremost leaders of organized medicine in

Tennessee for the past three decades. He simultane-

ously has been active in academic medicine, volunteer

health agencies, medical politics, community health

services, and private practice. In each of these disci-

plines he has served faithfully without sacrificing one

for the other.

A thoracic surgeon, he received his early training

from South Carolina Medical School, followed by an

internship at the United States Marine Hospital in

New Orleans. He served a pulmonary disease resi-

dency at the Davidson County Tuberculosis Hospital

in Nashville, followed by a residency in thoracic

surgery at Bellevue Hospital in New York City.

Dr. Cole is a former president of the Memphis-

Shelby County Medical Society, the Southern Thoracic

Surgical Association, and the Tennessee Thoracic

Society. He is a pioneer in the treatment of tubercu-

losis in Tennessee, serving as the only chairman of

the Thoracic Surgery Department at the West Ten-

nessee Tuberculosis Hospital since 1948. He is an

outstanding educator serving as clinical professor for

the Department of Thoracic Surgery at the University

of Tennessee Center for the Health Sciences, and is

currently on the staff of all of the hospitals in Mem-
phis. In addition he is the author of 34 publications

in scientific journals and chapters in two textbooks.

His community leadership has extended to serving

on governing bodies of over 12 health agencies. He
currently serves on the Tennessee Health Facilities

Commission representing the medical profession in

Tennessee. A recent honor was bestowed upon Dr.

Cole, the L. M. Graves Award, for outstanding con-

tributions to community health services in Memphis.
He and his lovely wife, the former Mary Ellen

Tiedeman, have three children; two daughters and a

son. One daughter is chairman of the Department of

Medical Records and Administration at the University

of Tennessee Center for the Health Sciences, and
their son, Hammond, is associated with Dr. Cole in

the practice of thoracic surgery. Their other daughter,

Mrs. Mary Ellen Beldner, lives in Charleston, South

Carolina.

COMMUNITY SERVICE AWARDS
Mr. Garrison Siskin, a Chattanooga businessman

and co-founder with his late brother, Mose, of a

charitable foundation for handicapped people, is a

most worthy recipient of this year’s TMA Community
Service Award.

The Siskin brothers have been widely honored for

their philanthropies. They established the Siskin

Memorial Eoundation in 1950, serving those of every

race and religion on a nondenominational basis

through its famous Operation Crossroads Center.

In 1974, they were honored with the B’nai B’rith

Humanitarian Award, which said of them, “Mose and

Garrison Siskin . . . pillars of strength among us .. .

have brought dignity and worth to the smallest and

weakest entrusted to our care.” In 1960, they received

a special citation from President Dwight D. Eisen-

hower. Other awards to the Siskins have been plenti-

ful and richly deserved.

Because of his inability to travel due to ill health,

Mr. Garrison Siskin was presented with the TMA
Community Service Award on March 27 in Chatta-

nooga rather than in Memphis during the Annual

Meeting of the TMA on April 6.

No award from his multitude of admirers can fully

praise Garrison Siskin for the innumerable hours he

has devoted to helping others or for the sizeable

amount of funds he has given to the needy in so

many ways.

But the TMA Community Service Award is proudly

given to him as a token of deep affection and respect

from the medical profession.

Mrs. Marge Thrasher, the articulate hostess of

radio and television shows in Memphis, has con-

tributed significantly toward informing the public on

medical subjects of interest to all residents.

A native of Iowa, Mrs. Thrasher moved to Mem-
phis in 1964. Since then, her talk shows have enter-

tained viewers while conveying needed information on

a variety of subjects. While not an avid “women’s

libber,” she strongly believes in women’s rights and

opportunities. She was a founder and first president of

American Women in Radio and Television.

The mother of two sons and two daughters has

been the recipient of the National Catholic Com-
munications Award, Phillips College Outstanding

Person Award, Tennessee Health Educators Award,

Professional Social Workers Public Citizen of the

Year Award, and Memphis Songwriters Citizenship

Award, to name a few. She has received awards from
the Kidney Eoundation, Cancer Society, Multiple

Sclerosis Society, Easter Seal Society and Boy Scouts.

She serves on the boards of the Diabetes Association,

Handicapped, Inc., and Epilepsy Eoundation.

It is an honor for the medical profession to have

such a “friend in the press,” and it was a pleasure for

the Tennessee Medical Association to present its

Community Service Award this year to Mrs. Thrasher.
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REPORTS OF OFFICERSDISTINGUISHED SERVICE AWARD

M. F. Langston, M.D.

The Board of Trustees’ annual Distinguished Ser-

vice Award was presented in Memphis to M. F.

Langston, M.D., of Signal Mountain, Tennessee.

Dr. Langston was nominated by the Chattanooga-

Hamilton County Medical Society. At the young age

of 81, he continues to be one of the most active

members of his Society, currently serving as chairman

of the Peer Review Committee, and he also serves

the local community as peer review coordinator for

the Erlanger Medical Center, a 700-bed hospital. He
is also a member of the Tennessee Medical Associa-

tion’s Committee on Long Term Health Care.

Dr. Langston’s distinguished medical career in

Tennessee began in 1933 when he became the first

full-time physician employed by the Tennessee Valley

Authority. He served as TVA’s medical director and

in 1946 resigned to enter the private practice of

medicine in Signal Mountain. Since that time he

served in virtually every office of the Chattanooga-

Hamilton County Medical Society, including the

presidency in 1963. That same year he was named

General Practitioner of the Year by the Tennessee

Academy of General Practice, an organization of

which he was one of the founders.

He and his wife have a son, James W., a Memphis
neuroradiologist; and a daughter, Mrs. James W.

Hawkins of Gallatin. Their younger son, M. F., Jr.,

was a cardiologist at the Pacific Medical Center in

San Francisco prior to his death in 1976.

As presented by Dr. George Holcomb, chairman of

the TMA Board of Trustees, Dr. Langston’s record

throughout his long and dedicated career have truly

been distinguished, and his continuing service to the

profession and community unequivocally qualify him

to receive the TMA Distinguished Service Award for

1979.

COMMENDATION RESOLUTION

Staff of the Tennessee Medical Association

By: H. Victor Braren, M.D.

For the Nashville Academy of Medicine

WHEREAS, The demands on the staff of the Ten-

nessee Medical Association to successfully put on this

144th Annual Meeting have been great; and

WHEREAS, The staff of the Tennessee Medical

Association has superbly and efficiently met these de-

mands. Now, therefore be it

RESOLVED, That the House of Delegates of the

Tennessee Medical Association herein assembled in

session commends most highly the efforts of the Ten-

nessee Medical Association staff; and be it further

RESOLVED, That a copy of this resolution, prop-

erly inscribed, be presented to the staff.

ACTION; ADOPTED

Report of the President

John B. Dorian, M.D.

The President abstracted his report and gave

the following highlights.

This President’s report covers April 15, 1978

to April 6, 1979. Following one of the most suc-

cessful meetings in TMA’s history in Knoxville,

the Board of Trustees met on April 15, 1978.

The principal business of that meeting concerned

the appointment of an Ad Hoc Committee to im-

plement an Impaired Physician’s Program for the

Tennessee Medical Association. Other action of

this Board meeting consisted of considerations of

developing and distributing a pamphlet outlining

to the public certain aspects regarding the costs

of health care, especially those related to im-

proved technology and to the inflationary spiral.

On May 11, 1978, the Legislative Committee

sponsored its annual trip to Washington for dia-

logue with the AMA office and the eight con-

gressmen and two senators from the state of

Tennessee. Nine of the Tennessee’s ten legislators

attended a breakfast sponsored by TMA the

morning of our departure home. In addition to

that meeting, I also arranged a meeting with a

physician who is a career employee with the De-
partment of Health, Education, and Welfare. It

was my intention to initiate dialogue between gov-

ernment and medicine related to the mutual

problem in achieving access to quality health care

for all Americans.

On June 6 I was the guest of the Tennessee

Pharmaceutical Association at their annual meet-

ing in Nashville.

June 18 was the time for the AMA meeting in

St. Louis. There was much debate during the

meeting, a lot of it superfluous.

On July 11, I appeared as a guest speaker at a

meeting of the Blue Cross/Blue Shield Associa-

tions of Tennessee at Paris Landing. The
participants at the meeting exhibited a genuine

willingness to cooperate in the solution of mutual

problems. As an encouraging example, one asso-

ciation has begun marketing a plan which, with

deductibles, will reimburse policyholders for out-

patient services.

In July, we were involved in considerable con-

JUNE, 1979 437



troversy regarding the extension of the certificate

of need to physicians’ offices, such controversy

having been generated by legislation in Con-

gress which would extend certificate of need

to physician’s offices. AMA, TMA, and local hos-

pitals, as well as several physicians, were involved

in telephone exchanges soliciting opposition for

this extension.

On Sept. 11, Tom Nesbitt and I were the guests

of the Tennessee Medical Association Auxiliary

meeting in Nashville. We approached the Aux-

iliary with the concept of our Impaired Physician

Program.

Again, on Sept. 19, Dr. Nesbitt and I were in

Knoxville for the Knoxville Academy of Medi-

cine’s tribute to him. We had an opportunity to

meet new members being welcomed into the

Academy at that time.

Members of the Impaired Physician Ad Hoc

Committee traveled to Minneapolis Sept. 29, 30

and Oct. 1 for the third American Medical Asso-

ciation’s Impaired Physician national meeting. We
were also able to meet with representatives from

other impaired physician programs, and were

able to glean considerable information that would

help our program be launched.

I attended a continuing medical education

meeting in Chicago sponsored by the American

Medical Association, Oct. 3-5. This was perhaps

the dullest meeting of the entire 12-month period.

However, in all fairness, it was informative, and

did educate me as to some of the problems in this

field. Leaving Chicago on Oct. 5, 1 stopped by my

second home in Nashville to be a guest of the

Tennessee Hospital Association at their annual

banquet and meeting. They are most cordial in

their relationship with TMA and most coopera-

tive in desiring to resolve problems related to

delivery of health care.

On Oct. 26 the TMA sponsored an Impaired

Physician Seminar in Nashville. At this time

guests from out of state were brought in to in-

struct our committee and its confronters with

proper methods in confrontation techniques.

I attended a patient education conference in

Nashville on Oct. 27 sponsored by the Tennessee

Department of Public Health which I think was

of some value, but not to me.

On Nov. 7 and again on Nov. 9 hurried trips to

Nashville involved an effort on our part to sal-

vage what we could of the defunct TFMC. As of

midnight Nov. 6 it had become nonfunctional.

These efforts involved the TMA, HEW, Tennes-

see Hospital Association and Tennessee Depart-
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ment of Public Health in Nashville.

On Nov. 29 I attended an Impaired Physician’s

Confrontation Conference sponsored by the Med-
ical Association of Georgia in Atlanta. Several

members of our committee were also able to at-

tend, and it was a most informative session.

In January, I attended the AMA Legislative

Conference in Ft. Lauderdale, Fla. I was there

less than 48 hours, but I believe that the meeting

was productive. We should continue sending rep-

resentatives to it, preferably the chairman of the

Legislative Committee.

We attended a workshop in the fourth district

on Feb. 2. This workshop was a health care work-

shop sponsored in Cookeville by Congressman

Gore. Tom Nesbitt again was present to partici-

pate on the program. We urgently need to con-

tinue to expose medicine’s viewpoint to the public

and to the government.

In February, I attended the seventh annual

AMA National Leadership Conference in Chi-

cago. On a scale of one-to-four, I would give this

a two-to-three plus. I believe it was too long and

too involved. However, I think that the concept

of the conference is excellent, and should be

retained in our itinerary for future officers.

To say that the year has been busy would be

an understatement. In my opinion, it was active,

productive, and progressive. The many situations

which were considered during the year by our

Board of Trustees, our Executive Committee,

and by our officers will continue to occur with

maddening regularity. In our own time, the certifi-

cate of need, impaired physicians, second opin-

ion, national health insurance, nurse prescribing,

Tennessee Foundation for Medical Care, and

others were the dominant attention-demanding

situations. I personally believe that the Tennessee

Medical Association has the support of its mem-
bers, and is a source of pride to them. Pride of

membership in a respected professional organiza-

tion should be a basis for solicitation of new
members.

Among recommendations for the future:

(1) I plead for a reduction of the provincial

attitude of some physicians in leadership. For

example, exact geographical distribution of com-

mittee membership is sometimes unwieldy and

counterproductive. A second example would be

the Tennessee Foundation for Medical Care. In

my opinion, isolated personal subjectivity worked

contrary to the common good of the Association,

especially for those members in Area II.

(2) Reduction in the size of committees of the
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Outgoing President John B,

Dorian, M.D,, Memphis (left)

relinquishing gavel to incom-

ing President James W. Hays,

M.D., Nashville.

Tennessee Medical Association is necessary.

Whatever can be accomplished by 25 can be

accomplished better by 20. An example here is

the size of the Emergency Medical Services Com-
mittee of the TMA. This committee is composed

of 29 members. Their work is highly important,

but it is inconceivable to me that it could not be

accomplished by fewer at far less cost to the

Association. It is inconceivable that the Constitu-

tion intended that a committee be twice the size

of the Board of Trustees.

(3) I would be in favor of altering or eliminat-

ing the Washington legislative trip. From an

economic standpoint, the cost effectiveness leaves

much to be desired.

(4) Though it is not constitutionally man-
dated, I feel that the Board of Trustees should

have closer liaison with our satellite organiza-

tions, such as SVMIC and IMPACT. The mem-
bership would be better served by quarterly

reports to the Board.

The staff of our organization has been the

difference in my year. Without this staff, I may
not have been capable of serving. I’ve come to

know and respect each of them; I’ve had frequent

opportunities to observe staffs of other organiza-

tions. We are blessed; they are great. Take good
care of each of them.

It is my hope that we can develop a better

appreciation of the entire scope of organizational

activities with the following fundamental con-

siderations inherent in such a philosophy.

(1)

Individual integrity is the strength of our

image and the foundation of professional

ethics.

(2) The patient’s welfare is the entire reason for

our existence.

(3) Access to quality care for all is our goal.

(4) Education of the public, of government and

of our members is essential to achieve these

goals.

REFERENCE COMMITTEE C—thanked Dr.

John Dorian for an outstanding performance as

President of TMA last year. The committee stated

that they were grateful for the many trips and
meetings he attended and the favorable public

relations work that he promoted for the Tennes-

see Medical Association. His recommendations

for the future were reviewed by the committee and
it was recommended that they be referred to the

Board of Trustees for discussion and implementa-
tion. It was also recommended by the reference

committee that some consideration be given to

reimbursement of the expenses of the President of
the TMA for some of the trips that he takes on
TMA business. The reference committee recom-
mended that the report be filed.

Report of the

Board of Trustees

George W, Holcomb, Jr., M.D., Chairman

The Board of Trustees conducted four quar-

terly meetings plus one called meeting during the

past year. In addition, the Board’s Executive

Committee met on four other occasions. Ab-
stracted minutes of major actions taken by the
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Board appear on a regular basis in the Journal

following quarterly meetings. In fulfilling its obli-

gation to the Association, the Board and Executive

Committee acted upon 158 items of business dur-

ing the past 12 months. Numerous telephone con-

ferences and mail polls were also taken.

Routinely, the Board has dealt with various

matters arising from its responsibilities, or brought

to its attention, including correspondence from

members, component societies, the AMA and

allied organizations. The Board has appointed

representatives to attend state and national meet-

ings and conferences of concern to TMA, acted

on reports and recommendations of committees,

and maintained liaison with allied organizations

and various departments of state government.

Additional affairs of the Board are administered

through the Executive Committee and the Com-
mittees on Finance, Publications, Medical Li-

censure, Legislation, Exhibits, Long Range Plan-

ning, Travel, Confidentiality, Utilization of

Medicaid Data, Voluntary Cost Containment, and

Impaired Physician. The Board must keep abreast

of new developments regarding major health is-

sues, and consider and recommend programs and

procedures to meet TMA’s objectives in promot-

ing the science and art of medicine, maintenance

of professional ethics, medical education, and the

betterment of public health. As the Association’s

policymaking body during the interim between

sessions of the House of Delegates, the Board

supervises all property, financial affairs, and per-

sonnel employed to conduct the daily business

of the Association.

No single issue demanded more time and at-

tention of the Board during the past months than

the Area II PSRO dilemma. As everyone in this

audience is aware, the contract between the Ten-

nessee Foundation for Medical Care, Inc. and

the Department of Health, Education, and Wel-

fare was terminated by HEW on Nov. 6, 1978.

Prior to that time there were numerous discussions

between TFMC and HEW regarding their differ-

ences. Dr. J. J. Range, chairman of the TFMC
board of directors, personally appeared before

our Board in October to describe in detail the

problems and controversies facing the Foundation.

After it became evident that the contractual ar-

rangement between the Foundation and HEW
would be terminated, numerous meetings and dis-

cussions occurred between TMA officers, the

Tennessee Department of Public Health, Tennes-

see Hospital Association, and the Atlanta Re-

gional office of HEW. The consensus of all

interested and concerned parties was that another

physician organized and operated PSRO was

preferable to any alternatives which were avail-

able. As a result, a charter was prepared and

secured from the State which enabled TMA to

have on paper the embryo for another organiza-

tion should the decision be made later to apply

for recognition by HEW.
Following a lengthy called meeting of the Board

in December and numerous conversations with

Dr. Helen Smits, director of Health Standards and

Quality Bureau with HEW, it became more and

more apparent that a substantial number of un-

fulfilled obligations between HEW and the Foun-

dation remained unsettled. Financial obligations

incurred as a result of the contract cancellation

still remain unsolved. The position taken by the

TMA Board calls for the Association to proceed

to form another physician organization eligible

to apply for PSRO Area II designation with two

important stipulations. The first is that HEW
assume all unsatisfied obligations of the Tennes-

see Foundation for Medical Care, Inc. and the

second is that the TMA Board be able to give

final approval of the contract for a new PSRO
which is acceptable to the TMA.

This position was communicated to Dr. Smits.

The Board stands ready to meet with her to pursue

the matter but only under the above conditions.

Dr. Smits, in her reply, stated the TMA Board

of Trustees could have the opportunity to approve

the contract for a new physician PSRO. Further-

more, she informed the Board that settlement of

the financial obligations of the TFMC could not

be resolved until the audit has been completed.

My latest communication to Dr. Smits urged

HEW to complete the audit as soon as possible

and inform the TMA Board when HEW has paid

the remaining debts of the TFMC. This is the

current status of the PSRO for Area II. The

Board has resolved not to participate in the or-

ganization of a new PSRO for Area II until these

two stipulations have been agreed upon, and I

don’t foresee any deviation from this position.

The reports by the President, Executive Direc-

tor, and Secretary-Treasurer will outline in more

detail many of the areas touched upon in this

report.

The following are abstracted highlights of some

of the most significant items of business acted

upon by the Board and its Executive Committee

during the past 12 months.
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Second Quarter Board Meeting—April 15, 1978

The Board:

—Elected a Chairman, Secretary-Treasurer, and

Assistant Secretary-Treasurer.

—Elected an Executive Committee and ten com-

mittees of the Board.

—Named division coordinators for five TMA di-

visions.

—Accepted a report from the Committee on

Utilization of Medicaid Data.

—Adopted a position statement regarding emer-

gency department nursing.

—Authorized the Chairman and President to

carry out the directives contained in Resolu-

tion No. 7-78.

—Accepted a plan to accomplish goals set forth

in Resolution No. 22-78.

—Established policy regarding delinquency date

of annual dues.

—Authorized appointment of a committee to as-

sist the Board of Medical Examiners in the

formation of rules and regulations for physi-

cian’s assistants, if requested.

—Authorized the TMA Emergency Medical Ser-

vices Committee to circulate a letter regarding

guidelines for interhospital transfer of patients

requiring specialized medical care as a result

of disasters.

Executive Committee Meeting—June 1, 1978

The Committee:

—Approved a recommendation that retiring

members of the Board be recognized for their

service as terms of office are concluded.

—Authorized a letter supporting the Chattanooga-

Hamilton County endorsement of a local physi-

cian’s assistant program.

—Endorsed sponsorship of workshops for med-
ical assistants.

—Authorized communications with the commis-
sioner of public health regarding problems with

the Crippled Children’s Service.

—Endorsed a study by the National Academy of

Sciences Institute of Medicine regarding use of

certain drugs in medical practice.

—Denied a request for funds from the president

of the American Medical Student Association

to finance trip to China.

—Adopted policy regarding second opinion con-

sultations.

—Directed certain medical specialty societies be

polled to determine attitude towards waivering

of specific licensing regulations for hospitals.

—Requested President to represent TMA in the

planning and implementation of a statewide

conference on issues relating to patient educa-

tion.

Third Quarter Board Meeting—July 9, 1978

The Board:

—Accepted recommendations from the TMA
Committee on Maternal and Child Care re-

garding out-of-hospital deliveries and reporting

of fetal deaths.

—Deferred action on Guidelines for Regionaliza-

tion, Hospital Care Levels, Staffing and Fa-

cilities of Tennessee Perinatal Care System.

—Reaffirmed action taken by the Executive Com-
mittee regarding second opinions.

—Accepted recommendations from the Legisla-

tive Committee regarding proposed legislation.

—Met with representatives concerned with the

utilization of Medicaid data and endorsed a

program recommended by an advisory commit-

tee regarding the use of such data.

—Directed that a supply of brochures developed

as a result of Resolution No. 22-78 adopted

by the House of Delegates be disseminated to

the membership.

—Accepted a report regarding the implementa-

tion of a TMA Committee on Impaired Physi-

cians to begin Jan. 1, 1979.

—Accepted a report from Mrs. Hoyt Crenshaw,

President of the TMA Auxiliary, regarding

activities and accomplishments of the Auxiliary.

—Approved circulation of a questionnaire to

the membership from the Group Insurance

Committee regarding workmen’s compensation

insurance.

—Accepted Dr. John H. Burkhart’s resignation

as AMA delegate.

—Appointed Dr. David H. Turner to serve as

AMA delegate for the AMA Meeting in De-

cember, 1978.

—Accepted the Travel Committee’s recommenda-

tion that TMA sponsor an eight-day trip to

St. Lucia in February, 1979.

—Approved reimbursement of Board representa-

tives who desired to attend the AMA-Kennedy
National Conference in Washington.

—Heard a report regarding problems being en-

countered by the Tennessee Foundation for

Medical Care with HEW regarding PSRO ac-

tivities for Area II.
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—Endorsed a two-day workshop to be held in

Knoxville for office managers.

Executive Committee Meeting—August 24, 1978

The Committee:

—Deferred further action regarding the Utiliza-

tion of Medicaid Data Project until confidential-

ity could be assured.

—Accepted a report regarding the State Supreme

Court actions pertaining to the Medical Mal-

practice Review Boards.

—Approved a contractual arrangement with the

Tennessee Society of Internal Medicine where-

by TMA would provide certain administrative

services.

—Approved the reimbursement of a 1% rebate

to county societies submitting annual dues by

Jan. 15 of each year.

—Directed that staff develop a plan for reim-

bursement of all costs involved in providing

reviews conducted by the TMA Peer Review

Committee.

—Approved reimbursement of expenses of the

assistant director of the Nashville Academy of

Medicine to attend an AMA workshop in At-

lanta regarding health systems agencies.

—Approved a proposal by Avis Car Rental Com-
pany to offer discounts on a group basis for

the TMA membership.

—Approved a loan of $20,000, which had been

previously committed, to the TMA Student

Education Fund.

Fourth Quarter Board Meeting—October 15,

1978

The Board:

—Approved plans of the TMA Rural Health

Committee for the 16th Annual Rural Health

Conference at Carson-Newman College.

—Heard a report from Dr. J. J. Range, chairman

of the board of the Tennessee Foundation for

Medical Care, Inc.

—Accepted recommendations from the TMA
Peer Review Committee regarding reimburse-

ment for costs involved in providing reviews.

—Accepted recommendations from the TMA
Governmental Medical Services Committee re-

garding TMA activities pertaining to health

systems agencies and approved the employ-

ment of an additional member of the executive

staff to conduct the activities.

—Approved recommendations from the Judicial

Council regarding an amendment to the Con-
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stitution and By-Laws pertaining to member-

ship in county societies.

—Appointed IMPACT board of directors for

1979.

—Established policy regarding retirement of rec-

ords and files at TMA headquarters.

—Referred to the Peer Review Committee for

evaluation and comments recommendations re-

garding nursing home regulations.

—Directed that the Chairman communicate with

the commissioner of education urging educa-

tional programs directed toward child abuse

prevention.

—Accepted for information a communication

from the chairman of the primary care ad-

visory board in support of TMA Resolution

No. 18-78.

—Approved reimbursement for expenses for two

representatives to attend an AMA Conference

to Improve Health Care in Correctional Insti-

tutions.

—Approved a recommendation from the Group
Insurance Committee to offer to the member-
ship a plan for providing workmen’s compen-

sation insurance.

Executive Committee Meeting—November 30,

1978

The Committee:

—Met with representatives of the Tennessee Hos-

pital Association to discuss PSRO activities for

Area II.

—Directed that the governor-elect be notified of

TMA’s endorsement of Dr. Eugene Fowinkle

being retained as commissioner of public

health.

—Deferred action regarding the establishment of

another organization to apply for PSRO desig-

nation in Area II until the next meeting of the

Board.

Special Called Meeting of the Board of Trustees

—December 17, 1978

The Board:

—Met with Dr. Eugene Fowinkle, commissioner

of public health, and Dr. Charles Coker of the

Atlanta office of HEW to discuss developments

regarding PSRO for Area II.

—Took under advisement a proposal developed

by the Department of Public Health regarding

a grant application for PSRO for Area II.

—Voted to oppose changes in the Health Facili-

ties Commission Act as it pertains to physician
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representation and to support amendments to

require geographical representation on the

Commission.

First Quarter Board Meeting—January 13-14,

1979

The Board:

—Directed that TMA pursue and promote pas-

sage of legislation regarding mentally ill per-

sons convicted in criminal cases.

—Adopted a position endorsing the concept that

a physician be appointed as commissioner of

mental health and, if possible, that the physi-

cian be a psychiatrist.

—Adopted a position that TMA should proceed

to form an organization to conduct PSRO ac-

tivities provided that HEW meets all unsatis-

fied obligations of the Tennessee Foundation

for Medical Care, Inc. and that TMA is able

to negotiate a contract acceptable to the Asso-

ciation.

—Accepted a report from the Judicial Council

regarding interpretation of councilors.

—Adopted recommendations from the TMA Peer

Review Committee regarding nursing home
regulations.

—Received a report regarding an AMA Confer-

ence on Improving Health Care in Correctional

Institutions.

—Nominated physicians to serve on the TMA
standing and special committees.

—Approved a recommendation from the Travel

Committee that TMA sponsor a Danube River

Adventure Sept. 23 to Oct. 5, 1979.

—Approved recommendations from the Commit-
tee on Legislation and went on record as

opposing any legislation to permit the prescrib-

ing of drugs by nonphysicians.

—Voted to oppose legislation to reduce the quali-

fications necessary to serve as the commissioner

of public health.

—Approved the 1981 Annual Meeting for Knox-
ville, 1982 for Memphis, and 1983 for Nash-
ville.

—Approved reimbursement of expenses for Board
members to attend the AMA Leadership Con-
ference in Chicago.

—Directed that all county societies be informed

of the requirement that county society mem-
bers must also be TMA members.

Executive Committee Meeting—February 22,

1979

The Committee:

—Directed that staff develop a plan to promote

membership in TMA and AMA.
—Voted to consider establishment of a Maternal

Mortality Committee under the auspices of the

TMA Maternal and Child Care Committee.

—Directed the Judicial Council to report by

resolution to the House their recommendations

regarding revisions to the Principles of Med-

ical Ethics.

—Directed that the Communications and Public

Service Committee investigate the possibility of

sponsoring workshops for medical assistants.

—Endorsed legislation to raise the legal age for

alcohol consumption from 18 to 21 years of

age.

—Approved distribution of an AMA pamphlet

entitled “Physicians Cost Containment Check-

list” to the TMA membership.

As evidenced by the lengthy summaries of ac-

tions taken by the Board and the Executive

Committee, much time and effort have been ex-

pended by members of this Board during the past

12 months. This is a dedicated group of individ-

uals who give of their time and talents to the

improvement of the Tennessee Medical Associa-

tion and its ability to serve its members. Atten-

dance at all meetings of the Board and Executive

Committee was near 100% throughout the en-

tire year. The business of the Association con-

tinues to grow annually which places additional

demands upon members of the Board, the Asso-

ciation’s officers, and staff. Every effort is made

by the Board to represent the best interests of

physicians and the patients they serve. For this

effort, I commend each member of the Board and

our most capable staff. I am extremely proud to

have served this past year as Chairman.

REFERENCE COMMITTTE C—received the

report of the Board of Trustees, commended the

report to each member of the House of Delegates,

and recommended that it be filed.

Report of the

Secretary-Treasurer

Virgil H. Crowder, Jr., M.D.

The annual audit for the fiscal and calendar

year ending December 31, 1978 has been com-

pleted. The customary examination of Associa-

tion records was made by Mr. Ezra Jones, certified

public accountant, whose report contains a sum-
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mary of accounting policies and pertinent notes

to financial statements along with the financial

statements and supporting schedules. The Associ-

ation uses the fund accounting method by specific

purposes on a modified cash basis. The net value

of property has been reduced by recording de-

preciation on a straight-line basis and charged

as an expenditure. No provision has been made
for income tax on unrelated income that might

be assessed by the Internal Revenue Service, nor

has any provision been made for possible losses

on notes receivable.

The complete audit for 1978 is available for

examination. Condensed financial reports pre-

pared in formats similar to the annual audit are

appended hereto in order to show the assets, li-

abilities, fund balance, operating revenues, and

expenditures of the Association. You will note

that the operating and reserve fund increased by

about $145,000 during the year. This maintains

the operating and reserve fund, based upon 1979

projected expenditures, at the traditionally con-

servative level of 18 months.

I assure you that our Association remains fi-

nancially sound and that its fiscal affairs are being

managed responsibly.

TENNESSEE MEDICAL ASSOCIATION
CONDENSED BALANCE SHEET

ASSETS
1. Bank Accounts

(Checking and

Savings)

2. Investments

3. Interfund Notes

Receivable

(Student Education

Fund)

4. Property Fund

—

Fixed Assets

(Land, Building,

Equipment—Less

Depreciation)

TOTAL

Year Ended December 31

1978 1977

$ 360,600.51 $ 164,662.17

850,000.00 750,000.00

49,200.00 29,200.00

243,602.29 229,625.53

$1,503,402.80 $1,173,487.70

LIABILITIES AND
FUND BALANCE
1. Accounts Payable

2. Accrued Payroll Taxes

3. Deferred Credits

(Advance Dues)

4. O & R Fund
5. Property Fund

TOTAL

$ 700.00

111.64

298,525.00

960,463.87

243,602.29

$1,503,402.80

$ 500.00

140.58

128,210.00

815,011.59

229,625.53

$1,173,487.70

CONDENSED OPERATING STATEMENT

Year Ended December 31

INCOME 1978 1977

Exhibits and Annual

Meeting $ 22,485.00 $ 14,067.50

TMA Dues 499,977.50 491,582.50

Investment Income 62,393.54 56,860.66

Building and Miscel-

laneous Income 6,917.20 8,777.91

TOTAL $591,773.24 $571,288.57

EXPENDITURES
Administration $281,778.30 $241,166.23

AMA Delegates 12,870.72 15,630.75

Annual Meeting—TMA 23,867.09 21,674.59

Attorney 8,273.42 19,800.00

Board of Trustees-

Committees-Council 23,164.83 18,318.00

Continuing Medical

Education 8,060.17 9,500.00

Headquarters Building 17,991.67 12,743.24

Health Careers 1,250.00 1,250.00

IMPACT 4,000.00 3,000.00

Legislative Expense 14,910.58 12,865.57

Taxes 12,808.51 9,733.04

Staff Travel 21,855.12 15,077.14

Other Expenses 2,838.53 17,965.79

SUBTOTAL $433,668.94 $398,724.35

Excess Journal Costs ($ 12,652.02) ($ 24,997.55)

Excess of Revnue Over

Expenditures $145,452.28 $147,566.67

TOTAL $591,773.24 $571,288.57

JOURNAL INCOME AND EXPENSE
Year Ended December 31, 1978

INCOME
Allocation of

dues

Advertising

Subscriptions

Total

$37,890.00

27,005.17

1,806.15

Readership

$37,890.00

1,806.15

Advertising

$

27,005.17

$66,701.32 $39,696.15 $27,005.17

EXPENSES
Printing and

distribution 45,937.16 34,223.20 11,713.96

Editor and

Board 4,022.45 4,022.45

Clerical

assistance 600.00 600.00

Clipping

service 945.08 945.08

Supplies 32.39 32.39

Salaries 12,000.00 6,000.00 6,000.00

Employee
insurance 210.90 105.45 105.45

Taxes 726.00 363.00 363.00

Overhead 14,879.36 9,919.44 4,959.92

79,353.34 56,211.01 23,142.33

EXCESS
EXPENSES ($12,652.02) ($16,514.86) ($ 3,862.84)
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REFERENCE COMMITTEE C—received the

report of the Secretary-Treasurer and noted that

the Tennessee Medical Association Journal was

apparently running in the red and that efforts

might be made to allocate more dues to the TMA
Journal. The committee commended the report

and recommended that it he filed.

Report of the

Judicial Council

Arden J. Butler, Jr., M.D., Chairman

The Judicial Council has met this past year on

two separate occasions by way of telephone con-

ference call. At the last meeting of the House of

Delegates the Council was directed to take under

advisement the proposed changes in the AMA’s

Principles of Medical Ethics. After much discus-

sion, the Council prepared recommended changes

as outlined in a resolution that is now before this

House. These recommendations were forwarded

to the Tennessee delegation to the AMA House

of Delegates and were considered at the June

Annual Meeting of the AMA. To date there has

been no change in the AMA’s Principles as were

proposed in 1978. The AMA has conducted ex-

tensive hearings on the changes and its House

will consider them again at the annual session

this year in Chicago in July.

The Council received from the Board of Trus-

tees a request to suggest modifications in the

By-Laws of the TMA to clarify Chapter XII,

Section 8. Problems have arisen as to which

society a physician should belong when he lives

on or near a county line. The Council recom-

mends that the interpretation of the residence of

the physician actually means the physician’s prin-

cipal place of practice. The Council has further

recommended that a By-Laws change be adopted

to reflect this interpretation.

The annual reports of the 48 component med-

ical societies have been received and approved

by the Council. There were several situations

regarding medical ethics to arise this past year

and it is most encouraging to report that each

problem was resolved at the local society level.

The ten judicial councilors when called upon

were involved in the interpretation of medical

ethics and assisted the local societies in the set-

tling of their problems.

The Council expresses its appreciation to each

society for its cooperation throughout the year.

REFERENCE COMMITTEE C—received the

report of the Judicial Council, commended the

report to the attention of the House of Delegates

and recommended that it be filed.

Report of the

Executive Director

Mr. L. Hadley Williams

Once again, it is my pleasure to appear before

you during the Annual Meeting to give the report

of the Executive Director. This is my third ap-

pearance as Executive Director, and I am enter-

ing my 17th year with the Tennessee Medical

Association.

The past 12 months have gone by quickly as

is always the case when one is kept busy. The

Association is in sound financial condition as the

Secretary-Treasurer’s report will indicate. It will

also show a gradual buildup of our reserves. Such

reserves form the basis for an adequate emergency

reserve for meeting operating expenses in addition

to the capability of meeting major challenges to

the practice of medicine. Everyone here is well

aware of the effects inflation creates with indi-

vidual practices and the same insidious impact

affects the Association’s operation and expenses.

I anticipate that inflation will inevitably absorb

more and more of the comfortable reserves we
have been fortunate to accumulate.

Membership in the Association increased with

a net gain of 205 members during 1978. AMA
membership also increased by 114 members.

Tennessee was recognized at the February AMA
Leadership Conference for having exceeded its

total AMA membership for two consecutive years.

Of extreme importance is the fact that Tennessee

needs only 358 additional AMA members during

1979 to entitle us to have an additional seat in

the AMA House of Delegates. One untapped

source of potential members, which could easily

give Tennessee a fifth AMA delegate, is our large

resident and intern population. At the end of

1978, our intern and resident membership stood

at 68, which was a slight increase over 1977. Well

over 1,200 other interns and residents are cur-

rently located within our state and are eligible

for membership if properly recruited. Several big

“if’s” go along with that statement. These young

physicians are eligible IF the county medical so-

ciety has a category of membership for interns

and residents, IF the county medical society de-

sires to have the young physician as a full-fledged
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member, and IF the county society will make a de-

termined effort not only to encourage interns and

residents but to actively seek their membership.

In addition to this large group of physicians,

most of which have never been asked to join pre-

viously, 22% of your colleagues now in practice

have also opted not to be a full member of medi-

cine’s federation. That figure represents almost

1,000 physicians—your own friends and col-

leagues—who should be full-fledged members of

organized medicine. Just over one third of that

number would also give Tennessee a fifth AMA
delegate. I urge members of the House of Dele-

gates to personally take up the challenge within

your own respective county medical society and

to lead the drive for 100% participation within

your society for full membership in the three

levels of organized medicine which make up our

federation. Whether the benefits of belonging are

clearly definable to you or not, it is important for

medicine to speak with one voice. Supporting the

federation is the greatest benefit of all—one based

on unity of purpose.

TMA MEMBERSHIP REPORT
As of December 31, 1978

1978 1977 1976

Active Dues Paying Members 4,217 4,004 3,891

Active Resident-Intern

Members 68 45 37

Dues Exempt Members; 354 317 306

Veteran Status .328

Postgraduate . 2

Military . 6

Disabled . 18

TOTAL 4,571 4,336 4,234

Deaths 32 56 37

AMA members from Tennessee Medical Association:

Active Dues Paying 3,288

Dues Exempt 354

TOTAL ACTIVE 3,642

(78% of TMA members are also AMA members)

I will not try to summarize the day-to-day

activities in the headquarters office. Statistics

relating to mail, meetings, telephone calls, visitors,

publications, programs, allied group representa-

tion, legislation, personnel retention, building and

property maintenance, etc. would be long and

boring to most. However, I would like to empha-

size that much goes on every day, all designed to

make things better for the physician, the profes-

sion, and the public.

One of the more important functions of the

Association is this Annual Meeting. TMA mem-
bers as well as staff who are directly involved in
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the planning stages of the meeting can appreciate

the fact that organizing and implementing the

April meetings is literally a year-long job. From
the initial discussions with representatives of the

23-24 medical specialty organizations early last

summer until the last box of leftover materials

goes onto a truck to be taken back to Nashville,

the Annual Meeting requires some work every

day. Don Alexander, assistant executive director,

and his administrative assistant. Miss Linda Bass,

are the coordinators of this 24-meetings-into-one

affair. Mr. Jim Ingram, director of the TMA Con-

tinuing Medical Education Program, and Dr. John

B. Thomison, chairman of the TMA Committee

on Continuing Medical Education, are responsible

for the many fine scientific programs conducted

by the specialty societies being accredited.

The Board’s decision to provide specific admin-

istrative services to medical specialty societies

who desire them was, in my opinion, a big step

forward. By having an administrative secretary to

maintain all records, financial accounts, dues col-

lection, plus many other needed services for small

specialty organizations with a full degree of con-

tinuity is a most worthwhile service. I hope the

TMA offer to provide staff will be looked upon

with favor by the specialty societies. Mrs. Susan

Mahoney is a competent member of the head-

quarters staff and heads the specialty society

services department. We would welcome the

oppportunity of serving more.

I would like to express thanks and appreciation

to all of the officers and Board members for the

many hours they have contributed on the part of

the profession and for the leadership they have

provided this organization during the past year.

My personal thanks are extended to Dr. John B.

Dorian, your President, for providing strong lead-

ership and direction and for always being avail-

able, even on very short notice, when he was

needed. He literally commuted from Memphis to

Nashville all year and did so many times at the

expense of his practice and family.

The TMA presidency will be passed to Dr.

Jim Hays at the conclusion of this meeting, and

it will be going to a physician with demonstrated

leadership ability. He too has exhibited an un-

selfish attitude toward the needs of the Associa-

tion for several years and I look forward to the

coming months and my work with Dr. Hays.

I am also pleased to express my gratitude and

deep appreciation to a loyal and dedicated staff.

They are all energetic and innovative and repre-

sent a real asset to the Association. Mr. Gary
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Odom has joined our staff as legislative repre-

sentative and he along with Mr. Dave Morison,

our staff attorney, are doing a superb job in

representing the profession with members of the

General Assembly.

With the excellent combination of dedicated

and diligent officers, Board, and staff that will

represent the Association in the months ahead,

I look forward to a most progressive year for the

Association. The challenges which face the pro-

fession have never been greater. It is gratifying

to know your Association stands in the forefront

in trying to come to grips with these challenges.

The effectiveness of TMA in achieving positive

solutions is certainly not complete but the organi-

zation provides one of the most affirmative mech-

anisms for dealing with those pressures and

attitudes that would control the individuals who
have made medical care in America the best in

the world.

REFERENCE COMMITTEE C—received the

report of the Executive Director, noting that the

Board has provided specific administrative services

to specialty societies. It was felt that the Board

should send letters to the specialty societies to in-

form them of the facility in the TMA office. The

committee commended the report to the House of

Delegates and recommended that it be filed.

Committee Reports

The following standing and special committees

made annual reports to the House of Delegates:

—Committee on Scientific Affairs

—Committee on Legislation

—Committee on Governmental Medical Services

—Committee on Tennessee Medical Association

Group Insurance

—Committee on Hospitals

—Peer Review Committee
—Communications and Public Service Committee
—Committee on Continuing Medical Education
—Mediation Committee
—Committee on Rural Health

—Committee on Emergency Medical Services

—Advisory Committee to Tennessee Medical
Association Auxiliary

—Committee on Mental Health

—Committee on Medicine and Religion

—Tennessee Medical Association/Tennessee
Nurses Association Joint Practice Committee

—Committee on Maternal and Child Care
—Committee on Long Term Health Care

Committees not reporting:

—Liaison Committee to the Public Health De-
partment

—Committee on Constitution and By-Laws
—Interprofessional Liaison Committee
—Committee on Occupational Health
—Committee on Environmental Health
—Committee on Blood Banks and Medical Lab-

oratories

—Liaison Committee to Medical Schools in Ten-
nessee

—Committee on Rehabilitation

1979 STATE MEDICAL ASSOCIATION DUES

1. District of Columbia $420
2. Wisconsin 320
3. Idaho 310
4. Alaska 300
5. Montana 300
6. South Dakota 300
7. Wyoming 300
8. Minnesota 290
9. Colorado 285

10. Iowa 275
11. Arizona 250
12. Utah 245
13. Hawaii 240
14. Arkansas 225
15. Georgia 225
16. Kentucky 225
17. Pennsylvania 225
18. South Carolina 220
19. Oregon 212.50

20. Delaware 205
21. California 200
22. Illinois 200
23. Louisiana 200
24. Maine 200
25. Massachusetts 200
26. Mississippi 200

Median Dues—1979-S200
1978-S185

27. Nebraska $200
28. New York 200
29. Norh Dakota 200
30. Washington 195
31. Michigan 190
32. Indiana 181
33. Oklahoma 180
34. Texas 180
35. Alabama 175
36. Florida 175
37. Rhode Island 175
38. New Jersey 173
39. Ohio 170
40. Maryland 160
41. Nevada 160
42. Kansas 150
43. New Hampshire 150
44. Virginia 150
55. West Virginia 150
46. North Carolina 140*

47. Puerto Rico 140
48. New Mexico 135
49. Tennessee 130

50. Vermont 125

51. Missouri 115

52. Connecticut 100

*New members pay $165 first 5 years.



1979 TMA Annual Meeting-House of Delegates Composition

First Session: April 4—Second Session: April 7

EX-OFFICIO MEMBERS
OFFICERS

President John B. Dorian
President-Elect .... James W. Hays
Vice President ..... Bennett Y. Cowan
Vice President Hobart H. Beale
Vice President Edmund W. Benz
Speaker Allen S. Edmonson
Vice Speaker Charles E. Allen

BOARD OF TRUSTEES
George \Y. Holcomb, Jr.

Hobart H. Beale
Robert E. Clendenin, Jr.

Virgil H. Crowder, Jr.

James H. Donnell
William O. Miller
Gilbert A. Rannick
Don J. Russell
Clarence C. Woodcock, Jr.

COUNCILORS
First District Nat E. Hyder, Jr.

Second District .... Felix G. Line
Third District James R. Royal
Fourth District .... Donald H. Bradley
Fifth District Anne U. Bolner
Sixth District Charles M. Hamilton
Seventh District . . . Kenneth J. Phelps, Sr.

Eighth District . .. .Charles W. White
Ninth District Arden J. Butler, Jr.

Tenth District James B. Witherington

PAST PRESIDENTS
E. Kent Carter
J. Kelley Avery
C. Gordon Peerman, Jr.

David H. Turner

Tom E. Nesbitt

Thomas K. Ballard
Morse Kochtitzky
A. Roy Tyrer, Jr.

AMA PRESIDENT

AMA DELEGATES

John H. Burkhart
John B. Thomison

Eugene W. Fowinkle

AMA COUNCIL MEMBERS

OTHERS

DELEGATES

EAST TENNESSEE GRAND DIVISION
County Society
BLOUNT

BRADLEY

CAMPBELL ...
CHATTANOOGA-
HAMILTON .

CUMBERLAND
GREENE
HAMBLEN ...

HAWKINS . .

KNOXVILLE
ACADEMY

. H. T. Vandergriff
Robert H. Haralson, III

. Hays Mitchell
E. Harris Pierce

. John S. Burrell

. Woodruff A. Banks, Jr.
Fred B. Ballard
William C. Patton
George G. Young
Coleman L. Arnold
M. F. Langston
Robert C. Coddington
William P. Aiken

. Carl T. Duer

. Dee L. Metcalf, III

,
Crampton H. Helms
John H. Kinser

Present Present

Present
Present
Present

Present

Present
Present
Present

Present
Present
Present

Present
Present
Present
Present
Present

Present Present

McMINN ...
MONROE . . .

ROANE-
ANDERSON

SCOTT
SEVIER

. William A. Nelson
John R. Nelson
George H. Wood
Joseph B. Moon
John T. Purvis
Alfred D. Beasley
Richard C. Sexton
George A. Zirkle, Jr.
Bertram R. Henry
William S. Muse, Jr.
Jacob T. Bradsher

. Robert G. Hewgiey

. James L. Allen

.Elbert C. Cunningham
Richard A. Dew
David T. Upchurch

, H. M. Leeds
. Vincent B. Tolley

Present
Present

Present
Present

Present
Present

Present

Present

Present
Present

Present
Present
Present

Present

Present
Present

Present
Present

Present
Present
Present
Present
Present
Present
Present

Present
Present
Present

First Second County Society
Session Session SULLIVAN-

JOHNSON
Present Present
Present Present

WASHINGTON-
Present Present CARTER-UNICOI .

Present Present
Present Present

MIDDLE
Present Present BEDFORD
Present Present BENTON-
Present Present HUMPHREYS
Present Present BUFFALO RIVER
Present Present VALLEY
Present Present COFFEE
Present Present NASHVILLE
Present Present ACADEMY
Present Present

Present Present
Present

Present Present
Present Present
Present Present
Present Present
Present Present
Present Present
Present Present

Present Present
Present
Present

DICKSON
FENTRESS
FRANKLIN

Present Present

Present Present GILES
JACKSON
LAWRENCE

Present Present LINCOLN
Present Present MACON
Present Present MARSHALL

MAURY

Present MONTGOMERY
Present Present OVERTON

PUTNAM
Present Present

1

ROBERTSON

OFFICERS

Joseph K. Maloy
A. C. Rolen

First
Session

Second
Session

Present Present

Duane C. Budd
Lewis F. Cosby
Clarence E. Goulding, Jr. Present
Dillard M. Sholes Present

TENNESSEE GRAND DIVISION
Carl T. Stubblefield

Present Present

RUTHERFORD

SMITH .

SUMNER

WARREN . . .

WHITE
WILLIAMSON
WILSON . . .

. Mark F. Hartley

. Parker D. Elrod Present

. M. C. Woodfin, Jr.

, Larry T. Arnold Present
C. Richard Treadway Present
Terry R. Allen
Kent Kyger Present
Thomas W. Orcutt Present
Luther A. Beazley Present
William B. Crenshaw Present
John L. Farringer, Jr. Present
Malcolm R. Lewis Present
Cullen R. Merritt, II Present
Richard P. Ownbey Present
Howard L. Salyer Present
Paul R. Stumb Present
John L. Sawyers Present
H. Victor Braren Present
Irving R. Hilliard Present
Wendell W. Wilson Present
William C. Alford
Ronald E. Overfield
Charles M. Hamilton Present
Daniel B. Drinnen Present
Shelby O. Turner
Dudley C. Fort, Jr.

Walid Al Agha
E. M. Dudney
Virgil H. Crowder, Jr. Present
William M. Young Present
Pleas Copas
Kenneth J. Phelps, Jr. Present
Harold W. Ferrell Present
John O. Williams Present
Reginald S. Lowe Present
James E. Hampton Present
Jerry L. Shipley Present
Charles E. Jordan Present
Charles T. Womack (Alt.) Present
James R. Quarles Present
Bernard S. Davison Present
John T. Cunningham Present
D. Gordon Petty Present
Clarence R. Sanders Present
Lloyd T. Brown (Alt.) Present
Thurman L. Pedigo Present
Donald H. Bradley Present
Joseph L. Willoughby Present
James C. Bradshaw, Jr. Present

Present
Present

Present

Present
Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

Present
Present

WEST TENNESSEE GRAND DIVISION
CONSOLIDATED ... Lee Rush. Jr.

James T. Craig
Thomas K. Ballard
Oscar M. McCallum
Swan Burrus, Jr. (Alt.)

HENRY Frank B. Sleadd
MEMPHIS-
SHELBY James T. Galyon

Phillip A. Pedigo
Thomas G. Dorrity
McCarthy DeMere
Paul H. Williams
Albert J. Grobmyer, III

Hollis H. Halford
Hamel B. Eason
C. Eugene Jabbour
W. T. Satterfield, Jr.

Dee J. Canale
Hugh Francis, Jr.

James W. Pate
F. Hammond Cole, Jr.

John S. Buchignani, Jr.

Evelyn B. Ogle
Robert G. Allen
Earle L. Wrenn, Jr.

Phil E. Orpet, Jr.

H. Eugene Reese
Joseph L. Weems
Rufus E. Craven
Eugene R. Nobles, Jr.

T. Kyle Creson, Jr.

NORTHWEST .Grover F. Schleifer, III

James W. Shore
TIPTON Warren A. Alexander

Present
Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present

Present

Present

Present
Present
Present
Present
Present
Present

Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

Present
Present
Present

Present
Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

The above information taken from attendance record cards signed by the delegates.

448 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Highlights of the TMA Board of Trustees Meetings

April 4 and April 1, 1979

The following is a summary of the major actions taken by the Board of Trustees of the Tennessee

Medical Association at the first session of its regular second quarter meeting, April „4, 1979. '

Membership Recruitment

Brochures

EMS Committee

Structure Reorganization

Policy on Resolutions

Annual Audit and

Financial Statement

Board of Examiners

for Nursing Home
Administrators

Impaired Physician

Committee

Perinatal Advisory

Subcommittee

Doctor Draft Legislation

Publication of TMA
History

Nominations for

AMA Council on

Medical Education

Student Education

Fund Contributions

THE BOARD:

Agreed that membership recruitment brochures be developed which

would promote membership in county, state, and AMA for both physi-

cians in residency programs as well as for those who have been in

practice for some time.

Recommended to the Emergency Medical Services Committee that con-

sideration be given to the naming of subcommittees with only the

chairman of each serving on the full EMS Committee and that the com-

mittee be requested to consider any other recommendations that would

result in reducing the size of the committee.

Adopted a position on each resolution and each amendment to the

Constitution and By-Laws to be considered by the House and assigned

members to attend each of the five reference committees.

Approved the 1978 Annual Audit and the first quarter financial state-

ment.

Voted to submit the name of Dr. M. F. Langston to the state for re-

appointment to the Board of Examiners for Nursing Home Adminis-

trators along with the names of Drs. Carl E. Adams and Grover F.

Schleifer, III, as additional nominees.

Made the Impaired Physician Committee a special committee of TMA;
Dr. Donald Bales was reappointed to the committee for a three-year

term, and the Executive Committee was empowered to approve two

other nominees for the committee.

Named Dr. Shelley F. Griffith to the subcommittee of the Perinatal

Advisory Committee.

Upon suggestion from AMA President, Dr. Tom E. Nesbitt, agreed

that a letter be written to Congressman Robin Beard stating TMA
opposition to a doctor draft, and directed that the TMA Committee on

Legislation contact Congressman Beard to reflect this position as well.

Agreed that an advisory committee composed of Drs. George W. Hol-

comb, Jr., Clarence C. Woodcock, Jr., and Mr. Hadley Williams be

appointed to consult with Dr. R. H. Kampmeier regarding publication

of the History of TMA (1930-1980).

Agreed that a letter be written to AMA President, Dr. Tom Nesbitt,

and members of the TMA delegation to the AMA requesting support

for Dr. Charles E. Allen for election to the AMA Council on Medical

Education and/or appointment to one of the advisory committees.

Directed that the TMA Newsletter encourage contributions from physi-

cians to the Student Education Fund and that TMA make a contribu-

tion of $1,000 annually to the Fund in memory of deceased TMA
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members and that the families of the deceased physicians be notified

that a contribution had been made in their name to the Student Educa-

tion Fund.

The following is a summary of the major actions taken by the Board of Trustees of the Tennessee

Medical Association at the second session of its regular second quarter meeting, April 7, 1979.

Election Results

Interprofessional

Liaison Committee

Primary Health

Care Centers

Specialty Society

Advisory Council

AMA Group Life

insurance Plan

EMS Appointments

Next Meeting Date

THE BOARD:

Elected Dr. William O. Miller, Knoxville, as Chairman of the TMA
Board of Trustees, succeeding Dr. George W. Holcomb, Jr., Nashville.

Dr. Robert E. Clendenin, Jr., Union City, was elected Vice Chairman.

Dr. Holcomb was elected Secretary-Treasurer, succeeding Dr. Virgil

H. Crowder, Lawrenceburg. Reelected as Assistant Secretary-Treasurer

was Mr. Hadley Williams, Executive Director of TMA.

Elected as the five members of its Executive Committee were Drs.

James W. Hays, Nashville, Chairman; William O. Miller, Knoxville;

George A. Zirkle, Jr., Knoxville; John B. Dorian, Memphis; and

George W. Holcomb, Jr., Nashville.

Elected as the Finance Committee of the Board were Drs. Holcomb,

Miller, and Clarence C. Woodcock, Jr., Nashville. Dr. Holcomb was

named Chairman.

Reelected as members of its Publications Committee were Drs. John B.

Thomison, Nashville; Addison B. Scoville, Jr., Nashville; and Oscar M.
McCallum, Henderson.

Reinstated the Interprofessional Liaison Committee, and the three

members whose terms on the committee expired this year were reap-

pointed. The committee is composed of Drs. Thomas K. Ballard, Chair-

man, James A. Moore, A. J. Grobmyer, III, William O. Miller, James

W. Gibson, Richard Van Fletcher, William H. Edwards, Charles R.

Brite, and Don J. Jackson.

Agreed that the specialty societies representing OB-GYN, Pediatrics,

Internal Medicine, and Family Practice each be requested to submit

the names of three physicians to enable the Board to formulate a com-

mittee to deal with primary health care centers.

Referred to the Long Range Planning Committee a House resolution

on specialty society advisory council representation.

Agreed that a letter be written to AMA President, Dr. Tom E. Nesbitt,

from the Chairman of the Board calling attention to the problems in-

curred by some members of TMA regarding the AMA group life

insurance plan.

Nominated Dr. Fenwick Chappell for appointment to the Tennessee

Department of Public Health EMS Department’s Committee on Poison

Control.

Appointed Dr. James Henry to the Joint State EMS-THA-Civil Defense

Fact Finding Committee.

Set the third quarter Board of Trustees meeting for July 6-8, 1979, at

Cobbly Nob near Gatlinburg. r ^
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OFFICERS AND COMMIHEES 1979-1980

Tennessee Medical Association

OFFICERS OF THE ASSOCIATION

President James W. Hays, M.D., Nashville

President-Elect . . George A. Zirkle, Jr., M.D., Knoxville

Vice President (East) Robert L. Allen, M.D.,
Cleveland

Vice President (Middle) . . . .B. J. Smith, M.D., Dickson

Vice President (West) . . .James T. Craig, M.D., Jackson

Secretary-Treasurer . . . .George W. Holcomb, Jr., M.D.,
Nashville

Speaker—House of Delegates .... Allen S. Edmonson,
M.D., Memphis

Vice Speaker—House of Delegates . . . Charles E. Allen,

M.D., Johnson City

BOARD OF TRUSTEES
Charles E. Allen, M.D Johnson City

James C. Bradshaw, Jr., M.D Lebanon
Robert E. Clendenin, Jr., M.D.,

Vice Chairman Union City

James H. Donnell, M.D Alamo
John B. Dorian, M.D Memphis
Allen S. Edmonson, M.D Memphis
James W. Hays, M.D Nashville

George W. Holcomb, Jr., M.D Nashville

C. Eugene Jabbour, M.D Memphis
William O. Miller, M.D., Chairman Knoxville

Gilbert A. Rannick, M.D Johnson City

Don J. Russell, M.D Chattanooga
Clarence C. Woodcock, Jr., M.D Nashville

George A. Zirkle, Jr., M.D Knoxville

COUNCILORS
First District . . . Nat E. Hyder, Jr., M.D.—Johnson City

Second District . .John R. Nelson, Jr., M.D.—Knoxville

Third District James R. Royal, M.D.,

Vice Chairman—Chattanooga

Fourth District Thurman L. Pedigo, M.D.

—

McMinnville

Fifth District Anne U. Bolner, M.D.—Fayetteville

Sixth District . . Charles M. Hamilton, M.D.—Nashville

Seventh District Kenneth J. Phelps, Sr., M.D.

—

Lewisburg

Eighth District . . . Charles W. White, M.D.—Lexington

Ninth District Arden J. Butler, Jr., M.D.,
Chairman—Ripley

Tenth District .... Daniel J. Scott, Jr., M.D.—Memphis

DELEGATES TO THE AMERICAN MEDICAL
ASSOCIATION

A. Roy Tyrer, Jr., M.D Memphis
Morse Kochtitzky, M.D Nashville

Thomas K. Ballard, M.D Jackson

David H. Turner, M.D Chattanooga

ALTERNATE DELEGATES TO THE
AMERICAN MEDICAL ASSOCIATION

Charles B. Thorne, M.D Nashville

Hamel B. Eason, M.D Memphis
William O. Miller, M.D Knoxville

E. Kent Carter, M.D Kingsport

COMMITTEES OF THE BOARD OF TRUSTEES

EXECUTIVE COMMITTEE
James W. Hays, M.D., Chairman Nashville

William O. Miller, M.D Knoxville

George A. Zirkle, Jr., M.D Knoxville

John B. Dorian, M.D Memphis
George W. Holcomb, Jr., M.D Nashville

FINANCE COMMITTEE
George W. Holcomb, Jr., M.D., Chairman ...Nashville

Clarence C. Woodcock, Jr., M.D Nashville

William O. Miller, M.D Knoxville

PUBLICATIONS COMMITTEE
John B. Thomison, M.D., Chairman Nashville

Addison B. Scoville, Jr., M.D Nashville

Oscar M. McCallum, M.D Henderson

COMMITTEE ON EXHIBITS

Clarence C. Woodcock, Jr., M.D., Chairman . .Nashville

AD HOC COMMITTEE ON CONFIDENTIALITY
Charles B. Thome, M.D., Chairman Nashville

Robert L. Allen, M.D Cleveland
John B. Dorian, M.D Memphis

COMMITTEE ON MEDICAL LICENSURE
Francis H. Cole, M.D., Chairman Memphis
J. Kelley Avery, M.D Union City

Mark P. Fecher, M.D Knoxville

Howard R. Foreman, M.D Nashville

Eugene W. Fowinkle, M.D Nashville

James S. Brown, M.D Memphis

Consultant

Mr. Charles L. Cornelius, Jr Nashville

COMMITTEE ON LONG RANGE PLANNING

John B. Dorian, M.D., Chairman Memphis

William O. Miller, M.D Knoxville

George A. Zirkle, Jr., M.D Knoxville

James H. Donnell, M.D Alamo

James W. Hays, M.D Nashville

TRAVEL COMMITTEE
John B. Dorian, M.D., Chairman Memphis

James W. Hays, M.D. Nashville

George A. Zirkle, Jr., M.D Knoxville
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AD HOC COMMITTEE ON VOLUNTARY
COST CONTAINMENT
A. Roy Tyrer, Jr., M.D., Chairman . . . . .Memphis
John L. Farringer, Jr., M.D Nashville

William O. Miller, M.D Knoxville

Paul A. Thompson, M.D Memphis
James C. Bradshavv^, Jr., M.D Lebanon

AD HOC COMMITTEE ON UTILIZATION
OF MEDICAID DATA
William O. Miller, M.D., Chairman Knoxville

Richard L. DeSaussure, Jr., M.D Memphis
J. Kelley Avery, M.D Union City

Eugene W. Fowinkle, M.D Nashville

John B. Thomison, M.D Nashville

STANDING COMMITTEES OF THE TENNESSEE MEDICAL ASSOCIATION

COMMITTEE ON SCIENTIFIC AFFAIRS
Oscar M. McCallum, M.D., Chairman ..... .Henderson
Blair D. Erb, M.D Jackson

Dillard M. Sholes, Jr., M.D Johnson City

Winston P. Caine, Jr., M.D Chattanooga

W. A. Spickard, M.D Nashville

John B. Thomison, M.D. (Ex-Officio) Nashville

Don J. Russell, M.D. (Div. Coordinator) . .Chattanooga

COMMITTEE ON LEGISLATION
James W. Hays, M.D., Chairman Nashville

Joseph L. Willoughby, M.D Franklin

D. Gordon Petty, M.D Carthage
Allen S. Edmonson, M.D Memphis
J. Kelley Avery, M.D Union City

David H. Turner, M.D Chattanooga
Harold L. Neuenschwander, M.D Knoxville

Nat E. Hyder, Jr., M.D Johnson City

John B. Tliomison, M.D. (Ex-Officio) Nashville

Chairmen of Four Metropolitan Societies

Legislative Committees

Daniel J. Scott, Jr., M.D Memphis
H. Victor Braren, M.D Nashville

Dean R. Conley, M.D Knoxville

William C. Patton, M.D Chattanooga

LIAISON COMMITTEE TO THE
PUBLIC HEALTH DEPARTMENT
Robert L. Harrington, M.D., Chairman Dyersburg
Terry P. Cruthirds, M.D Memphis
Sam M. Tickle, M.D Memphis
Robert D. Hays, M.D Cleveland
Walter L. Diveley, M.D Nashville

James W. Hays, M.D. (Div. Coordinator) ...Nashville

COMMITTEE ON GOVERNMENTAL
MEDICAL SERVICES
E. Kent Carter, M.D., Chairman Kingsport

David H. Turner, M.D Chattanooga
George A. Zirkle, Jr., M.D Knoxville

R. A. Calandruccio, M.D Memphis
J. Kelley Avery, M.D Union City

James W. Hall, M.D Trenton

Oscar M. McCallum, M.D Henderson

Morse Kochtitzky, M.D Nashville

Virgil H. Crowder, Jr., M.D Lawrenceburg

Eugene W. Fowinkle, M.D. (Ex-Officio) ....Nashville

James W. Hays, M.D. (Div. Coordinator) . . .Nashville

COMMITTEE ON TENNESSEE MEDICAL
ASSOCIATION GROUP INSURANCE
Lloyd C. Davis, M.D., Chairman Knoxville

John P. Glover, Jr., M.D Nashville

Phil E. Orpet, Jr., M.D Memphis
Allen S. Edmonson, M.D. (Div. Coordinator) .Memphis
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COMMITTEE ON CONSTITUTION AND BY-LAWS
John H. Burkhart, M.D., Chairman Knoxville

Robert H. Haralson, Jr., M.D Maryville

Clarence R. Sanders, M.D Gallatin

William H. Edwards, M.D Nashville

Lehman C. Sammons, Jr., M.D Memphis
Richard L. DeSaussure, M.D Memphis

COMMITTEE ON HOSPITALS
A. Roy Tyrer, Jr., M.D., Chairman Memphis
Peter G. Camesale, M.D Memphis
Hamel B. Eason, M.D Memphis
I. Lee Arnold, M.D Chattanooga

Duane C. Budd, M.D Johnson City

Joseph W. Graves, M.D Chattanooga

George R. Mayfield, Jr., M.D Columbia
Buntwal N. Somayaji, M.D Nashville

Allen S. Edmonson, M.D. (Div. Coordinator) .Memphis

PEER REVIEW COMMITTEE
E. Kent Carter, M.D., Chairman Kingsport

David H. Turner, M.D Chattanooga

C. Gordon Peerman, Jr., M.D Nashville

J. Kelley Avery, M.D Union City

John B. Dorian, M.D Memphis
Allen S. Edmonson, M.D. (Div. Coordinator) .Memphis

COMMITTEE ON COMMUNICATIONS AND
PUBLIC SERVICE
Alfred P. Rogers, M.D., Chairman Chattanooga

Alfonso Lopez, M.D Johnson City

William A. Nelson, Jr., M.D Knoxville

John S. Buchignani, Jr., M.D Memphis
Rex A. Amonette, M.D Memphis
Charles W. White, M.D Lexington

Mark A. Doyne, M.D Nashville

Joseph Knight, M.D Murfreesboro

Robert E. Stein, M.D Nashville

John B. Thomison, M.D. (Ex-Officio) Nashville

James H. Donnell, M.D. (Div. Coordinator) . . .Alamo

INTERPROFESSIONAL LIAISON COMMITTEE
Thomas K. Ballard, M.D., Chairman Jackson

James A. Moore, M.D Memphis
Albert J. Grobmyer, III, M.D Memphis
William O. Miller, M.D Knoxville

James W. Gibson, Jr., M.D Johnson City

Richard Van Fletcher, M.D Chattanooga

William H. Edwards, M.D Nashville

Charles R. Brite, M.D Columbia

Don J. Jackson, M.D Clarksville

James H. Donnell, M.D. (Div. Coordinator) . . .Alamo

MEDIATION COMMITTEE
C. Gordon Peerman, Jr., M.D., Chairman . .

.

.Nashville

David H. Turner, M.D Chattanooga

John B. Dorian, M.D Memphis
Allen S. Edmonson, M.D. (Div. Coordinator) .Memphis
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COMMITTEE ON CONTINUING MEDICAL EDUCATION
John B. Thomison, M.D., Chairman Nashville

Tom E. Nesbitt, M.D Nashville

Clifton K. Meador, M.D Nashville

Richard L. Bilbrey, M.D Crossville

Thomas K. Ballard, M.D Jackson

T. James Humphreys, M.D Jackson

J. Pervis Milnor, Jr., M.D Memphis
James H. Ragsdale, M.D Union City

William E. Foree, Jr., M.D Athens
William P. Grigsby, M.D Kingsport

Winbom B. Willingham, Jr., M.D Chattanooga
Marvin R. Batchelor, M.D Cleveland

David H. McConnell, M.D Newport
Robert E. Clendenin, Jr., M.D.

(Div. Coordinator) Union City

Representatives of Medical Schools and
Clinical Education Centers

Robert C. Coddington, M.D.—UT Clinical Education

Center, Chattanooga

Richard L. Whittaker, M.D.—UT Clinical Education

Center, Knoxville

Frank A. Perry, M.D.—Meharry Medical School, Nash-

ville

Paul E. Slaton, M.D.—Vanderbilt University Medical

School, Nashville

Dennis Wentz, M.D.—UT Center for the Health Sci-

ences, Memphis

Jack E. Mobley, M.D.—East Tennessee State University

Medical School, Johnson City

SPECIAL COMMITTEES OF THE TENNESSEE MEDICAL ASSOCIATION

COMMITTEE ON OCCUPATIONAL HEALTH-
STANDBY
James J. Lawson, M.D., Chairman . . .New Johnsonville

Don J. Russell, M.D. (Div. Coordinator) . . Chattanooga

COMMITTEE ON ENVIRONMENTAL HEALTH-
STANDBY
James B. Ely, M.D., Chairman Knoxville
Don J. Russell, M.D. (Div. Coordinator) . . Chattanooga

COMMITTEE ON BLOOD BANKS AND
MEDICAL LABORATORIES—STANDBY
John K. Duckworth, M.D., Chairman Memphis
Don J. Russell, M.D. (Div. Coordinator) . . Chattanooga

LIAISON COMMITTEE TO MEDICAL SCHOOLS
IN TENNESSEE—STANDBY
John L. Sawyers, M.D., Chairman Nashville

Robert E. Clendenin, Jr., M.D.
(Div. Coordinator) Union City

COMMITTEE ON RURAL HEALTH
F. Houston Lowry, M.D., Chairman Nashville

Joseph L. Willoughby, M.D Franklin
Albert J. Mitchum, M.D Erin

Lester F. Littell, M.D Dayton
Eugene M. Ryan, M.D South Pittsburg

Karl B. Rhea, M.D Somerville

William H. Tucker, M.D Ripley

James H. Donnell, M.D. (Div. Coordinator) ...Alamo

Consultants

William Armistead, D.V.M.—Dean, UT College of Vet-

erinary Medicine, Knoxville

M. Lloyd Downen, Ph.D.—UT Agriculture Extension

Service, Knoxville

Mr. Kenneth Cherry—Tennessee Rural Health Improve-
ment Association, Columbia

ADVISORY COMMITTEE TO THE
TENNESSEE MEDICAL ASSOCIATION AUXILIARY
Jacob T. Bradsher, M.D., Chairman Knoxville

Robert L. Allen, M.D Cleveland

A. Hoyt Crenshaw, M.D Memphis
John P. Kinnard, M.D Nashville

James H. Donnell, M.D. (Div. Coordinator) . . . .Alamo

COMMITTEE ON EMERGENCY MEDICAL SERVICES
James C. Prose, M.D., Chairman Knoxville

Ronald E. Rosenthal, M.D., Vice Chairman . .Nashville

J. MacDonald Burkhart, M.D Knoxville

C. Robert Clark, M.D Chattanooga
Calvin V. Morgan, Jr., M.D Johnson City

Ted F. Sykes, M.D Johnson City

James E. Henry, Jr., M.D Knoxville

Harris T. Vandergriff, M.D Maryville

James L. Allen, M.D Sweetwater

H. Barry Heywood, M.D Chattanooga

Joe H. Henshaw, M.D Sweetwater

Thomas L. Buttram, M.D Chattanooga

Paul E. Spray, M.D Oak Ridge

James H. Donnell, M.D Alamo
Donald C. Henard, M.D Memphis
John P. Conway, M.D Memphis
Joseph C. Lougheed, M.D Memphis
Phillip E. Wright, II, M.D Memphis
Daniel J. Scott, Jr., M.D Memphis
Harry Friedman, M.D Memphis
Robert C. Reeder, M.D Memphis
William L. Webb, Jr., M.D Memphis
Kenneth J. Phelps, Sr., M.D Lewisburg

Edmund W. Benz, M.D Nashville

Parker D. Elrod, M.D Centerville

Robert E. Richie, M.D Nashville

Stephen Schillig, M.D Nashville

Norman D. Hasty, M.D Nashville

William G. Sale, III, M.D Nashville

James T. Craig, Jr., M.D Jackson

Don J. Russell, M.D. (Div. Coordinator) . .Chattanooga

COMMITTEE ON MEDICINE AND RELIGION

Alfred P. Rogers, M.D., Chairman Chattanooga

Paul E. Hawkins, M.D Chattanooga

Homer L. Isbell, M.D Maryville

R. Leslie Hargrove, M.D Knoxville

Daniel C. Geddie, M.D Nashville

George E. Duncan, M.D Nashville

Jerre M. Freeman, M.D Memphis

Hamel B. Eason, M.D Memphis

James H. Ragsdale, M.D Union City

Lee Rush, Jr., M.D Somerville

Howard W. Thomas, M.D Savannah

James H. Donnell, M.D. (Div. Coordinator) Alamo
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COMMITTEE ON MENTAL HEALTH
C. Richard Treadway, M.D., Chairman Nashville

Michael J. Keyes, M.D Nashville

William C. Greer, M.D Chattanooga
Marshall D. Hogan, Jr., M.D Kingsport
John H. L. Marshall, M.D Knoxville

David V. MacNaughton, Jr., M.D Chattanooga
John A. Wilson, M.D Kingsport
Harvey C. Reese, Jr., M.D Memphis
Harris L. Smith, M.D Jackson
James S. Brown, M.D. (Ex-Officio) Memphis
Don J. Russell, M.D. (Div, Coordinator) . .Chattanooga

IMPAIRED PHYSICIAN COMMITTEE
John B. Dorian, M.D., Chairman Memphis
Howard W. Thomas, M.D Savannah
Dick L. Wooten, M.D Memphis
Parks W. Walker, Jr., M.D Memphis
Donald W. Bales, M.D Kingsport

A. Ray Mayberry, M.D Knoxville

C. Paul McCammon, M.D Knoxville

William E, Coopwood, M.D Madison
Howard R. Foreman, M.D Nashville

Charles B. Thorne, M.D Nashville

Don J. Russell, M.D. (Div. Coordinator) . .Chattanooga

Members of the Tennessee Branch of the American
Psychiatric Association Psychiatric Committee

Joseph H. Fishbein, M.D Nashville

Kent Kyger, M.D Nashville

COMMITTEE ON REHABILITATION
Robert E. Tooms, M.D., Chairman Memphis
Jack H. Booth, M.D Jackson
Marvin A. Blanton, III, M.D Union City
William T. Satterfield, Jr., M.D Memphis
George K. Carpenter, Jr., M.D Nashville
James C. Gardner, M.D Nashville
Carson E. Taylor, M.D Lawrenceburg
Burgin E. Dossett, Jr., M.D Johnson City

Robert H. Haralson, III, M.D Maryville
Sidney L. Wallace, M.D Knoxville

H. Barry Heywood, III, M.D Chattanooga
Don J. Russell, M.D. (Div. Coordinator) . .Chattanooga

TENNESSEE MEDICAL ASSOCIATION/TENNESSEE
NURSES ASSOCIATION JOINT PRACTICE COMMITTEE
Duane C. Budd, M.D., Chairman Johnson City

Hays Mitchell, M.D Cleveland
Homer L. Isbell, M.D Maryville
David Darrah, M.D Alexandria
Howard L. Salyer, M.D Nashville
Eugene R. Nobles, Jr., M.D Memphis
Allen S. Edmonson, M.D. (Div. Coordinator) .Memphis

COMMITTEE ON MATERNAL AND CHILD CARE
Robert R. Young, M.D., Chairman Union City
Herbert A. Taylor, III, M.D Memphis
Hal P. James, M.D Memphis
R. Daniel Braun, M.D Chattanooga
Irvin Ray King, M.D Knoxville
Lewis F. Cosby, Jr., M.D Johnson City

B. K. Hibbett, III, M.D Nashville

James C. Hudgins, Jr., M.D Lawrenceburg
Don J. Russell, M.D. (Div. Coordinator) . .Chattanooga

COMMITTEE ON LONG TERM HEALTH CARE
Carl E. Adams, M.D., Chairman Murfreesboro
Eugene W. Fowinkle, M.D Nashville

Joseph L. Willoughby, M.D Franklin

M. F. Langston, M.D Signal Mountain
I. Lee Arnold, M.D Chattanooga
Charles L. Frost, M.D Bolivar

John S. Buchignani, Jr., M.D Memphis
Robert T. Tucker, M.D Jackson

Don J. Russell, M.D. (Div. Coordinator) . .Chattanooga

Consultant

Mr. Richard Sadler—Executive Director, Tennessee

Health Care Association, Nashville

Auxiliary Representative

Mrs. John B. Turner, Springfield

Division coordinators are members of the Board of

Trustees assigned to oversee the activities of the respec-

tive committees.

INDEPENDENT MEDICINE'S POLITICAL

ACTION COMMITTEE—TENNESSEE

Board of Directors

First District .

.

. . . .Jack E. Butterworth, Jr., M.D.,
Bristol

Second District . . . .Joe B. DeLozier, M.D., Knoxville

Third District . William C. Patton, M.D.,
Chattanooga

Fourth District ....James C. Brawshaw, Jr., M.D.,
Lebanon, Secretary-Treasurer

Fifth District .

.

. . Robert W. Ikard, M.D., Nashville,

Chairman

Sixth District .

.

Oscar M. McCallum, M.D.,
Henderson

Seventh District . . Arden J. Butler, Jr., M.D., Ripley

Eighth District .

Representing the

W. David Dunavant, M.D.,
Memphis

TMA Auxiliary . . . Mrs. Lewis W. George, Memphis

TENNESSEE MEDICAL ASSOCIATION

STUDENT EDUCATION FUND

Board of Directors

John H. Burkhart, M.D., President Knoxville

Robert H. Haralson, Jr., M.D.,
Vice President Maryville

Robert L. Chalfant, M.D.,
Secretary-Treasurer NashviUe

Charles E. Allen, M.D Johnson City

Allen S. Boyd, Jr., M.D Memphis

John M. Higgason, M.D Chattanooga

William O. Miller, M.D. (Ex-Officio) Knoxville

458 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



COUNTY MEDICAL SOCIETIES-1979-1980 OFFICERS

Tennessee Medical Association

BEDFORD
Pres.—^Earl Rich, M.D., Shelbyville

Secy.—B. Carl Rogers, M.D.
102 Riverview Bldg., ShelbyviUe 37160

BENTON-HUMPHREYS
Pres.—Sudhi Ali, M.D., Waverly
Secy.—Arthur W. Walker, M.D.

Doctors Clinic, Waverly 37185

BLOUNT
Pres.—William W. Crowder, M.D., Maryville

Secy.—Colin L. Kamperman, M.D.
Alum. Co. of Amer., Med. Dept.,

Alcoa 37701

BRADLEY
Pres.—C. Richard Hughes, M.D., Cleveland

Secy.—William F. Johnson, Jr., M.D.
201 Bradley Medical Ctr., Cleveland 37311

BUFFALO RIVER VALLEY
Pres.—Robert M. Coleman, M.D., Dickson

Secy.—Parker D. Elrod, M.D.
103 E. Swan St., Centerville 37033

CAMPBELL
Prer.—Elijah G. Cline, Jr., M.D., LaFollette

Secy.—L. J. Seargeant, Jr., M.D.
P.O. Box 1381, LaFollette 37766

CHATTANOOGA-HAM ILTON
Pres.—James R. Royal, M.D., Chattanooga

Secy.—Hathaway K. Harvey, M.D., Chattanooga

Exec. Secy.—Mrs. Flo Richardson

960 E. 3rd St., #313, Chattanooga 37403

COCKE
Pres.—Reece B. DeBerry, M.D., Newport
Secy.—A. J. Garbarino, Jr., M.D.

R7 Golf Course Rd., Newport 37821

COFFEE
Pres.—Coulter S. Young, M.D., Manchester
Secy.—G. B. Krishna, M.D.

626 Wilson Ave., Tullahoma 37388

CONSOLIDATED
Pres.—John W. Ellis, M.D., Trenton
Secy.—^T. James Humphreys, M.D.

616 W. Forest Ave., Jackson 38301

CUMBERLAND
Pres.—Danny R. Hall, M.D., Crossville

Secy.—Larry D. Reed, M.D.
108 Hayes St., Crossville 38555

DICKSON
Pres.—B. J. Smith, M.D., Dickson
Secy.—Stanley M. Anderson, M.D.

Ill Hwy. 70 East, Dickson 37055

FENTRESS
Pres.—Jack C. Smith, M.D., Jamestown
5ec)'.—B. F. Allred, M.D.

Jamestown 38556

FRANKLIN
Pres.—Jo C. Anderton, M.D., Winchester
Secy.—Dudley C. Fort, Jr., M.D.

Sewanee 37375

GILES
Pres.—Walid A1 Agha, M.D., Pulaski
Secy.—Buford P. Davis, Jr., M.D.

215 Cedar Lane, Pulaski 38478

GREENE
Pres.—Dee L. Metcalf, HI, M.D., Greeneville
Secy.—Thomas F. Beckner, M.D.

218 N. Main St., Greeneville 37743

HAMBLEN
Pres.—Philip L. Fuson, M.D., Morristown
Secy.—^Timothy W. Thurston, M.D.

405 McFarland St., Morristown 37814

HAWKINS
Pres.—Edward M. Henderson, M.D., Rogersville
Secy.—William E. Gibbons, M.D.

900 W. Main St., Rogersville 37857

HENRY
Pres.—Robert D. Adams, M.D., Paris
Secy.—John M. Senter, Jr., M.D.

East Wood Clinic, Paris 38242

JACKSON
Pres.—E. M. Dudney, M.D., Gainesboro
Secy.—Jack S. Johnson, M.D.

Gainesboro 38562

KNOXVILLE
Pres.—William A. Nelson, M.D., Knoxville
Secy.—W. Gilmer Reed, M.D., Knoxville
Exec. Asst.—Mrs. Jane Smith

422 W. Cumberland Ave., Knoxville 37902

LAWRENCE
Pres.—W. O. Crowder, Jr., M.D., Lawrenceburg
Secy.—P. H. Sexton, M.D.

Lawrenceburg Clinic, Lawrenceburg 38464

LINCOLN
Pres.—T. A. Patrick, Jr., M.D., Fayetteville
Secy.—Y. P. Patel, M.D.

Lincoln County Hospital, Fayetteville 37334

MACON
Pres.—Pleas Copas, M.D., Lafayette
Secy.—George L. Holmes, HI, M.D.

P.O. Box 319, Lafayette 37083

MARSHALL
Pres.—Melvin G. Lewis, M.D., Lewisburg
Secy .—N. N. Sharma, M.D.

1095 Ellington Pky., Box 646 Lewisburg
37091

MAURY
Pres.—Valton C. Harwell, M.D., Columbia
Secy.—Harold W. Ferrell, M.D.

Maury County Hospital, Columbia 38401

McMINN
Pres.—Luis J. Ordonez, M.D., Etowah
Seev.-—Roger C. Fulmer, M.D.

P.O. Box 686, Athens 37303

MEMPHIS-SHELBY
Pres.—Allen S. Edmonson, M.D., Memphis
Secy.—Walter H. Henley, M.D., Memphis
Exec. Secy.—Mr. Les Adams

774 Adams Ave., Memphis 38105

MONROE
Pres.—Edward D. Snyder, M.D., Sweetwater
Secy.—Orren W. Hyman, M.D.

Route 4, Ridgewood Lane, Sweetwater 37874

MONTGOMERY
Pres.—A. R. Boyd, M.D., Clarksville

Sec\’.—N. B. Self, M.D.
c/o Admin. Off., Mem’l Hosp., Clarksville

37040

NASHVILLE-DAVIDSON
Pres.—Charles M. Hamilton, M.D., Nashville
Secy.—Paul R. Stumb, HI, M.D., Nashville
Exec. Dir.-—Mr. Raymond Schklar

205—23rd Ave. North, Nashville 37203

NORTHWEST
Pres.—B. G. Robbins, M.D., Ripley
Secy.—Jose A. Veciana, M.D.

Volunteer General Hosp., Martin 38237

OVERTON
Pres.—Jerry L. Shipley, M.D., Livingston
Secy.—Denton D. Norris, M.D.

c/o Mrs. Joyce Thomas, Med. Rec. Li-

brarian, Livingston Community Hosp.,
Livingston 38570

PUTNAM
Pres.—James T. DeBerry, M.D., Cookeville
Secy.—Thurman Shipley, M.D.

135 W. 2nd St., Cookeville 38501

ROANE-ANDERSON
Pres.—Frederick J. Barry, M.D., Oak Ridge
Secy.—Kenneth F. Luckmann, M.D., Oak Ridge
Exec. Secy.—Mrs. Silvia Aliberti

Oak Ridge Hosp., Oak Ridge 37830

ROBERTSON
Pres.—Raymond H. Webster, M.D., Springfield

Secy.—Edita Milan, M.D.
White House 37188

RUTHERFORD/STONES RIVER
Pres.—Charles E. Goodman, Jr., M.D.,

Murfreesboro
Secy.—S. Frank Carter, HI, M.D.

420 N. University, Murfreesboro 37130

SCOTT
Pres.—Roy L. McDonald, M.D., Oneida
Secy.—George L. Kline, M.D.

Alberta Ave., Oneida 37841

SEVIER
Pres.—Charles E. Waldroup, M.D., Pigeon

Forge
Secy.—John C. Jacobs, Jr., M.D.

Route 12, Sevierville 37862

SMITH
Pres .

—

Secy.—Hugh H. Green, M.D.
622 Jackson Ave., Carthage 37030

SULLIVAN-JOHNSON
Pres.—Nelson E. Link, M.D., Bristol

Secy.—Hal S. Stubbs, M.D.
28 Midway St., Bristol 37620

SUMNER
Pres.—W. David Stewart, M.D., Gallatin

Secy.—Halden W. Hooper, M.D.
570 Hartsville Pike, Gallatin 37066

TIPTON
Pres.—J. Sterling Ruffin, Jr., M.D., Covington
Secy.—Warren A. Alexander, M.D.

West Pleasant Ave., Covington 38019

WARREN
Pres.—John C. Gaw, M.D., McMirmville
Secy.—Thomas L. Hill, M.D.

Plaza Shopping Ctr., McMinnville 37110

WASHINGTON-CARTER-UNICOI
Pres.—Royce M. Berry, M.D., Johnson City
Secy.—Winford R. McGowan, Jr., M.D.

115 W. Fairview Ave., Johnson City 37601

WHITE
Pres.—Robert F. Baker, M.D., Sparta
Secy.—Joel F. Johnson, Jr., M.D.

Sewell Rd., Sparta 38583

WILLIAMSON
Pres.—Fulton M. Greer, Jr., M.D., Franklin
Secy.—Robert M. Hollister, M.D,

West Main St., Franklin 37064

WILSON
Pres.—Sam B. McFarland, M.D., Lebanon
Sec}’.—Thomas R. Puryear, M.D.

239 E. Main St., Lebanon 37087
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MEDICAL SPECIALTY SOCIETIES

Officers 1979-1980

TENNESSEE STATE SOCIETY OF
ALLERGY AND IMMUNOLOGY
Pres.—Jourdan A. Roane, M.D.

LeBonheur Children’s Hospital, Memphis
38103

Secy.—T. G. Pennington, M.D.
211—22nd Ave. North, Nashville 37203

TENNESSEE SOCIETY OF
ANESTHESIOLOGISTS
Pres.—Lowry L. Sheeley, M.D.

Medical Arts Bldg., Oak Ridge 37830

Secy.—Joanne L. Linn, M.D.
Vanderbilt Univ. Medical Center, Dept, of

Anesthesiology, Nashville 37232

TENNESSEE ACADEMY OF
CHILD PSYCHIATRY
Pres.—Morris D. Cohen, M.D.

Western State Hospital, Western State Hos-

pital 38074

Secy.—J. Emmett Dozier, Jr., M.D.
Vanderbilt Univ. Medical Center, Dept, of

Psychiatry, Nashville 37232

TENNESSEE STATE SOCIETY OF
DERMATOLOGISTS
Pres.—Robert N. Buchanan, Jr., M.D.

1905 Hayes St., Nashville 37203

Secy.—William B. Harwell, Jr., M.D.
1905 Hayes St., Nashville 37203

TENNESSEE CHAPTER,
AMERICAN COLLEGE OF
EMERGENCY PHYSICIANS
Pres.—Jan A. DeWitt, M.D.

314 Quail Dr., Johnson City 37601

TENNESSEE ACADEMY OF
FAMILY PHYSICIANS
Pres.—Thomas K. Ballard, M.D.

418 E. Baltimore, Jackson 38301

Secy.—Oscar M. McCallum, M.D.
P.O. Box 129, Henderson 38340

Exec. Dir.—Mrs. Dorris Darrow
2200 Abbott Martin Rd., Suite 201, Nash-
ville 37215

TENNESSEE SOCIETY OF
GASTROINTESTINAL ENDOSCOPY
Pres.—Howard E. Rosen, M.D.

300—25th Ave. North, Nashville 37203

Secy.—Lee L. Wardlaw, M.D.
1324 Peabody Ave., Memphis 38104

TENNESSEE SOCIETY OF
INTERNAL MEDICINE
Pres.—Richard L. Whittaker, M.D.

1924 Alcoa Hwy., Knoxville 37920
Secy.—Bergein F. Overholt, M.D.

801 Cumberland Ave., Knoxville 37902
Exec. Secy.—Mrs. Susan Mahoney

112 Louise Ave., Nashville 37203

ASSOCIATION OF TENNESSEE
NEUROLOGISTS
Pres.—John S. Warner, M.D.

2010 Church St., Suite 526, Nashville 37203
Secy.—Albert F. Heck, M.D.

Dept, of Neurology, UT Medical School,
Memphis 38163

TENNESSEE
NEUROSURGICAL SOCIETY
Pres.—C. David Scheibert, M.D.

214 Mid-State Medical Center, Nashville
37203

Secy.—Ernest L. Cashion, M.D.
VA Hospital, 1030 Jefferson St., Memphis
38104

TENNESSEE STATE
OBSTETRICAL AND GYNECOLOGICAL
SOCIETY
Pres.—Eugene B. Linton, M.D.

1924 Alcoa Hwy., Dept, of Ob-Gyn, Knox-
ville 37920

Secy .—H. Newton Lowom, M.D.
326—21st Ave. North, NashvUle 37203

TENNESSEE STATE ACADEMY OF
OPHTHALMOLOGY
Pres.—Roger L. Hiatt, M.D.

848 Adams Ave., Memphis 38103
Secy.—Harry M. Lawrence, Jr., M.D.

1042-46 3rd St., Chattanooga 37403

TENNESSEE
ORTHOPEDIC SOCIETY
Pres.—Paul P. Griffin, M.D.

Vanderbilt Univ. Medical Center, Dept, of
Orthopedics, Nashville 37232

Secy.—David F. Fardon, M.D.
630 Concord St., KnoTcville 37919

TENNESSEE STATE ACADEMY OF
OTOLARYNGOLOGY
Pres.—Lawrence G. Gardner, Jr., M.D.

899 Madison Ave., Suite 602-A, Memphis
38103

Secy.—Hathaway K. Harvey, M.D.
1000 E. 3rd St., Chattanooga 37403

TENNESSEE SOCIETY OF
PATHOLOGISTS
Pres.—Cleland C. Blake, M.D.

401 McFarland St., Morristown 37814
Secy.—George F. Bale, M.D.

709 Valley Brook Dr., Memphis 38117

TENNESSEE CHAPTER,
AMERICAN ACADEMY OF PEDIATRICS AND
TENNESSEE PEDIATRIC SOCIETY
Pres.—Walton W. Harrison, M.D.

657 Skyline Dr., Jackson 38301
Secy.—Eric M. Chazen, M.D.

3825 Cleghom Ave., Nashville 37215

TENNESSEE REGION,
AMERICAN COLLEGE OF PHYSICIANS
Governor—Blair D. Erb, M.D.

616 W. Forest Ave., Jackson 38301

TENNESSEE SOCIETY OF
PLASTIC AND RECONSTRUCTIVE SURGEONS
Pres.—Phil D. Craft, M.D.

1010 E. 3rd St., Chattanooga 37403
Secy.—J. Garnett Murphy, M.D.

220 S. Claybrook, Suite 304, Memphis 38104

TENNESSEE DISTRICT BRANCH,
AMERICAN PSYCHIATRIC ASSOCIATION
Pres.—Robert T. Spalding, M.D.

16 Ashland Terrace, Chattanooga 37415
Secy.—David V. MacNaughton, Jr., M.D.

16 Ashland Terrace, Chattanooga 37415
Exec. Secy.—Mrs. Susan Mahoney

112 Louise Ave., Nashville 37203

TENNESSEE PUBLIC HEALTH ASSOCIATION
(PUBLIC HEALTH OFFICERS SECTION)
Pres.—Ralph R. Wooley, M.D.

Hamilton Co. Health Dept., 921 E. 3rd St.,

Chattanooga 37403

Secy.—Fredia G. Wadley, M.D.
2501 Milne Ave., Chattanooga 37406

TENNESSEE
RADIOLOGICAL SOCIETY
Pres.—Jerry W. Grise, M.D.

Methodist Hospit^, 1265 Union Ave., Mem-
phis 38104

Secy.—William P. Stallworth, M.D.
P.O. Box 45, Knoxville 37901

TENNESSEE CHAPTER,
AMERICAN COLLEGE OF SURGEONS
Pres.—Gilbert A. Rannick, M.D.

107 W. Fairview Ave., Johnson City 37601
Secy.—C. Eugene Jabbour, M.D.

1750 Madison Ave., Suite 260, Memphis
38104

TENNESSEE
THORACIC SOCIETY
Pres.—William I. Mariencheck, M.D.

951 Court Ave., Memphis 38103

Secy.—H. R. Anderson, M.D.
Div. of TB Control, R.S. Gass Bldg., Ben
Allen Rd., Nashville 37216

TENNESSEE
UROLOGICAL ASSOCIATION
Pres.—William B. Crenshaw, M.D.

1921 Hayes St., NashviUe 37203

Secy.—Jack E. Butterworth, M.D.
28 Midway St., Bristol 37620

TENNESSEE MEDICAL ASSOCIATION
150TH ANNIVERSARY CELEBRATION

April 9-12, 1980
Opryland Hotel, Nashville Tennessee
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As I See It .. . On Capitol Hill

By the time this edition of the Journal has been published, the legislators

will have folded their tents and gone home. Statistically speaking, we had a

good year—that is, we won far more battles than we lost. Unfortunately the

war is not over!

A review of just a small portion of what we faced this legislative year

their practice act to allow surgery up to the knee. The chiropractors have

for several years desired to broaden their scope of practice. The op-

tometrists completely revised their practice act and several amendments were

required to make it acceptable to the TMA. Two bills allowing nurse pre-

scribing were introduced—one requiring no physician supervision whatsoever.

It would appear there are several groups of people who desire the inde-

pendent practice of medicine and are determined to coerce the legislature to

give them that privilege. The problem in the case of the nurses prescribing is

a matter of overreacting. There are a few areas in Tennessee where there is

no question that there is a lack of adequate medical care. It is because of

these areas that one of these days our legislators are going to open “Pandora’s

box” and allow nurse prescribing in one form or another. If we do not react

positively and do everything we can to help the health manpower shortage

areas, then we cannot count on continued legislative support. The Tennessee

James W. Hays will help one understand the problem. The podiatrists sought expansion of

Academy of Family Physicians has already formed a committee to work with the Department of Pub-

lic Health in this area. Also the TMA Board is forming a committee composed of primary care pro-

viders to study the whole area of primary care centers, manpower shortages, and hopefully how to

alleviate the problems. In the meantime, I encourage all county medical societies to examine the

provision of health care services in their areas, including that for Medicaid patients. I request physi-

cians who are aware of severe shortage areas to forward all the details to the TMA office.

In regard to the other legislative items previously mentioned, it would be of tremendous help to

our lobbyist if all the legislators return to Capitol Hill next year with a strong commitment made to

their physician constituents which insures that medicine is going to be practiced only by physicians.

You can accomplish this by discussing all these issues with your representatives this summer. Never

miss an opportunity!

Sincerely,

PRESIDENT



journcilof the

leiine//ec
meclkol o//ockilioA

PUBLISHED MONTHLY
DEVOTED TO THE INTERESTS OF THE MEDICAL

PROFESSION OF TENNESSEE

OFFICE OF PUBLICATION, 112 LOUISE AVENUE,
NASHVILLE, TN 37203

JOHN B. THOMISON, M.D., EDITOR

AUDISON B. SCOVILLE, JR., M.D., ASSOCIATE EDITOR

JEAN WISHNICK, MANAGING EDITOR

Acceptance for mailing at special rate of postage
provided for in Section 1103, Act of October 3, 1917,

authorized July 15, 1932.

Copyright for protection against republication. Journals
of the American Medical Association and of other
state medical associations may feel free to quote

from this Journal w/henever they desire
merely giving credit to this publication.

Address papers, discussions and scientific matter to
John B. Thomison, M.D., Editor, P.O. Box 70,

f^ashville, TN 37202
Address organizational matters to L. Hadley Williams,
Executive Dir., 112 Louise Avenue, Nashville, TN 37203

COMMITTEE ON SCIENTIFIC AFFAIRS

OSCAR M. McCALLUM, M.D., Chairman, Henderson
WINSTON P. CAINE, JR., M.D., Chattanooga
BLAIR D. ERB, M.D., Jackson
DILLARD M. SHOLES, JR., M.D., Johnson City
W. A. SPICKARD, M.D., Nashville
JOHN B. THOMISON, M.D., Nashville, Ex-Officio

JUNE, 1979

ccPilofiol/

Dateline Memphis, 1979

Like the AMA and other state medical associa-

tions, TMA is run by a House of Delegates. Reso-

lutions and reports presented to the House go to

reference committees which hear evidence pro

and con and make recommendations to the

House, which may or may not accept them. Some
years the House feels it must act on every issue

as a committee of the whole. This year what httle

fireworks there were—more like sparklers—were

confined pretty much to the reference committees,

the proceedings were orderly and the delegates

gentlemanly, and the House under the practiced

and efficient guidance of its speaker. Dr. Allen

Edmonson, finished its deliberations expedi-

tiously.

There were few really controversial matters.

Many of the resolutions had to do with our re-

sponse to incursions into our practice by bureau-

cracy and most of the heat generated at the

meeting reflected differences as to methods of

fighting it. There was the usual call for non-

cooperation, which implies to me that if we just

ignore it, it will go away. But as usual, sanity and

moderation prevailed.

We are burdened by all sorts of regulatory

agencies. Although the PSROs have up to this

point remained in our hands, there is nothing the

Secretary of HEW and his minions would like

better than to have someone else run them. But

as we will have them one way or another, we
must retain as much control of them as we can for

as long as we can.

The HSAs, on the other hand, were never in-

tended to be controlled, or even significantly

inffuenced, by the medical profession, and what

little input we were given at first has been eroded

by subsequent regulations. It is the HSAs, and

not the PSROs, which contain the seeds of de-

struction of the practice of medicine as we have

known it. It is nevertheless to our advantage to

wrest as much control as possible from petty

bureaucrats, because this legislation also is not

going to go away, and the noose is going to be

drawn progressively tighter. Much as we would

wish it otherwise, we are not the masters of our

fate, and to cling to the illusion that we are can

only do us further harm. As the way was inad-

vertently opened for every single one of us to

become corporate members, we should proceed to

do so.

Government agencies are becoming increasingly

involved in the practice of medicine, principally

through primary care clinics, which use non-

physician personnel, often without adequate su-

pervision. These clinics, using nurse practitioners,

were originally established to bring medical care

to areas without physicians. The practitioners

were to be under close supervision of a nearby

physician. The camel, however, is an unruly

beast, and once he gets his nose inside the tent

it is difficult to keep the rest of him out. Clinics

began appearing in areas adequately served by

physicians, and “physician surrogates” began do-

ing things only physicians may do under the law.

Legislation has therefore been proposed which
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would broaden their powers to include the pre-

scribing of drugs. Two resolutions, 1-79 and 4-79,

would require the Department of Public Health

to cease this practice of medicine.

The flag, motherhood, and apple pie received

an accolade as the House passed a series of reso-

lutions aimed at government intrusion into our

affairs. Perhaps they needed restating. If so, they

were. Lest I be misunderstood, I love the flag,

motherhood, and apple pie, but I think the House

would better serve the profession by directing its

energies along more useful and productive ave-

nues. At the same time, though, debate should be

closed off only after repetition starts, and the

right to have resolutions considered needs to be

preserved, even when they are “Ho, Hum!” So,

three cheers for the red, white and blue!

Various matters of membership were topics for

resolutions and for debate in various caucuses

and reference committees. Specialty society repre-

sentation in the House along the lines estabhshed

in the AMA House was proposed, but this was

considered unwieldly and was not adopted. On
the other hand, establishment of a specialty so-

ciety advisory council did receive support, but as

mechanisms need to be examined and some vague

areas clarified, a resolution to establish such a

council was referred to the Board.

A resolution to require unified membership at

all three levels of organized medicine presented a

particularly sticky wicket; its passage with the

amendment to urge rather than require member-
ship in a sense really said nothing except that

enthusiasm can lead to rashness. The resolution

as originally presented put some of us in an im-

possible position. No one believes more than I in

the need for the AMA, and therefore the necessity

for membership in it, and no one appreciates

more the advantages derived from it. I firmly

believe every single physician in the United States

should belong to his local, state, and national

organization. But I also recognize the amount of

effort which has been expended to interest some
of our members in organized medicine at all.

Without arguing the merits of the case, require-

ment for unified membership would lose us the

support even of some of those who have become
members of the AMA. It is one thing to urge

membership at all levels, and quite another to

require it, especially considering that the War
Between the States was fought over States’ Rights

{not slavery). I am a states’ rights man myself

(and we have it rough these days from the feds),

which is why I believe requirement for TMA

membership and AMA membership are two en-

tirely different situations. As it turned out, the

amended resolution allowed the Association to

go on record as being solidly in support of the

AMA without having to make an odious choice.

The Board and others in the Association have

expended inordinate time and energy in trying to

resolve problems arising from the cancellation of

the contract by HEW with its Area II PSRO, the

Tennessee Foundation for Medical Care. To place

the blame for the problems solely on HEW is an

oversimplification, but the major dilemma facing

the Association at present is the formation of

another organization eligible to apply for the posi-

tion as the Area II PSRO. As the Board requires

that HEW first meet all financial obligations of the

Foundation, and HEW requires that the audit be

completed first, and as there has been delay in

getting records released to the auditors by in-

vestigators into the alleged irregularities in opera-

tion of the Foundation, formation of a new
physician-organized PSRO could be considerably

protracted. In fact, if the Board adheres to its

position, as indeed it must, we may well have

another type of PSRO, which would introduce a

whole new set of problems and require some re-

thinking of positions.

The Judicial Council, responding to a request

of last year’s House in reaction to the AMA’s
proposed changes in the Principles of Medical

Ethics, recommended a new set of Principles,

printed in this issue as Resolution 20-79. The

Council labored diligently to produce these prin-

ciples, and a good deal of heat was generated in

reference committee, centered mostly around item

5. The slightly amended version was adopted by

the House without debate, with a recommendation

that it be transmitted to the Judicial Council of

the AMA, of which John Burkhart, M.D., of

Knoxville is a member.

That the Association last year was in capable

hands is reflected in the reports of the officers and

committees, which indicate a high level of dedi-

cation and activity, and a significant contribution

of time and effort by a few for the many, compen-

sation for which was only the honor. (lam put in

mind of the man who when he was being ridden

out of town on a rail said, “If it weren’t for the

honor of the thing, I’d just as soon walk.”)

The Association’s financial situation is sound,

its resources husbanded well. Although reserves

increased slightly during the past year, inflation

is making increasing inroads. The efficient opera-

tion is reflected in our dues structure, one of the
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lowest in the nation. Although membership

showed a slight increase, just another 358 mem-
bers would entitle Tennessee to another seat in the

AMA House of Delegates. These could easily be

obtained through encouragement by local medi-

cal societies (that’s you) of the large intern and

resident population to join TMA. The report of

the Executive Director presents the startling fact

that 22% of the physicians in Tennessee—2,000

of your friends and colleagues—have opted

against joining organized medicine at any level.

All of us should not only encourage but actively

recruit these physicians and our residents and

interns to join up.

A new year has begun. What will we have to

report this time next year? Although we are not

the masters of our fate, as there are many bureau-

cratic pressures, and we can do nothing about acts

of God, we can still do a lot to alter or shape our

future. As long as the democratic process exists,

with our representative form of government we
do have access to the decision-making. Although

the bureaucracy is not easily controlled, it must

ultimately bow to the wishes of the Congress. The
Congress must ultimately bow to the wishes of its

constituents. So a lot of what happens is up to

you.

We have a superb staff, we have superb officers.

But unless every member of TMA is vocal about

his desires, unless every member uses what in-

fluence he has—and every one has some—we will

deserve what we get. Judging from past experi-

ence, it will not be to our liking.

J.B.T.

Going To Hell in a Padded Cell

A couple of months back we printed a letter

from a colleague whose patient had committed

suicide apparently because of decisions and rules

which prevented her detention in a mental health

facility.! We carry in this issue as a letter to the

editor a response from the Commissioner of Men-
tal Health, outlining policy in such situations.

On the face of it, the policy appears not to pro-

vide much protection for the individual bent on
suicide, such as the patient in question. For any

individual to be detained even on an emergency

basis requires certification of real mental illness.

Not all patients who wish to depart this life can

qualify as mentally ill. In fact, there are times

when the converse might seem to be the case.

However that may be, an individual’s physician

may find himself faced with a dilemma, as indeed
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our correspondent was. He lost his patient. Should

he have?

In an editorial last month the matter of invol-

untary detention in a mental institution was exam-

ined in some detail.^ It has not been many years

since commitment was not particularly difficult in

this state. Whenever it is not, the mentally well

may find themselves in a padded cell. The courts

have ruled this should never happen, that it is

better for an occasional individual to terminate his

existence than for anyone to be unjustly confined.

Lest this seem callous—and admitting the de-

cision is difficult and will occasionally cause major

frustrations—consider one question.

Suppose the unjustly confined were yourself

—

would you then wish the rules to be different?

J.B.T.

REFERENCES
1. Slagle DJ: Mental health, letter to the editor. J Term Med

Assoc 72:142-143, 1979.

2. Thomison JB: On being sane in insane places—reprise, edi-

torial. J Term Med Assoc 72:382-383, 1979.

Who Is John Gault?

One night lightning struck the oak tree. It

lay broken in half . . . The trunk was only an

empty shell; its heart had rotted away long

ago; there was nothing inside . . . The living

power had gone, and the shape it left had

not been able to stand without it.

Ayn Rand—Atlas Shrugged

I am not exactly sure how much a million dol-

lars is, but to earn one (million dollars, that is)

would mean being paid 1 1 dollars an hour over

a lifetime of work; few will make it. For throwing

a baseball around. Catfish Hunter is going to be

paid 3.5 of them. At the other end of the scale is

the man I saw on TV the other day complaining

he was being paid only $3.25 an hour for digging

a ditch. Although neither is worth it, mostly you

can’t find anybody to dig a ditch for any price,

and few can throw a baseball like Catfish Hunter.

But digging a ditch is considered demeaning—so

rather than do “demeaning” labor (ditchdigging,

dishwashing, waiting tables, domestic work) peo-

ple go on welfare. They can make more that way,

even if not quite as much as Catfish Hunter.

Somewhere in between are all those people who

are necessary for our existence—policemen,

nurses, schoolteachers, and so on—^who may, if

their health holds out, earn somewhere around a

half-million dollars. The President’s 7% ceiling

on raises does not match the rise in the cost of

living, which goes up at a rate of somewhere be-
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tween 8% and 12%. The auto workers say, “To

hell with the President’s guidelines. We’re going

to get a living or else.” But teachers and nurses

and policemen are stuck, hospitals are stuck, and

we will be stuck. And baseball players and enter-

tainers cry all the way to the bank. The only way

to dig a ditch is with a dragline.

The times are out of joint, and they are getting

outer. It is a reflection of our priorities being dis-

ordered. We pay those who make gibbering idiots

of our children ten to fifty times what we pay

those who are responsible for their education and

health. And then we wonder why our youngsters

smoke pot in their schools and why their teachers

quit when disciplined for disciplining the unruly

little (or not so little) ruffians.

Our country is being run by people who with

total disregard for what is possible and for the

truth promise everything and produce little or

nothing. Travel by government employees alone

cost us—the taxpayers—7.9 billion dollars last

year—enough to keep 20,000 of the freeloaders

in the air every day of the year—Sundays in-

cluded. The responsible individuals go about their

jobs with little thanks and inadequate compensa-

tion, watching helplessly the debasement of their

dollar by the bureaucratic debauchers.

Somewhere in that mess is medical care, which

is being selectively discriminated against, told to

hold costs down as other costs go up, and all the

while subjected to more and more regulation,

buried under increasing tons of paper.

The tree is rotting from the inside, and sooner

or later the lightning is going to strike. Or maybe

it will just be chopped down to make more paper.

J.B.T.

To the Editor:

In a letter to the editor which appeared in the

February, 1979, issue of the Journal of the Tennes-

see Medical Association (72:142-143, 1979), a re-

quest was made that the procedures and programs

designed by the State to protect individuals who
threaten suicide be widely publicized. In response to

this request, I would like to provide information on

voluntary and involuntary admissions to the mental

health institutes in Tennessee.

Anyone may request to be voluntarily admitted to

a State mental health institute. A psychiatrist will

then determine whether the person is mentally ill and
whether inpatient hospitalization is required. Ten-
nessee has a wide variety of mental health services

available to individuals who need mental health care,

and this system is designed to encourage voluntary

treatment in the least restrictive environment. This is

not only legally required but ensures better treat-

ment.

However, if an individual is unwilling to admit
himself, there are only two procedures available to

have him admitted against his wishes. These pro-

cedures are (1) emergency admission and (2) in-

definite judicial commitment. All community mental

health centers and most circuit court clerks have the

specific procedures and forms available for these.

Emergency admission requires the written state-

ment of a licensed physician (or in some instances,

a licensed psychologist) that the individual is men-
tally ill and because of this illness poses a likelihood

of serious harm to himself or others if not immedi-
ately detained. The individual may then be admitted

to a mental health institute only if a licensed physi-

cian at the institute also concurs in this opinion. It

must be pointed out that the likelihood of serious

harm must result from the mental illness, and threats

to harm oneself or others which are not a result of

mental illness are not sufficient to justify depriving

the individual of his liberty. The emergency admis-

sion is only temporary and must be approved by a

court after five days. The institution has no right to

hold an individual admitted under the emergency
procedures more than five days without court ap-

proval, and the court may authorize only detention

for a period not to exceed 15 days.

The other type of involuntary admission is a

judicial commitment which is usually commenced in

the individual’s home county with certification by
two local physicians that the individual is mentally

ill and because of that illness poses a likelihood of

serious harm to himself or others, is in need of treat-

ment in a mental health institute or other treatment

resource, and all other less drastic alternatives are

unsuitable. Again, the likelihood of serious harm
must be the result of mental illness. This admission

is a court-ordered admission which results from a

hearing which is petitioned by the family or certain

individuals authorized by law to do so. The indi-

vidual is also given notice to appear at the hearing

and contest this involuntary deprivation of his

liberty.

The courts have strictly construed these admission

procedures because any deprivation of an individual’s

liberty is a grave infringement on his civil rights. The
balancing of one’s right to remain free and the right

of the State to protect him against himself is always

difficult to do. Although it is frequently easier to

make the decision to hospitalize an individual, men-
tal health professionals must be certain that this

involuntary deprivation is justified according to law
and that other less restrictive alternatives are not

available.

James S. Brown, M.D.
Commissioner of Mental Health

State of Tennessee

501 Union Bldg.

Nashville, TN 37219
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Myron J. Adams, age 73. Died April 9, 1979. Grad-
uate of Yale University School of Medicine. Former
member of Sullivan-Johnson County Medical So-

ciety.

Allan Knox Turner, age 81. Died January 7, 1979.

Graduate of University of Tennessee School of

Medicine. Member of Sulhvan-Johnson County
Medical Society.

John B. Youmans, age 85. Died May 7, 1979. Grad-
uate of Johns Hopkins University School of Medi-
cine. Member of Williamson County Medical Society.

neui ffleml>ef/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Asso-

ciation.

CAMPBELL COUNTY MEDICAL SOCIETY
Lee G. Durham, Jr., M.D., Jellico

Ronald D. Hartman, M.D., Jellico

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Allan C. Odom, M.D., Chattanooga

FRANKLIN COUNTY MEDICAL SOCIETY
Wendell B. Thrower, M.D., Sewanee

HAMBLEN COUNTY MEDICAL SOCIETY
Cecil C. Graham, M.D., Morristown

KNOXVILLE ACADEMY OF MEDICINE
Joseph F. Colligan, M.D., Knoxville

Richard N. Duffy, III, M.D., Knoxville

Lance Morehead, M.D., Knoxville

Jack T. Roberts, Jr., M.D., Knoxville

Gregory I. Shenk, M.D., Knoxville

LINCOLN COUNTY MEDICAL SOCIETY
Warren Thomas Norman, M.D., Fayetteville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Zenab Ahmed Ali, M.D., Memphis
William Davis Falvey, M.D., Memphis
John Mitchell Ferguson, M.D., Memphis
Noel Tadiar Florendo, M.D., Memphis
James Everett Fortune, M.D., Memphis
Garry Leonard George, M.D., Memphis
William M. Grant, M.D., Memphis
John Robert Hilsenbeck, Jr., M.D., Memphis
Riad M. Mardoum, M.D., Memphis
Daniel C. Martin, M.D., Memphis
Oliver Todor Nikolovski, M.D., Memphis
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Morton Stanley Rucker, M.D., Memphis
W. Allen Schaffer, M.D., Memphis
Larry Brooks Spiotta, M.D., Memphis
Valerie Voehl, M.D., Memphis
Donald Bruce Wilson, M.D., Memphis
Linda Kay Yates, M.D., Cordova

NASHVILLE ACADEMY OF MEDICINE
E. Dale Batchelor, M.D., Nashville

Robert Bell Cotton, M.D., Nashville

Khushru H. Frenchman, M.D., Madison
Richard L. Gibson, M.D., Nashville

Melvin Goldin, M.D., Nashville

Antonio M. Granda, M.D., Nashville

H. Douglas Holliday, M.D., Nashville

Allen P. Killam, M.D., Nashville

Marvin W. Kronenberg, M.D., Nashville

Jose Missri, M.D., Nashville

James P. O’Leary, M.D., Nashville

Churku Mohan Reddy, M.D., Nashville

L. Douglas Richardson, M.D., Nashville

Ronald L. Richardson, M.D., Nashville

Eugen J. Winter, M.D., Nashville

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
Wesley F. Adams, M.D., Bristol

Kenneth E. Harper, M.D., Kingsport

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Philip S. Coogan, M.D., Johnson City

Claude C. Haws, M.D., Johnson City

A. L. Shaw, M.D., Johnson City

C. L. Spannuth, M.D., Johnson City

George Dean Wilson, M.D., Johnson City
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Gary B. Bryant, M.D., Woodbury, has been named
chief of staff at the Good Samaritan Hospital for the

coming year. Frederick C. Myers, M.D., has been

elected secretary.

Amos P. Christie, M.D., emeritus professor of pedi-

atrics at Vanderbilt University, has been named
recipient of the second annual Edward Potter Jr.

Leadership Award. The award, recognizing outstand-

ing achievement and inspired leadership by the

Tennessee Valley Bancorp, Inc., was given to Dr.

Christie because he is a “medical pioneer, an inno-

vative educator and a humanitarian. He is recog-

nized as a prolific medical journalist as a result of

extensive documentation of his research and work
in medicine.”

Loren Crown, M.D., Memphis, medical director of

the emergency departments at St. Joseph Hospital

and St. Joseph Hospital East, is the new president-

elect of the Tennessee Chapter of the American
College of Emergency Physicians and will also serve

as a counselor to the national college.
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Roger Hiatt, M.D., Memphis, professor and chair-

man of the Department of Ophthalmology at the

University of Tennessee Center for the Health Sci-

ences, has been installed as president of the Tennes-

see Academy of Ophthalmology. Harry M. Lawrence,

Jr., M.D., Chattanooga, chairman of the Ophthal-

mology Department at the University of Tennessee

Clinical Education Center, has been elected president-

elect of the Academy.

Robert T. Spalding, M.D., medical director of Valley

Psychiatric Hospital in Chattanooga, has been in-

stalled as president of the Tennessee Psychiatric

Association.

Jim Wiesman, M.D., Columbia, has been inducted

as a Fellow of the American Academy of Orthopedic

Surgeons.

Fred M. Valentine, M.D., a practicing physician and
mayor of Newport, has received the Service to Man-
kind Award from the Smoky Mountain Seratoma
Club.

nolioncil neui/

From the AMA Office In Washington, D.C.

MHI Passage Appears Probable

Unexpected congressional pirouetting has made
the chances of some form of a national catastrophic

health insurance plan a distinct possibility in the

immediate future—a possibility ruled out by most
lawmakers earlier in the session.

The first domino to fall was the decision of Presi-

dent Carter to go with a first-stage catastrophic na-
tional health insurance plan in the face of strong

opposition from organized labor and Sen. Edward
Kennedy (D-Mass.) who seek a more comprehensive
plan.

Then, Chairman Russell Long (D-La.) of the

Senate Finance Committee introduced a significant

modification of his long-standing catastrophic mea-
sure that gives private health insurance a much
larger role and eliminates the controversial payroll

tax feature.

At the same time, leading Republican senators

—

Robert Dole (Kans.), John Danforth (Mo.), and
Pete Domenici (N.M.)—offered their own, more
limited catastrophic benefit approach.

As if a house of cards were falling, though the
timing was coincidental, the Kennedy-Labor forces

leaked their new NHI proposal, a sharply scaled-

back plan whose first phase looks a lot like cata-

strophic.

Many differences separate the various plans, espe-

cially in the area of controls, but the coalescing

around the broad general theme of catastrophic of

such divergent and once-hostile factions signals a

new ballgame on NHI and makes congressional

passage of an NHI plan by 1980 a possibility.

The great attraction of catastrophic is the low

price tag, as little as $5 billion compared with the

$30 billion and more cost of even the most modest

comprehensive approach. And, from the political

standpoint, there is undeniable voter appeal in the

idea of protection against the costs of severe, pro-

longed illness or accident.

The dominant congressional figure on catastrophic

through the years has been Sen. Long, who with a

few committee cohorts such as Sens. Herman Tal-

madge (D-Ga.) and Abraham Ribicoff (D-Conn.),

appeared to be waging a lonely battle against com-

prehensive plans backed by previous administrations

and by Labor.

Everything is going Long’s way this year. Carter’s

decision was a victory for him and a bitter pill for

Kennedy. The support of Long’s three Republican

members on his Finance Committee for the cata-

strophic concept might forestall a party-line fight.

The powerful lawmaker acts as if he’s scenting a

legislative triumph.

Long’s new bill requires that employers provide

catastrophic coverage. Wiped out is the provision in

his previous bill—still before the Finance Committee
—that would have financed this coverage through a

1% payroll tax. The change pulls federal involve-

ment several steps back and makes the measure far

more palatable to private health insurers. Small busi-

nesses would receive tax breaks for providing this

coverage and the self-employed would be entitled to

a tax reduction.

Benefits in Long’s plan would begin after $2,000

of physicians’ bills and 60 days of hospitalization

have been accrued. Long says he is considering low-

ering these levels.

The Dole-Danforth-Domenici bill also requires

employers to offer catastrophic benefits through

private health insurance with a “deductible” of

$5,000 and 60 days of hospitalization. Employees
would be free to choose whether to participate. The
self-employed could purchase catastrophic policies

that insurers would have to provide under agree-

ments with the government. Medicare’s coverage

would be extended and liberalized. States would be

required to provide catastrophic Medicaid benefits.

Long congratulated Dole for introducing the mea-
sure. He said “I hope we can agree on something

that would overwhelmingly muster votes on both

sides of the aisle.” Replied Dole: “I believe we have,

along with the distinguished Senator’s proposal, the

basis of some agreement that might pass the Con-
gress and that might help the American people.”

Administration Offers Catastrophic

Coverage Catastrophe

The NHI proposal slated to be unveiled soon by

the Carter administration is expected to call for a

first phase program leaning heavily on the cata-

strophic benefit side.

Though many other features are contained in the

administration’s plan, the initial key element is cata-

strophic. As a result. President Carter’s plan will be

viewed as part of a catastrophic triumvirate of bills
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on Capitol Hill, joining those by Sen. Long and
Sen. Dole.

Not clear yet is whether the administration will

ask Congress to approve each of the projected five

phases as a separate piece of legislation, or to enact

the entire plan in one package.

At any rate, the first phase would mandate that

employers provide workers with catastrophic cover-

age insurance with a $2,500 ceiling on out-of-pocket

costs for an illness. The limit on Medicare hospital

day coverage would be lifted and physicians would
be required to accept assignment for Medicare pa-

tients. The federal government would pick up the

tab for adding low income pregnant women and
children to Medicaid where assignment also would
be mandatory.

New hospital and physician cost control features

are envisaged, and health maintenance organizations

would be encouraged.

In the next phase, a federally established health

insurance program called Healthcare would come
into operation. This is designed to eventually super-

sede Medicare and Medicaid and to stand as a

backup health insurance plan to cover all not under
private plans.

Under the plan, no federal expenditures would
occur until 1983. This would provide time for ad-

ministrative planning; give initial cost controls and
system reform incentives an opportunity to slow
increases in health care costs prior to the expansion
of coverage; and give employers an opportunity to

plan for proposed standards on health insurance

coverage for employees.

Physicians in all phases of the plan would be re-

quired to accept assignment for Medicare, Medicaid
and Healthcare beneficiaries. A consolidated fee

schedule would be established for all plans.

The administration’s hospital cost containment
plan would be implemented in the first phase of the

plan. After the completion of the last phase, alterna-

tive reimbursement plans linked to Gross National
Product growth would take effect. A total expendi-
ture limit system would be imposed.

As Kennedy and Labor Quit the Field

Sen. Edward Kennedy and his Labor allies have
formally given up their long and vociferous battle

for a federally financed NHI program, bowing to the

exigencies of budget-cutting and inflation.

Instead Kennedy is preparing to offer “a totally

new approach” retaining private health insurance

and financed largely by the private sector. The as yet

unveiled plan is rumored to bristle with stringent

federal controls—but is still a long way from the

federally run, federally financed idea Kennedy
launched ten years ago.

The plan starts with the central concept first ad-

vanced by President Nixon of mandating employers
to provide comprehensive health care insurance for

their workers. A new and very controversial wrinkle

is relating premiums to wages with the higher in-

come people subsidizing the premium of lower in-

come workers. Federal premium aid would be

provided poor people and assistance would be given
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small companies financially hard hit by the mandate.

The second key idea, left over from the previous

Kennedy-Labor plans, calls for a national health

spending ceiling and establishment of federal and
state budgeting and negotiating mechanisms for

setting physicians’ fees and regulating hospital costs.

There would be no cost sharing by patients and
no limits on hospital or physician care.

All health insurers would be organized into four

consortia which would bargain on a statewide or

areawide basis with health providers on prices.

Although the measure is designed to be approved

as one package it could be phased in over a period

of years, A likely first phase would be a castastrophic

benefit.

Irrational Regulation Ruinous

Hospitals reported costs in January were 14.4%
higher than a year earlier due to general inflation, a

higher birth rate and more surgery,

Paul Earle, director of the Voluntary Effort, said

double-digit inflation was making it difficult for hos-

pitals to meet their voluntary goal of holding cost

increases to 11.6% this year.

“Approximately two thirds of the increase in ex-

penses was a result of tremendous increases in gen-

eral inflation, especially the cost of food and fuel,”

Earle said in a statement. In addition, he said, “The
increase in births and surgical procedures was the

greatest of any January increase in 16 years.”

John Alexander McMahon, president of the

American Hospital Association, told the House Com-
merce Health Subcommittee the administration’s hos-

pital cost containment bill “would create a dilemma
for hospitals because it would limit hospital spending

while ignoring the causes of increasing costs.”

Earle called the January figure “an interruption”

in the general slowing of hospital expenses.

“Clearly hospitals are doing a good job controlling

the expenditures they can,” he said, “but they can’t

control the cost of food and fuel or the number of

people who get sick or the number of births.”

Meanwhile, the AMA warned Congress that the

consequences of error in the administration’s hospital

cost containment policy “will be far greater than

higher prices at the gas pump or the department

store.”

“We are gambling with a medical care system

that is unsurpassed in the world,” declared Robert

Hunter, M.D., chairman of the AMA’s Board of

Trustees. “The price of failure will be paid in terms

of the health and welfare of all Americans.”

Dr. Hunter told the House Commerce Subcom-

mittee on Health that hospitals have been selected as

a target. The administration policy is difficult to

understand because the hospital industry, “having

voluntarily and effectively responded to the Presi-

dent’s call for restraint, is now being singled out for

rigid, discriminatory and complex mandatory con-

trols,” said Dr. Hunter. “The equities and economics

of the situation certainly don’t make sense.”

He said that “the administration is trying to deal

with a problem, caused by government, with more

government. We submit that the better response to
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hospital cost containment problems can be provided

by the voluntary efforts of the private sector.”

William Felch, M.D., chairman of AMA’s Council

on Legislation, said “We do not believe the place to

scrimp is in the area of health care.”

Dr. Felch urged the lawmakers to reject the ad-

ministration bill “and thus give assurance to the

total private sector of government’s genuine commit-
ment to truly voluntary controls as called for by the

administration. To do otherwise would constitute a

declaration by the committee that the administra-

tion’s commitment to a voluntary program for the

nation is a sham.”
He also said Congress should scrutinize the entire

regulatory process “which has added tens of billions

of dollars to the cost of medical care.” Regulatory
costs alone, under the present circumstances, may
lead to the rationing of health care.”

Unfair HMO Advantages Scored

The AMA has urged Congress to reject extension
of certificate of need (CON) requirements to equip-
ment purchased for physicians’ offices and to elimi-

nate the “unfair advantages” for health maintenance
organizations (HMOs) contained in health planning
legislation.

In a statement submitted to the House Commerce
Subcommittee on Health, the AMA criticized a pro-
posal to require approval of purchases by physicians
of equipment determined to be used for inpatient

care in hospitals. The language in the bill “is such
that any single use of the equipment for inpatients

could subject it to the CON requirement,” the AMA
noted.

The states should be allowed to decide whether or
not to carry out CON programs rather than be
forced into them by the federal government, the
AMA said.

The special criteria state agencies must follow in

evaluating HMOs create artificial standards that
“could be very disruptive of comprehensive health
planning as it ties the hands of local agencies by
allowing them to plan for only part of the health
sector in their community.”

In addition, the provision permits opportunities
for unlimited expansion of HMOs while other forms
of delivery are restricted through CON review, the
AMA said.

This is “inimical to freedom of medical choice
and very destructive of a pluralistic health care
delivery system.”

The present planning law places insufficient au-
thority at the local level and is too inflexible, the
AMA said. Unless major changes are made, the law
should be repealed, the AMA declared.

Privacy of Medical Information

Act Offered

President Carter has sent Congress a Privacy of
Medical Information bill limiting federal access to

medical records and allowing individuals the right

to check their records.

The measure also makes it a crime to obtain

medical record information under false pretenses and
sets up other privacy safeguards for information

obtained by hospitals and other facilities.

The administration bill provides that if direct ac-

cess to records may harm the patient, access may be

provided through an intermediaiy. Carter said that

“this legislation allows the individual to ensure that

the information maintained as part of his medical

care relationship is accurate, timely and relevant to

that care. Such accuracy is of increasing importance

because medical information is used to affect em-
ployment and collection of insurance and other so-

cial benefits.”

The bill allows disclosure when it is needed for

medical care and other legitimate purposes, such as

verifying insurance claims, and for research and
epidemiological studies. In such cases, redisclosure

is restricted.

The House Subcommittee on Government In-

formation and Individual Rights, chaired by Rep.

Richardson Preyer (D-N.Y.), has been holding

hearings on medical records, including the long-

awaited administration privacy package released by
President Carter.

Alfred Freedman, M.D., president of the Na-
tional Commission on Confidentiality of Health

Records, told the subcommittee there is a particu-

larly urgent need for health privacy legislation at

this time, because a “revolution in recordkeeping has

vastly increased the availability of private medical

information to insurance companies, government
agencies, employers, and research data banks.

However, Dr. Freedman said the proposed legis-

lation may not set strict enough limits on law en-

forcement access to medical records.

Dr. Freedman said the Commission on Con-
fidentiality seeks a fair balance between the patient’s

right to privacy and society’s legitimate needs for

personal health information, but added that “we
have been distressed in recent years at the continuing

erosion of practitioner-patient confidentiality.”

Residents' Right To Bargain Upheld

Medical residents have won a crucial court de-

cision in their fight to organize formally and engage

in collective bargaining with hospitals.

The upshot of a 2-1 decision by the U.S. Court of

Appeals in Washington, D.C., was to give the resi-

dents the right under federal law to form labor

unions. However, the National Labor Relations

Board (NLRB) may appeal the decision to the

Supreme Court.

The Appellate Court reversed a decision by a

U.S. District Court judge in Washington that he

lacked jurisdiction to hear the residents’ appeal from
an NLRB decision in 1976 that residents were not

covered by a 1974 law permitting private nonprofit

hospitals to organize under the NLRB Act.

Since the District Court could have accepted juris-

diction only on a finding of serious error in in-
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terpreting the law by the NLRB, the effect of the

Appeals Court decision was to uphold the residents’

case.

The Physicians National Housestaff Association,

the national representative of the residents, has more
than 13,000 members. More than 30,000 residents

would be affected by the decision. The Association

of American Medical Colleges brought suit before

the NLRB to deny the residents collective bargaining

powers under the NLRB Act.

Kennedy Quits FDA
Donald Kennedy, head of the Food and Drug

Administration since April 1977, has unexpectedly
resigned his post in order to return to Stanford
University as provost and vice president for academic
affairs.

Kennedy, 47, was the first nonphysician FDA
commissioner in more than a decade. His resignation

leaves several key issues unsettled, including the fate

of the Drug Regulation Reform Act, a ban on sac-

charin, and a proposal for a complete overhaul of

the nation’s food s^ety laws.

In accepting Kennedy’s resignation, HEW Secre-

tary Califano expressed his “great regret,” adding
that Kennedy had given “a remarkable demonstra-
tion of the effect that an individual with great talent

and commitment can have on an organization.”

Commissioner Kennedy was generally recognized

as one of the stronger personalities within HEW,
establishing himself as an articulate and vigorous

advocate for his agency even when his positions con-

flicted with Califano’s office.
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CALENDAR OF MEETINGS

July 7-14

July 8-12

July 21-22

July 22-27

July 23-27

July 29-

Aug. 3

Aug. 2-5

Aug. 25-26

Aug. 27-31

NATIONAL

American Society of Clinical Pathol-

ogists—Washington, D.C.

American Orthopaedic Society for

Sports Medicine—Innisbrook, Fla.

AMA Minneapolis Regional Meeting

—

Sheraton-Roots, Minneapolis

American Association for Clinical Im-
munology—Denver Hilton, Denver

Aspen Conference on Pediatric Dis-

eases 1979 (Liver)—The Gant, Aspen,

Colo.

American Psychoanalytic Association

—

Waldorf Astoria, New York

International Doctors in Alcoholics

Anonymous—Holiday Inn, San Diego

AMA Madison Regional Meeting—Uni-

versity Hospital, Madison, Wis.

American Institute of Ultrasound in

Medicine—Montreal, Canada

Valley

Psychiatric

Hospital
P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment

facility with programs designed to treat psycho-

logical, alcoholic and drug abuse problems of

adults, adolescents and children.

A full range of treatment modalities is utilized,

including individual and group psychotherapy,

pharmacological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for schooi-age children and

adolescents, recreational, occupational and the

complete range of expressive therapies. Group

therapy is five days each week with individual

therapy at least three days a week. Patients

have six hours a day in scheduied therapeutic

activities. Comprehensive outpatient services

are availabie with outpatient group therapy ses-

sions being held two nights each week.

Licensed by the State of Tennessee. A mem-

ber of the Tennessee Hospitai Association, the

American Hospital Association, and the National

Association of Private Psychiatric Hospitals. Ac-

credited by the Joint Commission on Accredita-

tion of Hospitals.

Psychiatry

John Bolinger, M.D.

D. Ross Campbell, M.D.

Peter L. DeRuiter, M.D.

Henry Evans, M.D., F.A.C.P.,

Clinical Director

William C. Greer, M.D.

Frances A. Harmatuk, M.D.

David V. MacNaughton, M.D.

John S. McDougai, M.D.

Robert T. Spalding, M.D.,

F.A.P.A., Medical Director

Clinical Psychology

Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.

James Pruiett, Ph.D,

Bobby G. Rouse, Ph.D.

Roy Smith, Ph.D.

Administrator

Dennis P. Dobard

Assistant Administrator

Dan B. Page, M.Ed.
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The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category V credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department
chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

TTie experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions
Allergy & Immunology . .

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . .

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology ... ....

Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Oncology . .

.

Orthopedics
Pathology
Pediatrics

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger. Ill, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.

Lonnie S. Burnett, M.D.
Robert Oldham, M.D.
Paul W. Griffin, M.D.

. . .William H. Hartmaim, M.D.
David T. Karzon, M.D.

Psychiatry

Radiology
Renal Diseases

Rheumatology
Surgery

Cancer Chemotherapy
General
Neurological

Ophthalmology
Oral

Pediatric

Plastic

Renal Transplantation
Thoracic & Cardiac .

Urology

Marc H. HoUender, MJ).
A. Everette James, Jr., Sc.M., J.D., M.D.

H. Earl Ginn, MJ>.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion. contact: Paul E. Slaton. M.D., Director, Con-
tinuing Education. 305 Medical Arts Building, Nash-
ville. TN 37212, Tel. (615) 322-2716.

Continuing Education Schedule

July 25-28

August-

October

Sept. 14-15

Sept. 26-28

Autumn

Oct. 25-26

Nov. 9-10

December

2nd Annual Symposium on Contem-
porary Clinical Neurology—Hilton

Head Island, S.C. (16 hours)

Internal Medicine Intensive Review

Blood Banking Symposium

Amplification in Education

10th Annual Pediatric Symposium

1979 Postgraduate Course in Allergy

Update in Anesthesiology 1979

Obstetrical Seminar

For information contact: Vanderbilt Continuing

Education, 305 Medical Arts Building, Nashville,

TN 37212, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to tne pnysician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.
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Participating Departments

Anesthesiology

Family Practice

Internal Medicine
Cardiology . . .

Chest Disease

Dermatology

Gastroenterology

General Medicine

Hematology/Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Ramon S. Harris, M.D.

John Arradondo, M.D.

John Thomas, M.D.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

. Thomas W. Johnson, M.D.
David Horowitz, M.D.

Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D
Robert S. Hardy, M.D

Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.

Henry W. Foster, M.D.

Axel C. Hansen, M.D.

... Wallace T. Dooley, M.D.

Louis D. Green, M.D
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1). American Aca-
demy of Family Physicians Continuing Education
Accreditation and Continuing Education Units by
Meharry Medical College.

Application: For further information contact Frank
A. Perry. Sr., M.D., Director, Continuing Education,
Meharry Medical College, 1005 18th Ave.. North.
Nashville, TN 37208, Tel. (615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

July 25-27 (M) Medical Aspects of Sports

Aug. 23-25 (M) ENT Postgraduate Review
Sept. 8-9 (M) Medical and Surgical Emergen-

cies

Sept 13-14 (K) Fetal Monitoring
Sept. 13-15 (M) Myocardial Infarction

Sept. 21 (K) Geriatric Problems
Sept. 27-28 (C) Sexual Dysfunctions
Sept. 27-28 (M) 11th Memphis Conference on

the Newborn
Sept. 27-29 (K) Arthritis Symposium
Sept. 29 (C) Cancer in Women: Current

Concepts
Oct. 4-6 (K) Regional Meeting— American

College of Physicians & Ten-

nessee Society of Internal Medi-
cine

Oct. 5-6 (M) Medical Alumni Day
Oct. 11-13 (K) 1st Annual Radiological Con-

ference—Gatlinburg
Oct. 18-20 (K) Cancer Concepts 1979—Gatlin-

burg
Oct. 25-27 (K) Office Ultrasound—Gatlinburg
Nov. 9-10 (M) Rheumatology
Nov. 9-10 (C) Diagnostic Radiology
Nov. 9 (K) 8th Annual Internal Medicine

Symposium
Nov. 16-17 (M) 2nd Annual Pain Symposium
Nov. 29-30 (M) ACP Internal Medicine Review
Nov. 30- (C) Basic Cardiology, EKGs &

Dec. 2 Therapy

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901 ) 528-5547

or, write or telephone

:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

800 Madison Ave.

Memphis, TN 38163
Tel. (901) 528-5606

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

July 1-3

Aug. 10

Sept. 9-14

Oct. 8-9

Oct. 23

Nov. 9

Dec. 4

Cardiopulmonary Rehabilitation

Office Management

Substance Abuse in Youths: Prevention

and Treatment

Geriatrics II: Sex and the Aged

Consumer Health Education: A Mul-
tidisciplinary Approach

Pediatrics—Neonatology

Occupational Medicine II

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)

928-4626, ext. 204

Annual Thomas W. Green Memorial Lecture

Oct. 16 An Update in Antibiotics—Sullins Hu-
manities Center, Bristol, Va. Fee: none.

For information contact Raymond Massengill, Jr.,

Ed.D., Assistant Dean and Director of Medical Edu-
cation, East Tennessee State University College of

Medicine, Bristol Memorial Hospital, 209 Memorial
Dr., Bristol, TN 37620.
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IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management

Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three week courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

UNIVERSITY OF KENTUCKY MEDICAL
CENTER

and

HEALTH EDUCATION MEDIA
ASSOCIATION

July 15-18 The Process of Health Science Edu-
cation: Past, Present and Future

(HEMA Media Festival, Media Fair,

Workshops)—Health Sciences Learn-
ing Center, University of Kentucky,
Lexington, Ky.

For information contact Norm Tucker, Execu-
tive Director, HEMA, P.O. Box 771, Riverdale, GA
30274, Tel. (404) 997-0449.

BOWMAN GRAY SCHOOL OF MEDICINE

Courses in Ultrasound

Three eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on
the following dates: Sept. 24-Nov. 16, 1979; Jan.

7-Feb. 29, 1980; and April 14-June 6, 1980. Credit:

30 hours per week in AMA Category 1.

Two additional two-day Real Time courses are

offered for obstetricians on Sept. 20-21, 1979 and
Nov. 29-30, 1979. Credit: 10 hours per day in AMA
Category 1.

Five one-week courses in Abdominal Real-Time
Sonography wiU be held on July 16-20, Aug. 6-10,

Dec. 10-14, 1979, and March 24-28, 1980. Credit:

30 hours AMA Category 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

DUKE UNIVERSITY MEDICAL CENTER

July 30- Current Concepts in Diagnostic Ra-
Aug. 4 diology including Ultrasound, CT

Scanning and Nuclear Medicine—At-

lantic Beach, N.C. Credit: 30 hours

AMA Category 1. Fee: physicians

$250.

For information contact Robert McLeUand, M.D.,
Radiology-Box 3808, Duke University Medical
Center, Durham, NC 27710, Tel. (919) 684-4397.

MEDICAL COLLEGE OF GEORGIA

Continuing Education Schedule

July 16-20 Taxes and Investments*

Aug. 6-8 Pediatrics*

* Presented at Holiday Inn of Jekyll Island, Ga.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30901, Tel. (404) 828-3967.

OF SPECIAL INTEREST

AMERICAN CANCER SOCIETY

Sept. 6-8 National Conference on Breast Cancer,

1979—Waldorf-Astoria Hotel, New
York: Credit: 16 hours AMA Cate-

gory 1. Fee: None.
For information contact Sidney L. Arje, M.D.,

Breast Cancer Conference, American Cancer Society,

111 Third Ave., New York, NY 10017, Tel. (212)
371-2900.

INTERNATIONAL MEDICAL EDUCATION

CORPORATION

Cardiac Ischemia and Arrhythmias—Current

Concepts for Diagnosis and Treatment (13 hours

AMA Category 1)

Aug. 24-26 Hilton Head Hyatt, Hilton Head, S.C.

EKG Interpretation and Arrhythmia

Management (15 hours AMA Category 1)

Aug. 10-12 —Shanty Creek Hilton, Bellaire, Mich.

For information contact International Medical

Education Corporation, 64 Inverness Drive East, En-

glewood, CO 80112; Tel. (800) 525-8646 toU free.
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ON-LINE MEDICAL
PROCESSING
Physicians - Clinics - Dentists

Batch Services On-Line Services

In-House Systems

DATASTATION

Direct from your office to the computer via telephone lines and
available back to you at the push of a button:

Patient’s Name and Address Charges & Payments for the past 1 5 months
Up-To-Date Aged Balance Itemized Statement of Current Month Charges
Delinquency Status Itemized Year-To-Date Statements

Family Members on File Standard AMA Insurance Forms

As data is entered it is visually verified on the datastation screen. The
entering of patient account numbers automatically generates the

patient’s name on the datastation screen to ensure that the correct

patient is being charged or credited.

By including a printer, an itemized statement of current month or

current year transactions can be printed in your office on any patient

desired. Also, standard AMA insurance forms can be printed on any

patient selected.

We are not “Johnny Come Latelies’’ in the medical field; we have

been processing medical billing and providing other batch services

for more than 1 2 years in the Mid -South Medical Community for

many of your colleagues.

Call today for a demonstration.

(901)452-9000
MEDICAL DATA SERVICES, INC.

3637 PARK AVENUE
MEMPHIS, TENNESSEE 381 1

1

Carroll L. Lewis, CDP Edward L. Kallaher

PRINTER
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Helping Troubled Colleagues

DOUGLAS A. SARGENT, M.D.

Physicians have an ethical obligation to help

one another. It is also deeply satisfying to rescue

a faltering colleague from a downward course

that might end in tragedy without our interven-

tion. When one looks closely at the events sur-

rounding a presuicidal physician’s last days it is

clear that at this critical time opportunities to

avert the impending tragedy abound. What seems

to have been lacking in “successful” suicides is a

method or a system for an effective intervention.

Recently organized medicine has become

alarmed at the waste of medical resources and

the human loss represented by impaired and sui-

cidal physicians. The AMA has held yearly con-

ferences on the topic and new techniques give

promise that efforts to help troubled colleagues

will be fruitful. One technique especially appli-

cable to the hospital’s medical staff is called the

staff health and well-being committee, a struc-

tured alternative to individual enterprise for help-

ing the physician who appears vulnerable. The

success of this tool depends upon the support of

the medical organization and the strength of our

wish to be helpful. It has a benevolent, rather

than a disciplinary aim. (Unfortunately, this

method benefits only troubled doctors who belong

Presented at the Annual Meeting of the Tennessee
Medical Association, Medicine & Religion Breakfast,

Memphis, April 7, 1979. Sponsored by the Committee
on Medicine & Religion of the Tennessee Medical Asso-
ciation.

Dr. Sargent received his medical degree from the Uni-
versity of Michigan Medical School in 1950, and will

receive a law degree from the Wayne State University

Law School in July 1979. He is president of the Michigan
Psychiatric Society, and a clinical assistant professor in

psychiatry and an adjunct professor in law at Wayne
State University, Detroit.

to a hospital staff; doctors without hospital affili-

ations must be reached by other means.)

How the Committee Works
A staff committee is created to receive and act

upon requests for help on behalf of staff members
who are believed to be mentally disturbed, im-

paired, etc. Requests may come from a colleague,

a nurse, a patient; often they come from the trou-

bled doctor’s own family. The committee need

not be large; in fact, small size is an advantage.

Senior staff members who are generally liked and
respected make the best committee members,
especially if they possess the additional qualities

of tact and sensitivity. A member who has himself

recovered from addiction or mental disorder adds

greatly to the committee’s effectiveness. Intern

and resident representation is valuable. With non-

physician members the committee may serve the

hospital’s entire professional staff if this meets the

needs of a particular hospital. Staff officers with

disciplinary authority ought not to be included

since their presence may frighten off requests for

help from those fearful of involving the troubled

doctor in disciplinary action.

When a request for help comes, the committee

reviews the facts, making a low-key investigation

to verify them, and plans an approach to the trou-

bled doctor appropriate to the circumstances. The
physician in question is most likely emotionally

disturbed and may even be presuicidal. If so, a

psychiatric member is often best equipped to plan

the least threatening and most helpful interven-

tion.

To plan intervention, it is often useful to inter-

view the person requesting help. Clues to the best

approach may be discovered; for example, the
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interviewer may know the cause of the disability

and be able to point out a fruitful approach. De-

pression will suggest the need for particular vigi-

lance to prevent suicide.

The informant may know the medical col-

leagues most likely to influence the troubled doc-

tor and who may be recruited to intervene. To
minimize emotional trauma, the “intervention

team” rnembers should plan well the first contact

with the doctor. Two or three colleagues should

go together to talk to him so they can monitor

each other’s performance and offer one another

emotional support. It takes courage to confront

colleagues with their shortcomings.

When the team reports the results of their con-

frontation to the staff committee they discuss the

next step, which is usually suggested by informa-

tion learned in this first contact. The doctor is

often profoundly moved by the concern of col-

leagues, and may pour out a long story of emo-

tional distress and awareness of growing disability.

He may show a level of despondency that clearly

indicates a suicidal danger calling for careful

evaluation as to a need for hospitalization, per-

haps as an emergency. The troubled doctor may

permit the committee to talk to his spouse and

children. Information gleaned from the family

may suggest referral for family therapy.

A tactful approach to the troubled colleague is

essential, as the impaired physician is likely to be

depressed, possibly suicidal. Recently a western

state reported that 25% of doctors called before

the licensure board either killed themselves or

made a serious suicide attempt within 18 months

of the disciplinary hearing. Any intervention is

also a narcissistic injury that precipitates an emo-

tional crisis in the doctor, and the intervention

team must be prepared to offer crisis help. The

psychiatrist member can make an important con-

tribution by helping the team to anticipate and

handle the troubled doctor’s reaction. This must

include a prompt follow-up to provide the doctor

an opportunity to ventilate his feelings, to be

followed by thorough diagnosis and referral for

appropriate treatment.

A follow-up contact with a clear plan of action

must come soon after the first encounter. The

doctor’s problems should be reviewed objectively,

emphasizing his strengths. Potential sources of

help should be identified, and a definite treatment

plan, with a timetable, presented for the doctor’s

acceptance.

498

The most important decision to be made is

whether or not to hospitalize the troubled doctor.

The danger of suicide and the degree of mental

disorganization determine this. The psychiatrist’s

opinion will help both doctor and family to accept

a recommendation for hospitalization.

The next decision requires careful considera-

tion. The doctor must be helped to decide whether

or not to continue to practice medicine. If the

decision is that he should stop practicing, either

temporarily or permanently, the intervention team

may have to help persuade him to accept the deci-

sion. If he rejects the recommendation, the case

is likely to be handled through the usual disci-

plinary channels. Those committees which choose

to have a disciplinary function are likely to refer

the case to the county medical society, but then

the committee must continue to offer help, as this

may be the most dangerous period.

Many believe that a well-being committee can-

not serve both a benevolent and a disciplinary

function. An informal survey of the wives and

patients of doctors who had attempted suicide

suggests that they would not “turn the doctor in”

even in the face of a suicide risk unless there was

believable assurance of confidentiality.

The intervention team’s work does not end with

referral for diagnosis and treatment. With the

doctor’s permission, it should monitor therapy so

that it is not stopped prematurely. While this may
seem a thankless task, those who have partici-

pated in the monitoring phase report that it has

been gratifying to see a colleague walk back from

the brink of professional disaster and rejoin the

ranks of our profession.

Adequate health insurance with outpatient and

inpatient psychiatric benefits is vital to success,

and unfortunately, doctors seldom have such pro-

tection. Many of us believe that the American

Medical Association should remedy the lack by

actively recruiting all physicians to obtain proper

coverage. Perhaps an effort through state medical

society auxiliaries might pay off, as spouses are

often more alert to the need than are the doctors.

When a physician’s performance falters, his

colleagues may be the first to see it. Unfortunately

we often do nothing about what we see. Today

there is a growing movement in organized medi-

cine to reverse this tendency. All of us should

help by joining in local and national efforts to

identify and treat troubled colleagues. / ^
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Observations on Health Care

I want to thank all of you for inviting me here

to this breakfast. My schedule is somewhat freer

this morning because the Senate is not in session

—a situation that I’m sure makes some of you

breathe easier, knowing that the greatest delib-

erative body in the world is taking a break.

I’m reminded of the story of the Senate chap-

lain, whose duty it is to give uplifting spiritual

advice to the august upper body as it faces the

heavy problems of the world. “Chaplain,” he

was asked, “do you ever look at the state of the

country today, and pray for the Senate?” “No,”

the chaplain replied, “I look at the state of the

Senate today and pray for the country.”

I must say, in all fairness, however, that I’ve

been generally impressed with the caliber of men

and women in both parties in the U.S. Senate.

Most of them are dedicated, hard-working, per-

ceptive people who do a good job for their con-

stituents and the nation.

The issues facing our nation today are complex

and interrelated. Within our own country, and in

our relationships with other nations, we’ve learned

that one decision can affect other areas. For in-

stance, policies formulated in the field of energy

have a tremendous impact on the health of our

nation’s economy. So we have learned that caution

is required when dealing with issues of major

import.

Certainly, the health care industry is one of the

most important—and complex—segments of our

modern society. Especially in this century, health

care has taken a front row seat in the arena of

Presented at the Annual Meeting of the Tennessee
Medical Association, IMPACT Breakfast, Memphis,
April 5, 1979.

Senator Sasser (D-Tenn.), a native of Memphis, re-

ceived his law degree from Vanderbilt University Law
School. He began his term of office Jan. 4, 1977, and is

a member of the Senate Appropriations, Budget, and
Government Affairs Committees, chairman of the Sub-
committee on Civil Service and General Service of the

Governmental Affairs Committee, a member of five sub-

committees of the Senate Appropriations Committee, and
a Deputy Whip. In addition to law practice as a member
of the firm of Goodpasture, Carpenter, Wood and Sasser

in Nashville, he was chairman of the Tennessee Codes
Commission until he resigned the post to take his seat

in the U.S. Senate in 1977.

THE HON. JAMES SASSER, M.C.

public discussion and government attention. Few
things are more important in the lives of indi-

viduals than health care. Advancements in tech-

nology and improved delivery of health services

have significantly upgraded the quality of health

care in this country. However, medical costs have

been increasing at an annual rate greater than

12%, and at least 20 million Americans have no

health insurance at all. An additional 65 million

Americans—more than one out of four people in

this country—would face potential bankruptcy in

the event of catastrophic illness.

I think that you will agree with me that we

simply must establish a sound and affordable

health program in this country. This is not a new
idea. For more than four decades, the idea of a

national health insurance plan has been discussed

and debated, proposed and attacked. To date, no

action has been taken.

The timing may now be right for some decisions

to be made. In the words of Russell Long—who,

as chairman of the Senate Finance Committee,

will have a great deal to say about health pro-

grams—“It’s time to stop talking about these

problems and start doing something.” It seems

likely that history will record this 96th Congress

as the congress to enact some type of national

health program.

In recent months, the scope of what is being

considered seriously has been narrowed signifi-

cantly. Going back to 1970, Senator Ted Kennedy
has proposed an all-public health program with

immediate, mandatory coverage. This program

would have been administered by the federal gov-

ernment and paid for by the federal government.

But this year, not even Ted Kennedy is proposing

such a massive change in our health care delivery

process. From Senator Kennedy on one side, to

Russell Long on the other side, and with Presi-

dent Carter somewhere in between, the differences

on the fundamental points of the health care pro-

posals are not as irreconcilable as they once

appeared.

The two major national health proposals cur-

rently being considered are based on a number of

broad principles which include the following:

• Comprehensive health care for all Americans;
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• “Freedom of choice” in the selection of hos-

pitals, doctors, and health delivery systems;

• Cost containment measures;

• Reforms to deliver better health care in rural

and underserved areas; and

• Multiple source funding, including govern-

ment funds in addition to contributions from both

employers and employees.

In any new plan, it seems evident that the gov-

ernment will play some role. In fact, the argu-

ment could be made that the government has

already staked out a position as a participant in

the health care industry. In the last 12 years, the

government’s share of the nation’s health bill has

risen from 25% to 42% . In recent years, expendi-

tures for health purposes have skyrocketed. Dur-

ing fiscal year 1977, $162.6 billion—or $737 for

every man, woman, and child—was spent for

health purposes. That represents almost 9% of

our nation’s gross national product.

In the last six years, the health bill for the na-

tion has doubled; in 15 years more than quad-

rupled; and since 1950, has increased more than

13-fold. These expenses can totally devastate a

family when prolonged and specialized medical

treatment is required. That’s why there is almost

universal support for some form of catastrophic

coverage. Most observers predict that at least a

catastrophic bill will be implemented by the 96th

Congress. Of course, many leaders in Congress

and ofiicials of the administration are seeking ad-

ditional coverage. I understand that catastrophic

coverage continues to be a basic part of AMA
thinking in this issue.

Senator Long’s major bill calls for benefits to

begin after a patient has paid $2,000 in physicians’

fees and the costs of two months of hospitaliza-

tion. Considering the current cost of staying in a

hospital, that means in practical terms a deducti-

ble of between $12,000 and $20,000 before any

assistance could be obtained. Senator Dole’s bill

calls for an even higher deductible. In my judg-

ment, that figure is unrealistic. Medical bills of

$20,000 would break the back of most families

in this country. If we’re going to enact a cata-

strophic bill, we must set the deductible low

enough to avoid true catastrophe. There’s no

magic figure here, but I would like to see Senator

Long cut his proposed deductible at least in half

—if not more.

On this question, it boils down to a question of

credibility. It would be sham for Congress to tell

the American people that their worries were over,

that a new catastrophic health care bill would pro-

tect them in extreme cases—only to have an

American family discover that it must first spend

$20,000 in a 60-day period before financial re-

lief would be provided.

President Carter has not yet formally intro-

duced his health legislation. Two weeks ago, we
learned from HEW Secretary Joseph Califano that

the administration bill would be outlined in the

next 30 to 60 days. Califano also stated that

catastrophic insurance would be the heart of the

first phase of the administration proposal.

Generally, the administration is taking a cau-

tious approach on national health insurance.

Obviously, in this time of fiscal restraint, we can-

not afford to do all that we might want to do to

provide health care for every American. The

budget for fiscal 1980 is tight, and Congress is

continuing to work with the administration to

eliminate deficit spending. Since President Carter

began working with Congress two years ago,

we’ve managed to cut the deficit by 50%, and

there’s hope for the future.

So I think that the President is taking an ap-

propriately cautious approach. We must improve

health conditions for Americans, but we cannot

destroy the economy in the process. In our checks

and balance system, the legislative and executive

branches of government are designed to weigh

all the factors involved in complex issues and take

a balanced approach to the decision-making

process.

I think that’s exactly what is happening in

Washington today. We are seeing the interreaction

of these two branches of government. A sound

and affordable health care policy can be ac-

complished only through a joint effort of all those

involved in the providing and financing of medical

treatments. It’s too early to tell what bills will be

reported out of committee. At this time, we don’t

even know the specifics of the administration’s

proposal. So in the weeks and months to come,

I intend to pay close attention to the develop-

ments in committee. And certainly, I will pay

close attention to the recommendations and ideas

of the Tennessee Medical Association on the

various proposals.

I know that you are vitally interested in cost

containment legislation. At this juncture we don’t

know what legislation will finally be considered by

the Senate. My information is that negotiations

are now under way between the administration
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and the Human Resources Committee and include

modifications of the administration’s bill. And
we don’t know what is coming out of that.

I know that you are justifiably proud of the

2.8% reduction in the rate of increase in hos-

pital costs brought about by the voluntary pro-

gram. I certainly commend those of you who have

helped to achieve this reduction, and you may be

sure that the Senate will bear this in mind as any

cost containment legislation is considered.

In the meantime, there’s one area of medical

care that I am working on. While it is not as im-

portant nationally as our overall health policy, it

is significant to one segment of the medical com-
munity—and I’d like to spend just a moment to

discuss it this morning. Last year, I cosponsored

an amendment offered by Senator Dale Bumpers
delaying implementation of Section 227 of Public

Law 92-603, which pertains to Medicare reim-

bursement of physicians at teaching hospitals.

While this amendment was accepted, the entire

bill died in conference at the end of the 95th

Congress.

Section 227 requires that physicians’ services

in teaching hospitals be reimbursed on a reason-

able cost basis. These services are currently re-

imbursed on a reasonable charge or fee-for-service

basis. Section 227 applies to all teaching phy-

sicians unless 85% of the hospital’s patients are

private patients and if the majority of non-

Medicare patients pay 80% of their bills. Op-
ponents to Section 227 fear that these tests will

force hospitals to choose between serving mostly

private patients or indigent patients.

I am requesting that HEW temporarily delay

adopting the regulations implementing Section

227 until Oct. 1, 1979. During this time, HEW
will conduct a study to determine the impact of

Section 227 on patient care in teaching hospitals.

Some experts, and many medical school officials,

have told me that they believe Section 227 to be

discriminatory. Since similar restrictions on
charges would not be applied across the board,

these medical school officials fear that a shortage

would occur. I share their concern about this mat-

ter, and hope that Congress will respond by
passing the bill calling for this study before the

change goes into effect.

I must say that I’ve learned a lot about health

care during my first two years in the Senate. The
health care industry is complex, and I know that

I have only scratched the surface in my remarks

this morning. There are many unresolved issues

in proposals for a national health insurance pro-

gram, such as:

• Means of financing;

• The proper role of government in the health

care delivery process;

• What portion of the population should be

covered;

• To what extent should the private health in-

surance industry be utilized;

• And fundamentally—what should be the

nature and scope of benefits to be provided.

There are now forces at work in Washington

that will result in some sort of compromise plan. I

understand the President may present a stairstep

proposal—the adoption of a health insurance plan

by stages. The Kennedy proposal is much broader

and much more immediate. There are other pro-

posals that fall between the two. I would imagine

that we may well have some type of catastrophic

protection plan as a basic proposal that can be

agreed upon—and that this would be supple-

mented by certain others of the various proposals

I have mentioned.

I feel strongly that we must adopt a plan that

we as a nation can afford. It would be a terrible

hoax to enact a plan that we could not afford

—

and would have to terminate or modify drastically

after raising hopes and expectations. At the same

time, any plan we adopt must meet the needs indi-

cated by the exhaustive testimony given to our

committees. There is no way of predicting at this

time what will finally result from the interplay of

forces between the executive branch, the Congress,

and the various hospital and medical groups.

There are almost as many proposed solutions

to the problems as there are people in this coun-

try. To paraphrase Thomas Jefferson: “We are

all Democrats. We are all Republicans. We are

all Americans. Every difference of opinion is not

a difference of principle.”

Those words are applicable to us today. We
are united in the goal of improved health care for

every American. I remain confident that we shall

live up to the expectations of Woodrow Wilson,

who said: “I believe in democracy because it re-

leases the energies of every human being.”

By working together—government, health care

practitioners, and health care financiers—we have

the energy to develop a coherent, reasonable

policy. I look forward to hearing from you and

working with you to achieve our common
goals. /

'
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Case Report

Gastrocolic Fistula of Neoplastic Origin
FRANKLIN CLARK, M.D.; BRUCE STEFFES, M.D.; and J. PATRICK O’LEARY, M.D.

Fistula formation between the stomach and the

colon secondary to neoplastic process was first

reported by Haller in 1775.^ Two recent reviews

have summarized the world’s literature. Impor-

tant principles brought out in these reviews have

been reinforced by our patient.

Case Report
A 51 -year-old Caucasian male presented to his local

physican with symptoms of weakness, precordial chest

pain, weight loss, early satiety and intermittent chills

and fever. An upper gastrointestinal contrast study dem-
onstrated a gastric ulcer, confirmed on upper gastrointes-

tinal panendoscopy. Biopsy of the margin of the ulcer

was interpreted as adenocarcinoma. Exploratory laparo-

tomy at an outside hospital revealed a large mass in the

left upper quadrant; as resection could not be accom-

plished at that time the patient was transferred to

the University of Florida for further evaluation.

A barium enema demonstrated partial obstruction of

the left transverse colon. A liver-spleen scan showed
diffuse hepatocellular disease without discrete filling

defects, and computerized axial tomography revealed a

large mass in the left upper quadrant that did not appear

to involve the aorta or the kidney. An intravenous

pyelogram was normal. At exploratory laparotomy, a

tumor was nestled in the hilum of the spleen and direct-

ly involved the stomach, pancreas and colon. Because
of the extent of the tumor, a total gastrectomy, with

distal pancreatectomy, splenectomy and left hemicolec-

tomy was performed.

The patient received preoperative and postoperative

hyperalimentation, but after the esophagojejunostomy
was shown to be intact, the patient was begun on an
antidumping diet. He was discharged from the hospital

on the 13th postoperative day, eating well and gaining

weight. At subsequent follow-up, he is doing well.

Final pathology report revealed a well-differentiated,

mucinous adenocarcinoma of the colon that had invaded
the stomach. A well-established gastrocolic fistula was
present (Figs. 1-3). The tumor was adherent to the
pancreas and spleen without direct invasion. No nodal
metastases were found in the specimen.

Discussion

The true incidence of gastric fistula has not

been established, but it seems to be a relatively

rare complication of gastrointestinal tract car-

From the Department of Surgery, University of Flor-

ida College of Medicine, Gainesville, Fla. Dr. Clark is

now in private practice in Fayetteville, N.C. Dr. O’Leary
is now with Vanderbilt University Hospital, Nashville.

Reprint requests to Department of Surgery, Vander-
bilt University Hospital, Nashville, TN 37232 (Dr.

O’Leary).

Figure 1. Gross specimen.

cinoma.^ Although symptoms vary, they are fre-

quently those of fatigue, weight loss and diarrhea.

Smith^ has described a triad of diarrhea, feculent

vomiting and foul eructations which is suggestive

of a gastrocolic fistula. Mathewson® postulated

that the flow through the fistula is from the colon

to the stomach. He suggests that the diarrhea is

secondary to a bacterial enteritis. Although we
could not demonstrate the abnormal connection

between the colon and stomach on barium enema,

it is more likely to demonstrate this type of fistula

than upper gastrointestinal contrast studies.®

Although staging has been recommended by

some authors,® a one-stage procedure probably

offers the patient a greater chance for cure and a

lower morbidity. Recent advances in parenteral

nutritional support have allowed patients to main-

tain positive nitrogen balance, thereby making a

one-stage procedure more feasible.

MacMahan and Lund® have described the his-
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Figure 3. Close-up view of gastrocolic fistula.

tology and physiologic behavior of these neo-

plasms. Resectability, lack of apparent metastases

and greater histologic differentiation favor lon-

gevity.

Although the surgery that we propose is mas-

sive, palliation is significant. It would appear

that survival is improved, diarrhea abates, pain is

frequently relieved and after a period of adjust-

ment, the patient can eat normally.

Summary
Gastrocolic fistulas of malignant origin are

uncommon. The clinical presentation has been

described. With advances in hyperalimentation,

the feasibility of single-stage resection has in-

creased. Significant palliation and improvement in

long-term survival is obtained when the tumor

mass is resected r ^
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We have learned that we cannot live alone, at peace; that our own well-being is dependent

on the well-being of other nations far away. We have learned that we must live as men,

not as ostriches, nor as dogs in the manger.

We have learned to be citizens of the world, members of the human community

.

We have learned the simple truth, as Emerson said, that “The only way to have a friend

is to be one.”

We can gain no lasting peace if we approach it with suspicion and mistrust or with fear.

We can gain it only if we proceed with the understanding, the confidence, and the courage

which flow from conviction.

The Almighty God has blessed our land in many tvayy. He has given our people stout

hearts and strong arms with which to strike mighty blows for freedom and truth. He has

given to our country a faith which has become the hope of all peoples in an anguished

world.

So we pray to Him now for the vision to see our way clearly—to see the M>ay that leads

to better life for ouselves and for all our fellow men—to the achievement of His will,

to peace on earth.

Franklin D. Roosevelt

FOURTH INAUGURAL ADDRESS
JANUARY 20, 1945
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Medical Grand Rounds

Natural History of Aortic Stenosis

CHARLES E. KOSSMANN, M.D., Editor

JUDY SPENCER,
STUDENT PHYSICIAN:
A 57-year-old white female was originally admitted to

a local hospital on Nov. 11, 1977 for a syncopal
episode. While there she experienced one bout of
ventricular tachycardia associated with syncope and was
transferred to the City of Memphis Hospital on Nov. 21
for cardiac evaluation.

Multiple syncopal seizures occurred with activity

during the previous year. There were no prodromes to

the attacks but fainting was preceded by palpitation and
a sudden feeling of generalized weakness. Unconscious-
ness on each occasion persisted for 15 to 30 minutes.
In addition, exertional dyspnea had progressed to the

point where activity was limited to light housework.
There was also orthopnea and probable paroxysms of
nocturnal dyspnea but no pedal edema. There was a
one-year history of angina on effort, described as a
nonradiating retrosternal pressure relieved almost in-

stantaneously by sublingual nitroglycerin. A heart
murmur was discovered by her local doctor, who had
followed her since the onset of symptoms. The history

was negative for the usual causes of acquired heart
disease.

On physical examination she was afebrile, the pulse
was 80/min and regular, respirations 24/min, blood
pressure 114/80 mm Hg. She was thin and anxious with
mild shortness of breath but without physical signs of
a congested circulation. The cardiac examination re-

vealed a diffuse, sustained PMI palpable at the fifth in-

tercostal space at the midclavicular line. The rhythm was
regular with a normal Si and a normally split So with the
SoA component decreased in intensity. There was no Ss

or Si. She had a grade III/VI systolic crescendo-
decrescendo, low-pitched murmur heard best in the aortic

area radiating into the carotids bilaterally but audible
over the anterior precordium. There was a grade II/VI
diastolic, blowing, high-pitched murmur heard best near
the cardiac apex. There were no rubs. The carotid pulses

were judged to be of 2+ amplitude with a slow, delayed
upstroke and palpable systolic vibrations. Other pulses

were within normal limits and none revealed any bruits.

The complete blood count and blood chemistries were
normal. The chest x-ray showed clear lung fields, no
cardiomegaly, and minimal pleural fluid on the right.

The electrocardiogram showed normal sinus rhythm with
evidence of left ventricular hypertrophy. Echocardiogram
showed normal mitral valve function with fluttering of
the mitral valve leaflets in diastole suggesting aortic

regurgitation. There was normal left ventricular size and
motion. Aortic valve cusp separation was 14 mm

From the Department of Medicine, University of
Tennessee, 951 Court Ave., Memphis, TN 38163.

City of Memphis Hospital Case No. 628694. Presented
Feb. 15, 1978.

(normal 15 to 26 mm) with only minimal dilatation of

the aortic root.

The clinical impression was aortic stenosis with aortic

regurgitation of unknown cause.

Cardiac catheterization revealed the following pressures

in mm Hg: aorta 122/55, left ventricle 200/10, main
pulmonary artery 22/10, right ventricle 22/3. The
cardiac index was 2.1 L/min/m^. Of significance was the

large systolic pressure gradient of 78 mm Hg between
the left ventricle and the aorta, the slightly decreased end-

diastolic pressure in the aorta, and the normal pulmonary
artery pressures. The findings on angiography included

normal contractility of the left ventricle with dense
calcification of the aortic valve and 3 4- regurgitation

through it. The coronary arteries were normal. The im-
pression from the dynamic studies was severe aortic

stenosis and moderate aortic regurgitation.

The patient was transferred to thoracic surgery and
underwent an aortic valve replacement on Nov. 28, 1977
with a No. 10 Starr-Edwards valve. The findings at

surgery included a heavily calcified, rigid, distorted,

bicuspid aortic valve with a thin, poststenotic, dilated as-

cending aorta. The patient tolerated the procedure well,

recovery was uneventful, and she was discharged from
the hospital on Dec. 8, 1977 in good condition on di-

goxin and coumadin.

CHARLES E. KOSSMANN, M.D.:

When I was asked to talk about the natural

history of aortic stenosis, I readily agreed, be-

lieving it would be an easy assignment. When I

gave it more thought, however, I immediately

encountered two difficulties. The first was the

definition of “natural history”; the second, the

definition of “aortic stenosis.” It wasn’t too long

after some contemplation that I concluded it was

impossible to discuss the natural history of aortic

stenosis. Having said that, I will now, paradoxi-

cally, proceed to discuss and describe to you what

I believe is ordinarily regarded as the natural his-

tory and hope that by making my difficulties

known to you along the way you will, indeed,

learn about the clinical behavior of this particular

disease, or more correctly, this group of diseases.

Definitions

First, the definitions. What is the natural his-

tory of a disease? It includes the causes, pre-

disposing and exciting; the host reaction to the

causes whatever they might be; the clinical course
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uncomplicated by interventions of any sort; and

finally, the prognosis. I think what I am going to

talk about is not really natural history but rather

the clinical course.

But now we have to define “course” which can

be subdivided into at least four possibilities. The

first is the asymptomatic course. How long had

this disease been going on before it gave rise to

symptoms? This is ordinarily difficult to delineate

although in certain instances it may be fairly

simple. In this case it was easy; the total course

to the present is 57 years. This patient was bom
with a bicuspid valve although it didn’t give her

svmptoms until about a year before we saw her.

The symptomatic course was thus one year. This

is ordinarily easier to define because the patient

reports to a physician at or near its onset. In aortic

stenosis it usually begins when the valve orifice

gets down to a pretty small opening, actually to

about 0.5 cm^ as judged from calculations made
by a variety of investigators.^ The svmptomatic

course can be complicated and altered by such

associated conditions as coronary artery stenosis,

bacterial endocarditis, and a variable degree of

aortic insufficiency, as in this patient. The third

course is the natural course. As I said earlier this

is impossible to describe if a purist’s view of

natural course is taken because an intervention

of some kind almost always distorts it. Fourth, we
can talk about what might be called the unnatural

course, i.e., the course modified by therapy, medi-

cal or surgical. These, then, are some of the real

and semantic problems encountered by the dis-

cussant of the natural history of a disease.

Now, what about aortic stenosis? We really

should speak of aortic stenosis since there are

several anatomic and pathologic kinds. There is

a supravalvular aortic stenosis with several an-

atomic variations which is rather rare and en-

countered mostly in children because there is a

high mortality in early life. There is a subvalvular

stenosis with at least two tvpes. One is encoun-

tered commonly now, idiopathic hvpertrophic

subaortic stenosis; it is really a mvocardial ste-

nosis which can properly be given an old desig-

nation, stenocardia. The other subvalvular aortic

stenosis has a congenital fibrous collar just below
the aortic valve which can give rise to symptoms
not unlike those due to valvular aortic stenosis.

Finally, there is aortic valvular stenosis, the kind

we are talking about today.

Now that we know what we are talking about,

we’ll go on. It is immediately apparent that aortic

valvular stenosis can be congenital or acquired.

each with a different course. The valve in con-

genital stenosis may be unicuspid and noncommis-

sural or, more commonly, unicommissural. In the

latter there is a raphe which presumably is a place

where another commissure should be but there is

simply a cord which may or may not be attached

to the aortic wall.^ This anatomy, which looks

rather insignificant, becomes very important in

determining the course when surgical correction

is attempted. If the stenosis is opened by an in-

cision in the valve opposite the single commissure,

the valve is made bicuspid but with no attach-

ment of the new free edges to the aortic waU.

Under these circumstances if the leaflets are still

pliable they may become flail-like and a consid-

erable degree of aortic insufficiency be produced

which could affect the course unfavorably.

The type the patient presented today had, the

aortic bicuspid valve, is probably the most

frequent forerunner of aortic valvular stenosis

seen in adults. There are two different types.

Where both cusps are equal in length and come
into apposition pretty well in diastole is probably

not going to display subsequent malfunction. ^ On
the other hand if one leaflet is a little longer than

the other one, that valve may undergo changes

during life. Apposition of the leaflets may not be

exact, producing eddies and perhaps unequal dis-

tribution on the leaflets of diastolic stresses and

systolic pressures and flows. The resulting trauma

to the valve may cause further distortions. Pro-

lapse of the valve may occur, producing aortic

insufficiency, and the resulting diastolic hemo-

dynamic trauma will give trouble 40 or 50 years

later as in the patient presented today. She was

perfectly well until she was 56 years old, when
symptoms began and went on quickly to serious

manifestations at the age of 57.

Acquired aortic stenosis is most commonly
rheumatic in origin. The valve will become calci-

fied usually a little bit earlier in life, interestingly

enough, than the bicuspid valve (Fig. 1). You
can usually recognize it from the history of

rheumatic fever and the presence of some degree

of insufficiency.

There is said to be a stenosis due to healed

subacute bacterial endocarditis but the evidence

for this is meager. Monckeberg described in older

people stenosis he believed due to the deposition

of lipoid material in the valve with gradual fibrosis

and calcification. There is no question that this

occurs occasionally late in life.

It is, of course, possible to have combinations

of causes. A congenital bicuspid valve could be
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Calcific Aortic Stenosis and Congenital Bicuspid Aortic Valves

Figure 1. Graph showing incidence of calcification in

aortic valves prepared by Campbell ^ from data pub-

lished by multiple investigators. A, normal tricuspid

aortic valves (Pomerance ®); B, congenital bicuspid

aortic valves with shaded area indicating probable

limits of accuracy (Wauchope,® Bacon and Matthews,®

and Pomerance); C, acquired aortic stenosis (same
sources as B); D, congenital aortic stenosis (Camp-
bell,* Baker and Somerville 0-

damaged by rheumatic infection, and I presume

too that you could have bacterial endocarditis

superimposed on a bicuspid valve which may
exaggerate the stenosis. More likely, infection will

punch a hole in the valve and produce aortic in-

sufficiency. Data on this aspect are not numerous.

The degree of associated aortic insufficiency is a

problem which I have mentioned and I will say

more about it in a moment.

Rate of Progression

Of obvious importance in the course of valvular

aortic stenosis is the rate of progression of the

disease. In the patient we had this morning it was

rather slow, taking 57 years, 56 years before she

had symptoms. The eventual degree of stenosis

was probably related to hemodynamic trauma, the

lifelong wear and tear of distorted flow over the

valve.

I made some calculations about how much
blood flows over the aortic valve in the life of an

average person. I have assumed that the average

cardiac output is 5 L/min at rest. Even though we
have been asked to think metric, the more familiar

gallons gives a better perspective on the magni-

tudes involved. A liter is 1.05 quarts; at a heart

rate of 70/min then, 5.25 quarts or 1.3 gallons

per minute flow across the aortic valve. This is

78 gallons in an hour, just under 1,900 gallons

per day, 56,000 gallons per month, 674,000 gal-

lons per year, and just over 47 million gallons in

a lifetime of 3 score years and 10. I found out

from Exxon that one of the oil barges which we

see plying the Mississippi holds 30,000 barrels;

with 42 gallons in a barrel, that amounts to

1,260,000 gallons. Thus, about half of an oil

bargeful of blood goes across the human aortic

valve in a year. If the age of 70 is reached, 38

bargefuls of blood will have passed over the aortic

valve. These calculations are for a subject at rest.

Further, blood is an impure fluid with lumps in

it which are called cells. Lastly, flow is pulsatile,

not steady. If you think of the erosive capacity

of water on the land, you can get some concept

of what trauma a pulsatile, impure fluid might do

to a living tissue. It is a wonder to me that all of

us don’t have calcified valves, or no valves at all

in old age. That such catastrophies don’t happen

without some cause is a testimonial to the excel-

lence of those delicate but sturdy little cusps at

the cardio-aortic junction. Despite this gigantic

flow only a small percentage of us with normal

valves develop calcification (Fig. 1). At the age

of 55 years about 5 out of 100 will have some,

and thereafter 1 % per year will be added to the

group so that by the age of 75 maybe a fourth of

us have a little calcium in the aortic valve. These

deposits are in the base of the cusps and although

they may partially immobilize the valve they

rarely cause reduction of the circumference.^

Figure 1, prepared by Campbell in 1968,^ gives

rough ranges of the incidence of calcification in

congenital and acquired aortic stenosis, in con-

genital bicuspid aortic valves, and in normal tri-

cuspid aortic valves.^ Of the 25% of normal

valves which become calcified by the middle of

the eighth decade, only rarely do they become

sufficiently stenotic to be called the aortic stenosis

of old age. The congenital bicuspid valve starts to

give trouble in the late 40s and early 50s from

simple thickening and stiffening as well as from

calcification; our patient was 57 years old so she

fits well on curve B of the figure.^ ® In rheumatic

aortic stenosis, calcification occurs a little earlier

(curve C) but a good deal later than in congenital

unicuspid aortic stenosis (curve D).^-'^ The uni-

cuspid valve of congenital aortic stenosis shows

calcification only after the age of 20 but it is pres-

ent in practically 100% if survival occurs to the

fifth decade (curve D).

Modification of the Course By the

Morbid Anatomy
The important anatomic modification of the

valve in obstructive disease is the size of the

orifice. Gorlin and his colleagues ^ have shown

that in the normal valve there can be tremendous

increases in flow with very little resultant gradient

of pressure. As the normal orifice of 3.0 cm^ nar-

rows down to 0.4 cm^ there must be considerable
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increase in pressure to get any flow at all. This is

the pressure-flow relationship which gets the pa-

tient into difficulty with syncope, failure, or an-

gina. When the valve orifice gets below 0.5 cm^
size, symptoms become manifest, an important

point. The normal orifice must be reduced to less

than one-sixth of its area before symptoms occur.

Thus when symptoms do occur, there is already

an advanced degree of stenosis.

Morbid anatomy, in addition to reduction of

orifice size, may give rise to complications that

modify the course. One is invasion of the central

fibrous body of the heart and the penetrating por-

tion of the His-bundle with the creation of incom-
plete or complete heart block. With a relatively

fixed stroke volume and a sharp reduction of

heart rate, cardiac output becomes critical and
may be insufficient to maintain systemic pressure.

Shock and death may occur. The fibrous tissue

may invade the myocardium with further impair-

ment of its efficiency. The aortic leaflet of the

mitral valve may also be involved giving some
malfunction of that structure. Lastly, the fibrotic

and calcified process may, indeed, invade the

ostia of the coronary arteries and that will yield

an unfavorable alteration in the course. In this re-

gard it is to be noted that coronary artery disease

other than the osteal lesion just mentioned may
be associated with aortic stenosis. In the age
group 40 to 49 years, 33% have moderate
(50%) to marked (70%) stenosis of one or
more coronary vessels. This incidence does not
increase over the next decade but by age 70, 64%
or more of patients with aortic stenosis will have
significant coronary disease ® as a potential modi-
fier of the course.

Significance of Surgery and
Surgical Technique

The course clearly can be modified favorably
or unfavorably by surgery. In the case presented,

surgical correction of the lesion has been most
favorable.

The surgical experience in younger and older

patients with aortic stenosis is revealing. A
group of 219 children 2 to 21 years of age with

congenital aortic stenosis was divided into medi-
cally and surgically treated groups.^ They under-
went cardiac catheterization before and again after

the study which ran from four to eight years. Re-
sults were graded as excellent, good, fair, poor,

and cardiac death. The degree of stenosis was
based largely on the measured gradient of pres-

sure across the valve. Over the period of the study

the number of medically treated patients in the

excellent category had decreased, those in the

good and fair categories were about the same,

those classified as poor increased, and 3% died.

The trend was toward deterioration. The surgical

group was apparently more severe, for it started

out with no excellents. At the final tally 8% had

died, some in surgery; 14% had become excel-

lent; 19% were good (up from 4%); the poor

group was reduced (66% to 27%); and no

change occurred in percentage of the group re-

garded as fair. Modification of the course in a

young group of patients (largely congenital) was

favorable but not as striking as one might expect

from removal of an obstruction to cardiac empty-

ing, suggesting that a myocardial factor is present

in some cases.

The skill of the surgeon and the details of

operative technique undoubtedly affect the out-

come. The prosthetic device used is also of sig-

nificance as evidenced by the complications and

survival rates of the several prostheses designed

by Starr and his colleagues.^® The use of hetero-

grafts is too recent to make long-term conclusions.

Overall, aortic valve replacement in an adult

group will yield a survival rate of approximately

80% at five years after surgery, and 60% at ten

years.

Conclusion

To define the “natural history” of aortic steno-

sis, it is obvious that a considerable amount of

historical, physical, laboratory and potentially

therapeutic data must be collected and analyzed

in order to make even a crude estimate as to what

the course in any one case is likely to be. ^ ^
A cknowledgment:

Figure 1 is reproduced with permission from the
British Heart Journal (30:606, 1968).
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Topics in Nuclear Medicine and Ultrasound

Subcapsular Hematoma of the Liver Diagnosed By

Technetium Sulfur Colloid Scintiscan

FRANCES K. PATTERSON, M.D.

A 15-year-old girl sustained a fall against a metal bar

in a playground injuring her right anterior lower thorax

and right supraclavicular area, following which she ex-

perienced sharp pain in the right chest for several hours.

It subsided, and she slept well that night but the pain

recurred the next day, along with nausea and vomiting.

She was seen in the emergency room where examination
revealed normal-sounding lungs and her abdomen was
described as soft, without masses or abnormal bowel
sounds. She was given acetaminophen (Tylenol) and sent

home. The next day, 48 hours after her injury, she re-

turned to the emergency room with abdominal pain

radiating into the right lower quadrant, nausea and
vomiting, dysuria, right costovertebral angle tenderness,

tenderness in the right upper quadrant and right lower

quadrant. The differential diagnosis in spite of her history

Figure 1. Right anterior vie\Ar of liver 48 hours after

injury, after 3 mCi ®®“Tc sulfur colloid was intrave-

nously injected five minutes prior. Repeat lateral and
posterior views had a corresponding defect.

From the Pathology Department, Division of Nuclear
Medicine, University of Tennessee Memorial Hospital,

Knoxville, TN 37920.

was possible pyelonephritis, acute cystitis, and subcap-

sular hepatic hematoma.
On admission her hematocrit was 26.7, RBC count

3.03 M, hemoglobin 9.6, WBC count 13,100, with a

slight left shift. Urinalysis showed 3+ albumin, 12 to 18

WBCs and 5 to 10 RBCs.

Liver scan showed a concave defect in the

lateral border of the liver in the anterior view

(Fig. 1). This was seen as a “cold” area on the

right lateral and posterior views. A diagnosis of

subcapsular liver hematoma was immediately

made and the patient was taken to surgery, where

a large hematoma was found, as well as approxi-

mately 1000 cc of old blood in the peritoneal

space from a laceration in the inferior portion of

the capsule overlying the hematoma. Blood clot

Continued on page 510

Figure 2. Six weeks postoperative. Defect in liver

border is gone. The liver appears normal in all views.
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 74-year-old retired nurse was admitted to St.

Thomas Hospital for evaluation of hematochezia and

anemia. She has been known to have an electrocardio-

graphic abnormality for six years. Two years prior to

admission she was hospitalized elsewhere with a diagnosis

of congestive heart failure. She has subsequently been

treated with digoxin (Lanoxin) 0.25 mg, quinidine 800

mg, and furosemide (Lasix) 40 mg daily. Barium enema
and sigmoidoscopy revealed hemorrhoids and no other

abnormality. The admission hematocrit was 30% with

normal indices. Thyroid function studies showed the T4
(RIA) to 2.2 fig/d\ (lower limits of normal 4.3 jug/dl),

T3 36 /ug/dl (lower limits of normal 87 jug/dl), thyroid

binding globulin 19 jug/dl (normal 11 to 26 jug/dl), and
TSH 36 ;uIU/ml (normal 0 to 9 juIU/ml). Digoxin level

on admission was 2.9 ng/ml (therapeutic level 0.8 to 2.2

ng/ml). Quinidine level at time of admission 5.8 mg/ml
(therapeutic level 3 to 8 mg/ml). A serum cortisol was
normal at 13.9 (ig/d\. Potassium on admission was
normal at 4.3 mEq/L. Echocardiogram showed an en-

larged left ventricle with an end-diastolic dimension of

6.4 cm (normal 3.5 to 5.6 cm). The contractility was

significantly impaired. An electrocardiogram was ob-

tained (Fig. 1).

Discussion

Figure 1 shows QRS complexes occurring in

groups of two, the interval separating the paired

From the Department of Cardiology, St. Thomas Hos-

pital, Box 380, Nashville, TN 37202.

QRS complexes being 0.6 seconds. This bigeminal

pattern may be caused by premature atrial junc-

tional or ventricular beats occurring at a fixed

coupling interval from the preceding beat. P waves

can be visualized in leads I, II, III and Vi. The

standardization artifact ablates the P wave in

AVR, AVL, and AVF. Note that the PR interval

lengthens between the first and second QRS com-

plex. The atrial rate appears to be regular and the

PP interval is 0.52 seconds. The third P wave in

each sequence is difficult to identify because it is

obscured by the T wave of the preceding QRS
complex. The lengthening PR interval between the

first and second beat with the dropped third beat

is characteristic of atrioventricular Wenckebach

with a 3:2 ratio (three P waves for two QRS com-

plexes). The bigeminal pattern in this electrocar-

diogram is not caused by premature contrations

but results from the 3:2 Wenckebach ratio.

Second degree heart block is present when
some of the P waves are not conducted through

the AV node to capture the ventricles. Second de-

gree heart block may be categorized as Mobitz

type I and Mobitz type II. Mobitz type II occurs

when QRS complexes do not follow some P

Figure 1
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waves, but there is no change in PR interval ante-

cedent to this. Mobitz type I block (synonymous

with Wenckebach) occurs with progressively

lengthening PR intervals followed by a dropped

beat. The ratio of P waves to QRS complexes

may vary considerably but the 3:2 ratio as seen

in Figure 1 is the most common ratio.

Watanabe and Dreifus ^ have proposed that

heart block be classified in relationship to the

presence or absence of QRS widening. His-bundle

electrocardiography has shown that patients with

widened QRS complexes frequently have intraven-

tricular conduction delays and have a higher inci-

dence of complete heart block. This is more com-

monly seen with Mobitz type II block. The Wa-
tanabe and Dreifus classification labels this type B.

Normal QRS complexes are more commonly seen

with Mobitz type I and are called type A. Figure

1 demonstrates that patients who have Mobitz

type I may occasionally have QRS prolongation.

The QRS complex is 1.4 seconds in duration and

has a left bundle branch block configuration with

Topics in Nuclear Medicine . . .

Continued from page 508

and devitalized hepatic tissue were removed and

hemostasis was obtained after some difficulty. The
patient recovered uneventfully and a repeat scan

six weeks later was entirely normal (Fig. 2).

Discussion

Hepatic subcapsular hematoma can be a serious

complication of blunt abdominal or chest trauma.

Delayed onset of symptoms can lead to difficulty

in differential diagnosis, especially if the external

trauma appears insignificant.

In our patient some confusion existed in the

diagnosis because of the minimal outward signs

510

left axis deviation. This would represent a “type

B 1” in the Watanabe-Dreifus classification.

With the development of hypothyroidism, digi-

talis is metabolized more slowly and digitalis levels

will invariably rise if the digitalis dosage is un-

changed. In this patient the digitalis was withheld

and thyroid therapy was instituted. As the digoxin

levels returned to therapeutic value, Wenckebach
block disappeared and the patient continued to

have a first degree heart block with a PR interval

of 0.26 seconds. The left bundle branch block re-

mained unchanged at the time of discharge. The
anemia improved with thyroid therapy.

FINAL DIAGNOSIS: Left bundle branch block

with left axis deviation. Second degree heart

block, Wenckebach type with 3:2 atrial ventricu-

lar conduction ratio resulting in a bigeminal QRS
pattern. /

’
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of any trauma after the accident, the slow evolu-

tion of the hematoma, and the slightly abnormal

urinalysis.

The diagnostic assistance given by scanning of

the liver and spleen after blunt trauma has be-

come increasingly evident as more physicians

become acquainted with these procedures and

more hospitals are able to offer radionuclide scan-

ning as a diagnostic tool. EZZP’
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CATScan of the Month

RAY FIORANELLI, M.D.; ROBERT MILES, M.D.; HALL TACKET, M,D.;

PAT ILABACA, M.D.; and STEPHEN GAMMILL, M.D.

A 62-year-old man complaining of abdominal pain and

constipation had a fecal impaction removed at another

hospital, but remained distended and was therefore re-

ferred to Baptist Memorial Hospital.

A grade III/VI systolic murmur in the second left

intercostal space was heard on initial physical examina-

tion. His abdomen was not tender and we could feel no

masses within it. A barium enema showed diverticulosis

without radiographic evidence of diverticulitis. Two days

after admission, he spiked a temperature of 102 F.

The right lower lung contained infiltration on the chest

roentgenogram and a ®®“Tc MAA lung scan showed de-

creased perfusion in that area. A course of ampicillin

and gentamicin over several days failed to abate the

fever. Since we could not exclude a pulmonary embolus,

we instituted anticoagulation. A ®®“Tc sulfur colloid scan

of the liver and spleen had been normal. Since we had

arrived at no explanation for the abdominal pain and

the fever continued unchecked, we decided to obtain a

CAT scan of the abdomen. Please examine Figures 1 and

2 (before and after intravenous infusion with contrast

material) and see if you can arrive at a diagnosis.

A mass that exhibits a varying low and high

density pattern following intravenous infusion of

contrast agent can be seen within the confines of

the crura of the diaphragm. The mass did not ex-

tend below the level of the superior mesenteric

artery, and the pancreas is normal on both scans.

The following diagnostic possibilities were con-

sidered: periaortic lymphadenopathy, lymphoma,

retroperitoneal sarcoma, primary neural tumor

and aneurysm of the aorta.

We chose aortography as the next step in the

diagnostic workup (Fig. 3). A saccular aneurysm

emanated from the abdominal aorta superior to

the origin of the celiac axis. Because of its loca-

tion, we made the diagnosis of aneurysm, prob-

ably mycotic.

The patient remained septic and febrile despite

vigorous antibiotic therapy over the following sev-

eral days. Since at operation a dacron graft would

necessarily have to be utilized to repair the aorta

following resection of the aneurysm and since the

aneurysm was almost certainly infected, we felt

every attempt should be made to neutralize the

causitive organism. The graft would otherwise al-

most certainly have become infected and probably

have ruptured. The antibodies were, therefore, dis-

From the Departments of Radiology, Medicine and
Surgery, Baptist Memorial Hospital, 899 Madison Ave.,

Memphis, TN 38146.

Figure 1. CAT scan of abdomen before IV infusion with
contrast material.

Figure 2. CAT scan of abdomen after IV infusion with

contrast material.

continued in an attempt to culture the offending

organisms, but all cultures failed to grow signifi-

cant bacteria. An echocardiogram showed no vegi-

tations on either the mitral or aortic valve al-

though the aortic valve leaflets were thickened.

Chloromycetin and methacillin added to the

antibiotic regimen produced no favorable re-

sponse. An axillofemoral graft, resection of the

aneurysm and oversewing of the aorta were

planned despite lack of significant response of the

sepsis, but the patient died spontaneously of a

cardiac arrest. Either the aneurysm ruptured or he

threw a massive pulmonary embolus. Permission
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Figure 3. Aortography showing saccular aneurysm.

for necropsy was denied. Although presumptive,

the final diagnosis was mycotic aneurysm.

Mycotic aneurysms may develop when infected

valve leaflets produce septic emboli, which lodge

most commonly in a distal branch of the middle

cerebral or superior mesenteric artery. The inflam-

matory response produced in the wall of the artery

at the site of attachment weakens the wall of the

artery and hence an infected aneurysm is pro-

duced.

Since saccular atherosclerotic aneurysms sel-

dom occur superior to the celiac axis, we assume

that our patient developed a mycotic aneurysm

due to the lodging of an infected embolus in the

wall of the aorta, perhaps at a site in the intima

that had been previously damaged by atheroscle-

rosis.

Should this patient have been operated on ear-

lier? We do not believe so. We believe that every

effort should have been made, as it was, to have

controlled the infection prior to operation, as

grafting into an infected aorta would almost cer-

tainly have resulted in an infected graft and death.

Since pyogenic bacteria were never cultured, a

fungal endocarditis may have been the source of

infection.

Although the definitive diagnosis in this case

was not made from the CAT scan, it detected an

abnormality that prompted the study that did de-

termine the diagnosis (i.e., aortography) and was,

therefore, a valuable diagnostic tool. Also, al-

though we could not prove it, we assume that this

patient was suffering with bacterial endocarditis

and that this was the source of his aneurysm.

FINAL DIAGNOSIS: Mycotic aneurysm, r ^
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Specialhem

Health Planning Activities and Legislation

On the State and National Levels

JOHN P. COUGHLIN, M.D.

It is certainly a very great pleasure for a solo

practitioner urologist from a small West Texas

semi-desert town to be invited by the prestigious

Nashville Academy of Medicine to address its

members on so important a subject as the Na-

tional Health Planning and Resources Develop-

ment Act of 1974, better known as Public Law
93-641. My presence here before you, by way of

editorial denial, I hope in no way compromises

my integrity, for I do not think P.L. 93-641 is a

good law. I do not think medicine is well served

by the continued encroachment by bureaucracy.

I do not believe the freethinkers of academe, the

academics and the federal bureaucracy who have

never shown the discipline of putting all of their

theories into practice have the best interest of our

patients in mind, but merely the self-satisfying

egotism of ruling and directing others who are

obviously not so wise as they. Finally, I believe

there is no profession that has been so self-critical

and so selflessly devoted as a group, and as

individuals so mentally and morally disciplined,

as the medical profession.

Despite the many onslaughts, we continue to

strive toward the goals of better patient care, both

better quality and better quantity. This is a record

of which we can be justifiably proud and one that

should lead us to say both loudly and consum-

mately—enough is enough! Despite these strong

feelings, P.L. 93-641 is the law of the land. We
have been to the courthouse and lost, and until

such time as we, as political individuals, can

change this law, we as citizens are obliged, as we

Presented at the regular membership meeting of the

Nashville Academy of Medicine, Nashville, May 8, 1979.
Dr. Coughlin is a member of the AMA’s Ad Hoc

Committee on Health Planning and is on the governing
board of the Health Systems Agency, Region 4, Texas.
He is in the private practice of urology in San Angelo,
Tex.

always have been and as we have always done,

to help make those bad things work as well as

possible for the good of our patients, the good of

our profession, and for our own salvation.

In a talk to the Institute of Medicine last win-

ter, Mr. Califano, whose choice as Secretary of

HEW has been disastrous to the well-being of

this country, addressed two major positions that

he is pursuing in the area of health planning. In

the reorganization of the Health Resources Ad-

ministration under Henry Foley, Ph.D., the Bu-

reau of Heahh Planning, under Colin Rorrie, Jr.,

Ph.D., was split off and a second Bureau of

Health Facilities Finance, Compliance and Con-

version was formed, then under the direction of

Florence B. Fiori, Dr.P.H. The purpose of this

new unit was to look at closure of health facili-

ties, which you all know is presently going on so

vigorously in the state of New York. Whether

this is to be voluntary or otherwise has not been

disclosed. The financial and social obligations of

institutions was not addressed. Finally, the Secre-

tary did not even mention the fracturing of health

delivery lines or the imposition on and lack of

accessibility for patients.

The second area that Mr. Califano thought it

important to address was that of the development

of productivity standards to ascertain how the

profession could be placed under production

scales and procedures, evaluated by the numbers

and assembly. It is interesting that the largest

bureaucracy in our government is to evaluate the

efficiency of a profession providing the finest

service to the most people in the history of the

world.

Another area of concern is the Institute of

Medicine’s recent study to determine how goals

and standards for communities are to be decided.

We are again faced with the thinkers in society at-
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tempting to develop what they perceive to be our

goals, our standards, our very desires. How these

can be practicable, much less meaningful, I will

leave to your imagination. We are once more con-

fronted on the national level with the PhD phi-

losopher who can produce little, has no experience

in actuating his philosophy and has the broadest

scope—he knows how to correct everything. It is

to these people the national associations are di-

recting their questions and it is these people who
are establishing the government criteria for you

and me, limited soecialists with narrow focuses

and certainly with very few answers to the

myriad problems facing men, and yet we are the

only ones who have the experience to make these

ideas fruitful if it is possible to do so. You,

through your organizations, such as the Nashville

Academy of Medicine, must monitor these na-

tional trends, particularly as they will be man-

dated through your regional health systems

agencies (HSAs).

Some general thoughts that have come out of

the Ad Hoc Committee on Health Planning of the

American Medical Association concerning the

whole subject of the HSA is that P.L. 93-641 is

the greatest assurer of the development of a

monopoly in the health care system yet to come.

The antitrust implications of the HSA are also of

far-reaching significance. As you know, the Sher-

man Antitrust Act prohibits individuals but not

the state from being anticompetitive. The state,

in a strictly regulatory role, is immune from anti-

trust. This is known as the Parker-Brown De-

cision, made by the Supreme Court. Under the

Noerr-Pennington Doctrine, we have the consti-

tutional ricrht, however, to petition the govern-

ment, so that as long as we act in good faith and

do not confuse adjudicatory process with a po-

litical process, we mav be able to control some

of the imolications of these monopolistic ten-

dencies within the law. Quite honestly, I am
somewhat frightened by the realization that in-

stitutional self-interests may be protected by this

law to the detriment of the community good.

Because of P.L. 93-641, we are also faced with

problems of replacement of antedated and anti-

quated equipment. Presently, unless appropriate-

ness review is further refined and somehow
developed so that it can be realistically performed,

no institutional replacement will occur unless all

other institutions in the area are working at

maximum. This means that the poorest unit must

be fully supported and operational before our
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best units will be able to replace their worn-out

parts. Finally, the ad hoc committee is concerned

with the multiple numbers of governmental

agencies that must review new technology and

new procedures, in both the legislative and execu-

tive branches. I have a feeling this will stifle

innovation.

A couple of weeks ago. Dr. Rorrie, director

of the Bureau of Health Planning, discussed the

four areas of concern in the Health Systems Plan

to which each HSA must address itself, and ad-

dress according to the national guidelines. He
said HEW had reduced it to a minimum of four

elements: acute care, long-term care, emergency

medical systems, and mental health, much like a

pre-Christian Greek philosopher who reduced all

creation to fire, water, earth and air.

In discussing quality assurance, the language is

being confused and the distinction is becoming

less clear between the role of the HSA and the

PSRO. We in the Texas Medical Association who
have fought for six years in the courts for single-

state designation at a cost in excess of $100,000

for legislative amendments may now find that all

of us may not be funded. Make no mistake, peer

reyiew will be done in one of several ways: as a

PSRO, if funded, as historically we have done in

our institutions by utilization or tissue committees

and within the peer committees of the county

medical societies; through the services of the car-

rier and intermediary under federal direction; and

also under the HSA, since the law does mandate

a review with assurances of quality. It worries me
more than a little that the national societies, in-

cluding the AMA, are presently developing sets

of criteria which can be at best a vehicle for ra-

tioning in the best of circumstances and at worst

the mode for control by lay organizations such as

HSAs.

We have also seen other areas of federal intru-

sion. For example, in the Federal Register, Oct.

25. 1978, under the ominous title of “Provision of

Services for Those Unable to Pay,” and later,

under the requirement to verify compliance with

civil rights legislation, medical staff bylaws were

directly addressed. Federal rules mandate changes

within each one of our hospital bylaws if in any

way they seem to preyent compliance with these

federal regulations. The assurance that they do

not is ours to make; that is, we have to prove we

are innocent. The burgeoning rate review mech-

anisms of the state, whose policies are nationally

dictated, will also directly impact upon hospital
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policy and the physician’s type of practice, even

to what he may do, what he may order and where

he may practice, P.L, 93-641 initially established

grants for some test rate-review systems like the

certificate of need. This may well burgeon into a

demand for a national rate review. The courts

have already ruled this to be constitutional, and

one is reminded of the golden rule, “They who
has the gold, rules”! Federal regulations move all

control to Washington.

As a founding member of an HSA, serving on

its governing board, executive committee, nomi-

nating committee and health planning committee,

I would like to address several points derived

from this experience. We have found in Texas an

increasing problem in maintaining consumer in-

terest following those single issues that initially

brought them out. I am talking here of the citizen

consumer, not the advocate, who espouses his

own cause in the name of others. We are now
entering into the second and third generation of

consumers and the inertia and frustrations of

dealing with bureaucracy with which we are so

familiar do not sit so well with them. This is to

our benefit as they now realize what we are deal-

ing with. But their replacement is critical.

The provider group is also developing some
changes and we are seeing an increasing number
of physician-versus-physician positions being

taken on the basis of hospital or institutional

affiliation. This can lead to antagonism within the

fraternity. The credibility of the HSA is directly

related to its implementation. We all are aware of

its planning and its regulatorv functions, such as

the Health Systems Plan and the Annual Imple-

mentation Plan, as evidence of the former and
Project Review and Appropriateness Review as

examples of the latter. But if the consumer and
provider and the citizens as a whole are to see

this organization as viable, it must be in the area

of implementing the plans they make. If they do
only the dirty work, that potential last source of

grass roots input will be lost. I don’t like what may
come if we lose out in P.L. 93-641. Tbe health

planner and the HEW talk about the triad of the

federal, state and local HSA as partners in de-

veloping the health systems program for your

area. The mockery they make of that can be off-

set only by our maintaining a credibility of our

own, as we work with our fellow citizens, showing

that we are interested in the well-being of others

as well as our own. We must never again allow

our political role to become confused with our

civic role in this area.

In the actual development of a Health Systems

Plan, there must be continuous yearly comment
and review that is both meaningful and constant

by each and every medical society. The executive

staff of the HSA will tell you that they will pro-

vide the analysis and the citizen will provide the

judgment. How overbearing can their analyses

be? The medical society must provide, as a so-

ciety, its own comment and review. This cannot

be the same as that of the ad hoc committee of

the HSA, since even if it is composed entirely of

physicians, all doctors are not the same and it ap-

pears that bureaucracy and being their brother’s

keeper is a contagious disease.

In the area of plan implementation, the society

must look at the links the agency is making be-

tween the so-called disease and the so-called cure.

You must look to see if they are synchronizing

the action of the actors and that there is cross im-

pact analysis of how other areas will be affected,

and finally how these are to be funded—not the

first and second year, but who picks up the tab

later?

Whatever the plans are, they must be truly

meaningful and must be appropriate. They must

be acceptable not only to the proposer but to the

receiver. We in Texas have long realized that as

physicians’ time severely limits their constant ex-

posure to this, the auxiliary must be activelv in-

volved in such areas as monitoring the HSA, its

meetings, preparing svnopses and white papers

under physician direction, taking resumes of ac-

tions and keeping communications open between

all the various societies, even to the point of pro-

viding services such as blood pressure screening

clinics, etc., in order to implement those parts of

the program they can address. Where the auxiliary

has been involved they have been of inestimable

value and I would strongly encourage you to use

them.

The present status of the renewal of legislation

for health planning has taken most observers by

complete surprise. As you may recall, last fall, in

its rush to adjourn, Congress failed to pass re-

newal legislation that was required within the

law. At that time the program was held over for

one year on a continuing resolution, and in the

first part of this year three bills were introduced.

The first bill, one by Kennedy, has passed through

committee and is now ready for floor actions. This

bill limits the extension of certificate of need to

apply to physicians’ offices only where that equip-

ment would be used for a regular basis on in-
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hospital patients. There was some economic in-

centive for voluntary closures, but certificate of

need was abolished for establishment of HMOs,
except for their inpatient and diagnostic equip-

ment. There is in this, unfortunately, a strong

conflict of interest clause that may prevent any

provider from voting on certificate of need grant

application review.

The second bill was proposed by the adminis-

tration. It was late in developing and has as yet

(May 8) been subject to hearing only in the

House. In the administration bill, the Secretary

of HEW would be allowed to make direct grants

to HSAs. This was specifically designed for the

rural HSA, which may be underfunded. It also,

however, allows greater freedom of activity to the

Secretary of HEW for rule-writing and funding,

and it was strong in implementing certificate of

need in physicians’ offices no matter the type of

patient service if certain monetary amounts are

exceeded in the purchase of the equipment.

Most surprising is the action within the House,

particularly in the old Rogers’ committee, the

Subcommittee on Health and Environment, pres-

ently chaired by Representative Waxman, of Cali-

fornia. Representative Satterfield has apparently

polarized the opposition to Mr. Waxman, initially

generated by the manner in which Mr. Waxman
was elected to the chairmanship. By a 10 to 6

vote, most of the bill, which was last year’s

committee-approved bill, has been rewritten. For
example, certificate of need for physicians’ offices

was totally excluded. In addition, the Secretary of

HEW must submit all regulations to either the

House or the Senate for prior approval.

It is evident that this bill is facing tremendous

opposition in the House. The May 15 deadline

for the submission for House vote probably will

not be met; in fact, there is a distinct possibility

that a continuing resolution for another year will

be necessary for health planning. This has had
obvious effects on the bureaucratic staff at HEW,
and apparently there have been massive pressures

on Dr. Rorrie and a general exodus of the eter-

nally surviving bureaucrats.

The national health goals that were to have

been published by the first of this year were de-

layed by the Secretary pending new legislation, in

order to include with the goals the changes of the

new law. The Secretary has refused, even in the

face of the obvious struggle going on in Congress

now, to issue those goals for fear, I am sure, of

increasing the difficulty of renewal legislation, or

precipitating what occurred with the national
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guidelines of 1977. This has left many of the

HSAs with a great deal of latitude, if they will as-

sume it, to proceed in developing their own goals,

as national goals now do not appear to be coming

down the pike for at least 6 to 12 months. This is

an opportunity that I hope will not be lost. It is in-

teresting that all of this is transpiring with little

initiative on the part of the AMA.

In the area of consumer involvement in the

HSA, we are seeing some organization from un-

usual sources. For example, the National Cham-
ber of Commerce has developed a very sophisti-

cated and widely distributed volume on the role

of private business in health planning which

strongly urges businesses of all sizes to become

actively involved in the health planning structure.

For some time, the National Association of

County Governments and the National Associa-

tion of Regional Councils of Governments have

been promoting county official involvement

through their publications and educational bro-

chures and programs. More recently, Aetna Life

Insurance, in their publicity campaign, has been

promoting consumer involvement in HSAs, calling

the HSA a second-opinion program, and in fact,

even having a referral address where information

can be obtained directly from Aetna on the indi-

vidual HSAs. Probably one of the best examples

of how the various historically conflicting groups

are finding common ground in the HSA is that in

Detroit, and I am sure probably also here in Nash-

ville. Among the representatives on the Detroit

Health Systems Agency is a union representative

and a representative of the automobile industry.

Obviously, both of these men are given significant

time and assistance in their normal daily occupa-

tions to keep abreast of the activities of the

agency and the problems they wish to bring be-

fore it. It is a different kind of advocacy than we
have dealt with in the past.

The present status of the amendments and the

continuation of P.L. 93 in Congress is both unex-

pected and exhilarating. Congress does not think

that all wisdom originates in Washington, and

they are having trouble continuing this law. Many
of the amendments proposed by the administra-

tion are being gutted. One wonders if this is the

effect of the national guidelines, which I have

always felt was a favor to us from Mr. Califano.

When over 60,000 protested that health was their

concern too. Congress appears to have listened

and, as with Proposition 13, people make all the

difference.
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Legislative Update 5-7-79

The Kennedy bill is now out on the floor and

a vote is expected in the Senate in two to three

weeks. Five amendments were added before it got

out of committee. First, the State Health Plan and

the Health Systems Plan of each HSA is to be

done every three years, rather than annually. The

second amendment is that in the certificate of

need application, competitive forces were to be

assisted wherever possible. This was the Schweiker

amendment and the exact implication of this is

at present unclear. The third amendment is the

extension for another year of conditional designa-

tion for state agencies. The fourth was that

the Title XVI part of the law for grants was ex-

tended for closure and conversions. This probably

is a paper tiger in that no funding has ever been

appropriated for this part of the law. Finally,

each HSA must publish for its region data charges

for the 25 most common procedures. This is to

be widely distributed throughout the area. I am
sure that this is for cost comparison purposes.

Finally, the Waxman Subcommittee on Health

and Environment reported out its bill, which is

much to the displeasure of the administration.

First, it will exempt HMOs from certificate of

need and possibly all alternative delivery systems,

such as IPAs. Unfortunately, this came on an

amendment by a Texan, Phil Graham, of Bryan,

one of the most conservative Democrats in the

state, and merely reflects the attractiveness of

HMOs to present political markets. The second

part of the bill limited certificate of need to the

issues that were addressed in the application.

There could be no horse trading that would force

a hospital to give up beds, etc., in order to get a

certificate of need for some other service. Third,

the state agency has 90 days within which to act

on a certificate of need application or the cer-

tificate is automatically approved. This may place

some stress on the HSA indirectly, in that the

state agency may not allow a full 45 days for an

HSA to operate in the certificate area. The fourth

part of that bill allows a hospital 30 days to re-

spond to an HSA appropriateness review for data

requirement, justifying their failure to comply and

the HSA must then respond to the hospital. This

gives the hospitals more flexibility in responding

to data requests. Fifthly, the HSA may not be

disciplined by reduction of their funds, thus, HEW
has one of two alternatives, to counsel or to with-

draw their designation. Sixthly, the National

Council must be consulted before any decertifica-

tion of an HSA. Unfortunately, the National

Council does not have veto powers. Next, the

broadly representative sections of the law for

consumers is out; although the consumer majority

is maintained, the various percentages have been
deleted. Eighth, the HSA staff must work with

consumer and provider equally; in other words,

you cannot designate certain consumer staff rep-

resentatives in an HSA. Finally, the MD office

has been deleted from the certificate of need.

This bill must now go to the Interstate and
Foreign Commerce Committee which is under
the chairmanship of Harvey Staggers, of West
Virginia, who must report it out to the floor by
the 15th of the month or it dies, and it will

probably be put out with a bunch of other bills.

There is, at this time, no thought as to when the

House will finally vote on it, but it will be late,

and it is a long way from being passed. The bill is

obviously significantly different from the one that

came through the Senate; therefore, a joint con-

ference must work out the differences. By fall, we
may see again the continuing resolution to keep

the Health Planning Act alive for another year

without any substantial change in the present law

until the differences can be worked out.

In the meantime, there will be considerable lobby-

ing efforts in the House by both the administra-

tion and certain consumer groups to significantly

change the bill that came out of the Waxman
committee. This will more likely be done on the

floor of the House than in the Interstate and

Foreign Commerce Committee. /- ^
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Specialhem

Current Trends in Health Planning

Re: Public Law 93-641

RAYMOND SCHKLAR

On Sept. 22, 1977 the U.S. District Court in

North Carolina upheld the constitutionality of

Public Law 93-641. Suit had been filed by the

states of North Carolina, Nebraska, the American

Medical Association, and the North Carolina

Medical Association challenging this law as an in-

fringement on the state’s prerogative to plan for

its own health care needs. Appeal was filed and

was denied by the U.S. Supreme Court on April

17, 1978. It was then apparent that P.L. 93-641

was a reality and would be implemented fully.

Even prior to the District Court’s ruling, the

AMA established an Ad Hoc Committee on

Health Planning to “serve as a resource and

strategy center to assist medical societies and

physicians involved; to review and provide physi-

cian input into material being developed by HEW
to implement the law, including rules and regula-

tions; and to assist in the development of any

future national planning legislation.” State and

local medical societies had also begun to become

involved to the extent possible in the activities of

HSAs in their areas. Physicians realized that be-

cause the law allowed very few opportunities for

medicine’s participation in the planning activity,

it became imperative that some system of phy-

sician input and feedback be developed and

implemented.

Some physicians had had experience working

within the local “B” agency or state “A” agency

under the former planning law, P.L. 89-749, the

Comprehensive Health Planning Law of 1966

Presented before Leadership Nashville “Health Day,”

Nashville, April 5, 1979.

Mr. Schklar is executive director of the Nashville

Academy of Medicine. He is a member of the Middle

Tennessee Health Systems Agency board of directors and

chairman of the Middle Tennessee Health Systems

Agency Plan Development Committee.

and also within the Regional Medical Program in

1965. Much frustration was felt during the CHP
program as the “B” agencies were short of fund-

ing and had little real or potential clout within the

system, but the HSAs were provided by Congress

with an ominous potential—a potential to control

the funding of many important programs depen-

dent on federal dollars; the construction or reno-

vation of institutional or public health facilities;

and, through appropriateness review, to recom-

mend whether a facility should be maintained or

shut down.

The first state to develop a working system for

physician participation within P.L. 93-641 was

Minnesota. Minnesota’s state medical association

established a statewide structure of physician-

advisors to parallel the working committees

—

project review, planning, implementation, etc.

—

within the state’s seven HSAs. The state society

organized seven boards or Physician Health

Forces (PHFs) which corresponded with the

seven HSA boards or governing bodies. Each

PHF acted as the single voice for medicine in the

particular health service area. Also on the PHF
were those few physicians having seats on the

HSA boards. A staff to coordinate PHF activities

was employed and a cooperative, responsive rela-

tionship was developed between the state PHF
staff and the staffs of the HSAs in the state. Two
very important results of this effort were realized

:

( 1 ) physicians had provided the profession with

early and effective input into the planning process

at a grass roots level, and (2) they developed a

strong and credible single voice to address the

health planners.

Texas has also developed a similar approach

but with one major difference. The Texas Medical

Association utilized the auxiliary to attend HSA
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meetings and to report on these activities to the

medical society.

At the national level, the AMA ad hoc com-

mittee developed a plan to sponsor regional work-

shops on health planning and functional partici-

pation for physicians who were interested in HSA
activity or wanted to become involved. The first

workshop was held within this HEW region,

Region IV, in Atlanta last September and was

cosponsored by the Southeast Association of HSA
Executives. Approximately 150 other physicians,

medical society staff, HSA staff and lay board

members attended this workshop.

On our local level, the Nashville Academy of

Medicine became actively involved in the activi-

ties of the Middle Tennessee Health Systems

Agency through its member representative and

staff representative on the MTHSA board soon

after formation of the MTHSA. The Academy

board also structured a Governmental Medical

Services Committee to include physicians who

had been involved in the old CHP program and

who were knowledgeable concerning HSAs.

This committee represents each of the primary

care specialties and includes the MTHSA board

physician representative of Meharry Medical Col-

lege and the MTHSA board physician representa-

tive of the Academy. There have been some dis-

agreements between the HSA and the medical

community, but there has developed a responsive-

ness and sense of cooperation between the two.

For example, the TEL-MED system of the

Academy (a telephone access library of more

than 350 physician-approved tapes on various

health care topics) was expanded to offer access

to all of Middle Tennessee with the help of the

MTHSA in acquiring funding and in distributing

thousands of brochures.

I have described the trend of growing positive

participation of medicine within the planning

process, but there are many problems and con-

cerns which must be considered, realized, and

dealt with.

From the fall 1978 Journal of Health Politics,

Policy, and Law, Dr. Bergman of the Children’s

Orthopedic Hospital and Medical Center in Seat-

tle described a common feeling among physicians,^

“.
. . by virtue of background, training, and func-

tioning, health administrators and planners are

set up as natural antagonists rather than as allies

of health professionals. An ‘us versus them’ men-

tality pervades the field which, if not checked, can

only be destructive to the public we all profess to

JULY/1979

serve. The genesis of the conflict, in my opinion,

is the tendency of administrators to aseptically

view the health field as any other ‘industry.’

‘Health care’ has become a ‘commodity’ to be ‘de-

fivered’ by ‘vendors’ to ‘consumers.’ ” As HSAs
were established across the country, now number-

ing more than 200, planning staffs were formed

and expertise in economics, business, administra-

tion, planning, etc. was sought, but few of these

staff persons had experience or specific knowledge

of medicine or the health care field. I must say

from my own experience, this situation is chang-

ing as the sphere of experience of an HSA staff

grows. But there is still a perception, whether real

or imagined, that there is an inherent antagonism

which exists between planners and physicians.

There is also, for the HSA staffs trying to en-

courage broad-based participation, the problem of

identifying true consumer opinion. It is the same

kind of problem experienced during the OEO
(Office of Economic Opportunity) program. You
always find and hear the self-ordained consumer

advocate, but there is no viable, community rep-

resentative consumer voice. I have attended public

hearings where only the HSA committee members

were present, which is very frustrating to both the

staff and volunteer committee members.

There is also the feeling of deja vu—we’ve been

here before and know what’s next. You only have

to sit on the board of an HSA a short while until

you realize that although the law provides for and

emphasizes local planning, HEW still exercises

its muscle periodically through planning guide-

lines, regulations, advisory opinions, and other

administrative fiats.

I also think there might be reason to question

the specific intent of P.L. 93-641 as primarily

concerned with planning at the local or grass roots

level. Where did the impetus come from?—from

Congress. If you are familiar with Senator Ken-

nedy’s national health insurance proposal, it ap-

pears that P.L. 93-641 sets up an adaptable

mechanism to implement his concept. From the

Congressional Record of Oct. 2, 1979 “The

Public Authority will contract with each state and

territory to establish state authorities (SAs) as

agents of the federal agency to implement na-

tional policy. Programs such as state review

agencies, health systems agencies, and profes-

sional standards review organizations, will be

used to the maximum extent possible. .
.”

Have we been there before?

Harry Cain, Ph.D., former director of the
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Health Resources Administration of HEW, upon

his resignation stated®: “After 25 years, federal

planners realized they had overbuilt. Congress cut

back on Hill-Burton funds and the Health Plan-

ning Act of 1972 directed the government to

figure out what to do next. Almost overnight, one

bureaucracy was obsolete and another was needed.

. . . So people who had made their careers build-

ing hospitals suddenly were assigned to figure out

what to do about such things as excess hospital

beds, underuse, poor distribution of resources

and the other problems that professional health

planners worry about.”

We have been here before.

The current trend of medicine is to work with

the HSAs at the local level in an attempt to effect

health planning with appropriate medical partici-

pation, and at the national level to work to amend

the planning law to provide for more realistic

board composition, certificate of need (CON)

review process, and a more workable law, if such

a law is to prevail.

Whether we will see such an effective, respon-

sive local planning effort is still a very real ques-

tion, but it is apparent that P.L, 93-641 will not

be repealed in the forseeable future. Hopefully,

the law can be amended to at least interject a

more reasonable, rational approach.

Medicine has an opportunity to become in-

volved in what may prove to be yet another in a

succession of federally confused boondoggles, but

maybe local autonomy can be maintained and rea-

sonable public policy be achieved. It’s worth the

risk. / ^
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INVEST IN YOUR MOUNTAINTOP RETREAT

.

One day soon there won*t be
any more mountaintops. Not for
sale, anyhow. There*s only so
much of it. But now there is

mountaintop property
available— Clifftops.

ONLY

Min
Land is a sound investment in these

times of double-digit inflation, rising prices

and a declining dollar. It’s waiting for you
at Clifftops.

Clifftops property is an investment you
and your family will be glad you made.
Imagine a home away in a beautiful,

planned and protected scenic mountain
setting as distant from the city as you could

wish, yet so close to your front doorstep that you can be there in

90 minutes.

Your Clifftops retreat will put enjoyment and relaxation within

easy reach in all seasons. Enjoy private access to fishing in a crystal

clear lake, jogging on wilderness trails, and horseback riding in fabulous

natural surroundings. Swimming in a heated pool, canoeing, sailing, ten-

nis, golfing on links just minutes away, and more are waiting for you at Clifftops.

Clifftops property values are carefully protected by architectural and other desirable restrictions. If you’re

wondering whether or not you can afford Clifftops, consider the following; within a 300 mile radius of Clifftops,

three percent of those with incomes of more than $30,000, and fifteen percent of those with incomes of more
than $40,000 already have second homes.

If you fall into these categories, you should consider Clifftops.

Investment in Clifftops protects your family’s future. “Two years

ago 1 bought and built at Clifftops on Monteagle Mountain. The
value of my Clifftops property has increased by 25 percent dur-

ing that time.

“A Clifftops retreat can’t just be measured in dollars. My
family and 1 spend at least two weekends each month on the

mountain, year round, and we enjoy every minute we’re there.

“Buying and building at Clifftops is one of the best things I

ever did. Everyone needs to get away from the hectic city life. I

do, and so does my family. It’s easy since Clifftops is so close.

We wouldn’t take anything for our place, it’s been a great in-

vestment. I could sell for a profit tomorrow, but I won’t”.

Nashville Businessman A. J. Peters and wife

COME SEE FOR YOURSELF THIS
BEAUTIFUL, POLLUTION FREE,
AMERICAN ALPINE WILDERNESS.
INVESTIGATE CLIFFTOPS.
YOUXL BE GLAD YOU
DID. FOR PREARRANGED,
INSPECTION TOUR
CALL:

1 -800-342-1312

CLIFFTO

PLEASE SEND NY FREE CLIFFTOPS
BROCHURE AND POSTER TODAY!

Name;

Address;

City State Zip

Mail to; CLIFFTOPS, Dept. HS
MONTEAGLE. TENNESSEE
37356

Clifftops—owned, developed and managed by Nashvillians.
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Special hem

Interprofessional Code

of

Nashville Bar Association

and

Nashville Academy of Medicine

Adopted October, 1967

Supplement Adopted May, 1975

This code, referred to by Dr. Hays in his

initial letter as President, was adopted as

amended by the Nashville Academy of Med-
icine and the Nashville Bar Association in

May 1975 to govern their interprofessional

relationships. Because both Dr. Hays and /

believe it properly states what these rela-

tionships should be, it is published here in

its entirety for your consideration.—Ed.
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PREAMBLE

This statement has been prepared to assist

physicians and attorneys in their mutual profes-

sional contacts in the hope that, thereby, mis-

understandings leading to discord may be

minimized and more meaningful interprofessional

relationships, based on mutual respect, may be

engendered.

It should be borne in mind that a physician’s

role in legal matters or actions is not that of an

advocate, and that his reports, depositions and

testimony must be strictly factual and unbiased.

The physician presents professional findings under

oath.

An attorney represents his client, is an advo-

cate of the client’s interest, and is not under oath.

I. MEDICAL EXAMINATIONS

(Requested by Attorneys or Ordered by Court)

A. General

1. The law provides that a party to a law suit

may be required to undergo a medical exam-

ination by agreement of the opposing attor-

neys or under a court order.

2. When an appointment is made for the medi-

cal examination of a person, the physician

sets aside part of his day for that purpose.

It is, therefore, important that attorneys

exert their best efforts to insure that such

appointments are kept. The attorney for the

party to be examined should give explicit

instructions to such party that the physician

must be notified in ample time, should it be-

come impossible for the party to keep the

appointment.

B. Scope of Examination

1. The physician may take a history and per-

form such examinations as may be advisable

in his judgment to formulate an informed

opinion regarding the nature and extent of

the party’s medical condition.

2. Inquiries should not be made into matters

not reasonably related to the legitimate

scope of the medical examination.

3. The physician, following his examination,

shall reduce to writing a medical report, fol-

lowing the outline hereinafter set forth in
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Paragraph II, Subparagraph 6. The original

report shall be forwarded to the court or

person requesting the examination, with

copies as directed by the court or by the

person requesting the examination.

II. WRITTEN MEDICAL REPORTS

(Prepared for Courts or Attorneys)

A. The Attorney

1. Requests for reports from a physician

should be made in writing as soon as it is

known that the information is needed, and

at least two weeks before the anticipated

receipt date.

2. If a report is requested on a physician’s

patient, the attorney should provide the

physician with a written authorization from

the patient.

B. The Physician

1 . Medical Records—The physician must keep

records adequate to supply a patient’s attor-

ney all pertinent information regarding the

patient-client’s medical history.

2. X-rays, ECGs, EEGs, etc.,—The physician

also must retain control of his x-rays,

ECGs, EEGs, etc., but this does not pre-

clude their delivery to another physician

provided the permission of the patient is

obtained and arrangements are made for

their return. These records of tests should

not be given to the patient for delivery to

another physician. This may result in their

loss or coming into the possession of un-

authorized persons.

3. Requests for medical reports should be

honored promptly. Undue delays in pro-

viding medical reports or bills bearing on a

patient’s legal rights may prejudice his case.

4. If a physician is unable to make a complete

medical evaluation within the time required,

he should notify the attorney. In this event,

a preliminary report clearly designated as

such may serve the attorney’s needs until a

complete evaluation can be rendered.

5. Patient's Authorization—The physician

should haye the patient’s written authoriza-

tion before releasing any report or test con-

cerning a patient. Such authorization is not

necessary, in order to send a report or a test

to an attorney or insurance company where

the examination is made at the request of

such attorney or insurance company, with

copies as authorized.
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6.

Content of Report—The following, where

applicable, should be included in the report

:

a. Date, time and place of first visit.

b. Accurate history of the injury or medical

condition, including preexisting disease

or prior injury.

c. Nature of examination and findings.

d. Results of laboratory work, x-rays, and
consultations.

e. Opinion including, where possible, diag-

nosis and prognosis. The opinion should

evaluate future disability, necessity for

future treatment or surgery, the effect of

aggravation of any preexisting disease or

prior injury, and length of convalescence.

In addition where the report is made by a

treating or consulting physician with re-

spect to a patient’s condition:

f. State if patient’s condition is stationary

or if patient is discharged.

g. Subsequent examination: Include com-
plaints and evaluation of condition, na-

ture of treatment, confinement to hospital

or home, referrals to other physicians,

patient’s progress, results of x-rays,

ECGs, EEGs, laboratory work and con-

sultations, and a concluding diagnosis

and prognosis (see item e above).

h. Enclose separately an itemized statement

of medical expense to date. Omit charges

for medical reports or attorney consulta-

tions.

i. Include estimate of cost of future medi-

cal care.

j. Omit any reference to insurance.

III. DEPOSITIONS

(Testimony Under Oath Outside of Court)

A. Physician-Patient Privilege

Where testimony is given and documents are

called for by counsel during the taking of

depositions in personal injury law suits, the

usual obligation of confidence in the physician-

patient relationship does not exist, and physi-

cians shall furnish any and all pertinent

documents, reports, records, notes or x-rays

regarding the patient which are requested by
counsel for either party to the law suit.

B. Deposition Defined

A deposition is an official proceeding author-

ized by law whereby a person, such as a physi-

cian, may be required to give testimony and be
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cross-examined under oath outside of court

before a notary public and in the presence of

attorneys representing the parties. He may be

required to produce pertinent medical records

at the deposition hearing. He may also be re-

quested to release the records, x-rays, ECGs,
EEGs, etc., to the notary public for duplication

and return.

C. Time and Place

The time and place of the deposition should be

set by agreement with the physician. Unless

there is a compelling reason to the contrary, it

should be taken at the physician’s office at the

time agreed.

D. Subpoenas

If the deposition of a physician cannot be set

by agreement, the physician’s attendance can

be required by subpoena. If any doubt arises

as to the effect of any subpoena, the physician

should consult his attorney.

E. Subpoenas—Medical Records

Production of pertinent medical records may
also be required by subpoena served on the

physician or the custodian of his records. If so,

the records must not be delivered or disclosed

to the process server. The subpoena requires

the person served to attend the deposition at

the time and place stated in the subpoena, and

there to produce the specified records. It is im-

proper for a process server to obtain possession

of subpoenaed records; it is also improper for

a process server to state that it will not be

necessary for the physician to attend the depo-

sition hearing described in the subpoena if the

medical records are surrendered for copying or

otherwise.

F. If Attendance at Deposition a Hardship

If the time and place described in the subpoena

for the deposition hearing creates a hardship,

the physician should immediately bring this fact

to the attention of counsel taking the deposi-

tion.

G. Preparation and Deportment

Since the testimony given at deposition hearings

may be read at the trial, it is important that the

physician prior to deposition prepare himself

as for trial and that his attitude and deportment

at the deposition hearing be similar to that at

trial.

H. Familiarity with Records

The physician should be thoroughly familiar

with his own records and with such other rec-

ords, including hospital charts and records, at

the time his deposition is taken and should have

as many of the records with him at the time his

deposition is taken as is possible so that they

may be referred to as needed.

IV. THE PHYSICIAN AND THE TRIAL

A. Subpoenas for Trial

Some attorneys will not subpoena a physician

they expect to call as a witness, preferring to

make personal arrangements with the physician

and relying upon his promise to appear. Other

attorneys subpoena medical witnesses because:

1. It may be desirable in a particular case for

the physician to be able to testify, if asked,

that he appears in court pursuant to a sub-

poena; or

2. It may be essential in order to secure a con-

tinuance if for any reason the physician fails

to appear as required.

B. Recommended Policy Regarding

Subpoenas and Physician’s

Appearance

1 . A physician should not take offense at being

served with a subpoena.

2. When possible the attorney should make ar-

rangements with the physician regarding the

time the physician will be called to testify.

3. Recognizing the time problems of the medi-

cal profession, judges and attorneys should

make every effort to avoid unnecessary in-

convenience for the physician. Notwith-

standing, the physician’s testimony may not

occur on schedule. The process of law and

the time of other individuals must also be

respected by the physician.

C. Duty to Testify

Our system of justice depends upon being able

to require any citizen’s attendance at a judicial

proceeding and to give testimony regarding the

case. A physician must respond to a subpoena

in criminal cases and in the federal courts as

any other citizen except where a grave emer-

gency prevents his doing so. The same obliga-

tion exists in all other cases unless the physi-

cian claims his exemption in the manner pro-

vided by law. To obtain the benefit of his

exemption the physician must notify the officers

serving the subpoena that he is a physician and

that he claims his exemption. Failure on the

part of the physician to so comply with the
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statute voids his exemption and he is required

to appear in court as commanded by the sub-

poena unless, upon application made to the

judge before whom the case is set, he is ex-

cused.

D. The Physician as a Witness

The physician should testify in a dignified, ob-

jective manner. He may be firm in expressing

his conviction, remembering that he is not in

the courtroom as an advocate and should not

be argumentative or contentious.

E. Choice of Language by Medical Witness

The physician should use simple language wher-

ever possible. He should bear in mind that his

testimony is addressed to laymen. If it does not

help explain and clarify, it has not achieved its

purpose. Technical expressions should be fol-

lowed with simplified explanations or illustra-

tions.

F. The Physician on the Witness Stand

It is proper for opposing counsel to cross-

examine the physician with respect to his quali-

fications, his fees, the accuracy of his memory,
his records, the soundness of his diagnosis,

prognosis, and other opinions, as well as any

other facts bearing on the weight and credi-

bility of his testimony.

The physician should never be discourteous to

the cross-examiner. By becoming discourteous

he may lose his effect as a witness and may
antagonize the court and jury.

The physician may feel assured that if an attor-

ney examining him exceeds the bounds of pro-

priety, the court or the attorney on whose side

the physician is testifying will ordinarily inter-

vene for his protection.

G. The Province of the Objection

Trials are governed by the rules of evidence.

When an attorney makes an objection to a

question, he is merely requesting the court to

decide the legality of the question. If after the

court makes its ruling the physician is in doubt

whether to answer the question, he should ask

the judge.

H. Do Not Refer to Insurance

Witnesses should avoid mentioning insurance.

Its mention in a personal injury action may re-

sult in a mistrial.

I. Categorical Answers

When a physician feels that “yes” or “no” will

not accurately answer a question, he should so

state. Permission will usually be given to qualify

or explain the answer.

J. Opinions May Differ

Some doctors are reluctant to express opinions

based upon their own knowledge, experience

and observation, because other physicians,

thought to be equally or better qualified, may
hold or have expressed a different conclusion.

This reluctance is not well grounded and should

be disregarded. Of course if new facts or other

opinions are brought to his attention which

cause him to modify his opinion, he should not

hesitate to express himself accordingly.

V. COMPENSATION FOR MEDICAL
REPORTS, DEPOSITIONS AND

COURT APPEARANCES

It is impracticable to establish precise rules

governing a physician’s fees for medical reports,

depositions and court appearances. It is im-

portant, however, that fees be reasonable and

that they be discussed and agreed upon in ad-

vance by the physician and the attorney. In

this way the major cause of possible misunder-

standing and dissatisfaction will be eliminated.

A. Compensation May Not Be Contingent

Upon the Outcome of Suit

Under no circumstances may a physician

charge a fee for an examination or for testi-

fying which is contingent upon the outcome of

the lawsuit.

B. Fees for Testifying at Deposition

or in Court

As a matter of policy an attorney should not

request a physician to testify on deposition or

in court, nor should he subpoena him, without

making arrangements for reasonable compen-

sation. This is not, however, required by law;

it is suggested as a matter of fairness and co-

operation between the professions.

A physician should be compensated for the

time spent away from his professional practice,

regardless of whether he is used as a witness.

C. Responsibility for Payment of

Compensation

The payment of a treating physician’s fees in

connection with a law suit (reports, depositions

and appearances in court) is normally the

obligation of the patient. The payment of an

examining (not a treating) physician’s fee for

examination and/or deposition is the obliga-
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tion of the attorney requesting such an exam-

ination. It is often advantageous, however, to

request the patient to permit the attorney to

pay the physician’s fees directly out of any

recovery which may be realized in the law suit.

A typical form is at the end of this Code.

D. Implementation of Code
The purpose of this Code is to establish, main-

tain and perpetuate a greater degree of under-

standing and ethics between the respective

medical and legal professions. Any abuse of

this Code should be brought to the attention of

the appropriate Board of Directors.

SUPPLEMENT TO
INTERPROFESSIONAL CODE

OF
NASHVILLE BAR ASSOCIATION

AND
NASHVILLE ACADEMY OF MEDICINE

ADOPTED MAY, 1975

I. Common courtesy between professions

is mandatory.

II. PREPARATION

Both physicians and lawyers owe it to their

patients-clients and to each other to prepare them-

selves well for the preparation of reports by physi-

cians for lawyers in regard to patients’ care and

treatment and for the giving of depositions and

for their appearance in court. There is no excuse

for either to be ill-prepared for any of these tasks.

Pre-disposition conferences or submission of ques-

tions to physicians prior to depositions shall be

favored.

111.

COMPENSATION FOR DOCTORS
It is recognized that one of the major problems

between the professions is the nonpayment of

fees for services of physicians for reports or the

physicians’ testimony. Neither the physician nor

lawyer should subsidize a patient’s litigation. The
client-patient should be advised in advance by

his lawyer as to the need for medical reports

and/or depositions and to the probable cost of

such. It shall be the duty of the lawyer to see

that such physician’s fees for reports or deposi-

tions are paid within 30 days following receipt of

billing. The lawyer should seek such payments

from clients within the 30 day period. If lawyers

are in default of payment to physicians for reports
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and/or depositions, said physicians may refuse

to honor requests for medical reports, depositions

or court appearances in regard to that patient or

any other patient-client represented by the

lawyer who has not satisfied the obligation as

above provided.

Charges for such services should be on a rea-

sonable time-basis consistent with the customary

services of a physician in his practice. Lawyers

should request from physicians in advance time-

basis charges for preparation and depositions.

Physicians and lawyers should inform the

patient-client that charges for medical services

rendered are not contingent upon the results of

the litigation, and that such charges should be

paid within a reasonable time after medical ser-

vices are rendered. Physicians will not refuse to

give medical reports or depositions or make court

appearances in instances where the patient-client’s

bill for medical services is not paid in full. In

such case, the physicians will require execution of

assignment of funds by the patient-client for pay-

ment of such unpaid bills.

IV. MEDICAL REPORTS

Adequate and comprehensive medical reports

can reduce the number of depositions that must

be taken of physicians. Consequently, the physi-

cian should recognize his responsibility to com-

ply fully and promptly with requests for medical

reports. No report should be delayed beyond

thirty days from date of request. The physician’s

report should include the complete medical his-

tory, clinical findings, test results, diagnosis,

treatment and prognosis, if possible. Charges for

reports of such nature are outlined in Paragraph

III.

If the lawyer initially requests, supplemental

reports should be periodically supplied to the

lawyer. A final report upon the discharge or re-

ferral of the patient to another physician will be

submitted upon request.

Charges should not be made for copies for

physician’s regular office follow-up notes. Charges

for standard secretarial and mailing fees shall be

forwarded to the lawyer for payment.

V. DEPOSITIONS

Medical depositions shall be taken at times

and places as agreed upon by the lawyer and

physician. Unless there are compelling reasons to

the contrary, it should be taken at the physician’s

office. The lawyer should present himself

promptly at the appointed hour and the physician

should be available at the agreed time.
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As above outlined, lawyers should assist physi-

cians in preparing for depositions and likewise

prepare themselves. Such may be accomplished

by the submitting of suggested questions to the

physician in advance, which set of questions will

be generally followed by the lawyer in the ex-

amination of the physician. Pre-deposition con-

ferences are encouraged and, if convenient with

both the lawyer and physician, should be held

either on a day prior to the taking of the deposi-

tion or at a time prior to the taking of the

deposition on the date of the same, prior to the

appointed time of the deposition. Such lawyer-

physician pre-deposition conference should not

be begun at the appointed hour of the deposition

for such is a waste of time for the reporter and

other lawyers present, whose times are likewise

valuable.

If physicians keep lawyers waiting past the

appointed hour for conferences or depositions,

appropriate deductions from their bills for time

involved for services by the lawyer shall be made
on the same time-basis charge. The only excuse

shall be a legitimate emergency. The physician’s

office shall advise the lawyer’s office of the

emergency as soon as possible.

VI. PHYSICIANS’ APPEARANCES
IN COURT

In many cases, it is extremely important and
helpful to the patient-client for a physician to

appear in court and to give his expert testimony.

In such cases where a physician’s presence is de-

sired, lawyers should attempt to give the physician

at least one month’s notice of the date he expects

him to appear in court and, if possible, the court

in question and the approximate time. Two weeks
before the agreed-upon appearance, the lawyer

shall pay to the physician a fee equal to two
hours of time, charges to be based upon the time-

basis formula set forth above. This fee is not re-

fundable if the case is not tried or if the agreed

appearance date is not cancelled within one week
prior to the given date. It is recognized that it is

inconvenient for a physician to appear in court

because it takes him away from patients who need

his time and services, and it is suggested the court

appearance should only be made in the unusual

injury case or severe injury case and under no

circumstances abused.

Should the physician’s time expended for prep-

aration and testimony in court exceed two hours,

the physician shall be paid as set out in Section

III. Lawyers should attempt to ascertain those

times and days which are most convenient to

physicians before scheduling trials in which physi-

cians should appear.

(This section does not apply to physicians’ ap-

pearances in Federal courts.)

VII. MEDICO LEGAL COMPLAINT
PROCEDURE

All medico-legal problems or grievances of a

physician or attorney shall be submitted to the

Medico-Legal Committee of the Academy or Bar,

whichever is appropriate, for evaluation and dis-

position. In the event the problem or grievance

is not resolved satisfactorily by the appropriate

committee, it will be referred to the joint Medico-

Legal Committee of the Academy and Bar for

further evaluation and final disposition. Each

problem or grievance shall be submitted in writing

with the expectation that following disposition,

proper written notification will be disseminated to

all parties concerned.

AUTHORIZATION AND AGREEMENT
TO PAY PHYSICIAN FEES

I, hereby

authorize and direct my attorney,

, to pay promptly

to
, M.D.

from my portion of the proceeds and any recovery

which may be paid to me through my attorney as a

result of the injuries sustained by me (and

), on

, 19 , the unpaid balance of

any reasonable charges for professional services rendered

by said physician and his associates on my behalf, said

professional services to include those for treatment here-

tofore or hereafter rendered to the time of the settlement

or recovery, as well as for depositions and court ap-

pearances on my behalf. I understand that this does not

relieve me of my personal responsibility for all such

charges in the event there is no recovery or if the

recovery is insufficient to satisfy such charges. I further

authorize said physician to furnish said attorney with

any reports he may request in reference to said injuries.

DATED:
Patient

APPROVED AND ACCEPTED:

DATED:
Attorney
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Mental Health Report

Boarding Home Licensure

The Department of Mental Health and Mental

Retardation began licensing boarding homes on

Jan, 1 of this year, and by mid-April had granted

licenses to 40 homes providing shelter for a total

of 407 persons. The licensing procedure was au-

thorized by the General Assembly in 1978 with a

law authorizing the Department to license each

facility in the state that houses four or more men-

tally ill or mentally retarded persons.

For a home to become licensed, the operator

must request from the licensure section of

DMHMR, an application, which is completed and

returned accompanied by a $10 fee. Three letters

of recommendation must also be included as well

as an affidavit attesting that the home complies

with local, state and federal public health laws.

The facility must also pass a Life Safety Codes

inspection by an approved fire inspector.

Once these conditions have been met, the

operator will be given a temporary license which

remains in effect until the facility is visited by a

surveyor from the Department. Depending on the

condition of the home and the program, the fa-

cility may be given a provisional or a permanent

license. The provisional license may remain in

effect for a period of up to one year, but during

this time the operator must bring the home into

compliance with life safety, health and program-

matic standards as provisional licenses may not

be renewed.

When all provisions have been met so that the

lives, safety and health of the residents are not

endangered, a permanent license will be granted,

subject to yearly renewals.

At the same time, the General Assembly passed

a similar bill for the licensing of boarding homes
for the aged by the Public Health Department.

Provisions are similar, but a boarding home with

one or more elderly boarders must comply with

the licensing regulations.

Historically, a fire in Nashville killed four el-

derly boarding home residents. Safety precautions

were found lacking and at the same time, another

facility housing many mentally ill children also

found on inspection to lack life safety features

From the Tennessee Department of Mental Health and
Mental Retardation, Nashville, TN 37219.
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and programs aimed at improving the children.

This spurred the legislature into action.

The DMHMR contracted with Memphis State

University to help in writing regulations for about

nine different programs, which include 24-Hour

Care Facilities, Boarding Homes, Foster Homes,

Group Homes, Sheltered Apartment Facilities,

Adult Activity Programs, Preschool Day Training

Programs, Sheltered Workshop and Extended Em-
ployment Program Services, and Diagnostic and

Evaluation Services. At formal and informal hear-

ings held across the state, boarding home op-

erators and others were encouraged to express

their ideas or objections concerning the proposed

rules.

The greatest opposition was to the proposed

Life Safety Code regulations, as the public wanted

more input into their writing. During the hearings

it was not unusual for the DMHMR to receive 40

to 50 phone calls a day. The Joint Committee of

the House and Senate on Government Regulations

met several times to discuss the Life Safety Code,

calling in experts from mental health and mental

retardation, public health, engineering and other

state departments.

After the basic Life Safety Code became effec-

tive on Jan. 1, advertisements were placed in

newspapers throughout the state and letters were

mailed to all known boarding home operators

telling them how to comply. The engineering sec-

tion of the DMHMR met with several home oper-

ators and suggested ways they could bring their

buildings into compliance, and representatives of

the Department met with boards of directors of

organizations planning to purchase new or old

facilities for boarding homes, advising them as to

the best courses to take.

Deinstitutionalization is a continuing program

for the mentally ill of Tennessee, and the

DMHMR has a big stake in getting and keeping

boarding homes licensed, as they serve as a major

part of the community program, not only provid-

ing lodging away from an institution, but also

giving more pleasure and meaning in the life of a

mentally ill person. Consultation to help the

boarding home operators will continue; many
training seminars have already been held and

more are planned. / ^
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Public Health Report

Vital Records in Tennessee

The Division of Vital Records in the Tennessee

Department of Public Health is responsible for

the collection, collation, filing, and preservation of

all vital records in Tennessee. Located in the Cor-

dell Hull Building in Nashville, the Division serves

as a repository for all records of births, deaths,

fetal deaths, marriages, divorces, adoptions, ligiti-

mations, and orders of paternity occurring in Ten-

nessee. The Division also provides certified copies

of all records when authorized requests are made.

Data are made available to individuals with legal

right to records and to state or federal agencies

for statistical studies and for research. In 1978 a

total of 201,653 records were filed by the Division

of Vital Records; 184,778 certified copies were

issued; 14,263 noncertified copies were issued;

17,712 verifications were issued; and 11,456

'imendments were filed. Approximately 9 million

original records are on file in the Cordell Hull

Building location. Sixty-five persons are employed

full time in the Division of Vital Records to pro-

vide service to the general public in Tennessee

and to the agencies requesting information.

The history of registration of vital events in

Tennessee goes back to 1 848 when the first efforts

were made to pass a registration law in the legis-

lature. Since that time, many laws have been

passed providing for registration or updating the

system of recording data. The Vital Records Act

of 1977 repealed all previous laws relating to

registration of vital records. Legislation passed in

the 1979 session of the General Assembly added

certain amendments.

One amendment of interest to physicians con-

cerns the reporting of fetal deaths in which the

law was amended to change the wording from

“twenty (20) completed weeks’ gestation or a

weight of 350 grams or more” to “500 grams or

more, or, if less than 500 grams, of 22 completed

weeks’ gestation or more.”

By law, fees are collected for services provided.

From the Tennessee Department of Public Health,

Cordell Hull Bldg., Nashville, TN 37219.

Because the total amount of fees collected has

fallen below the costs of rendering the service, a

fee increase has recently been approved. Effective

July 2, 1979, the increase is the first fee change

since 1967 and brings the fee in line with the fee

already established in other states. New fee

changes are as follows:

• For processing a new certificate of birth by

adoption including one certified copy: $5.00.

• For processing a new certificate of birth by

legitimation including one certified copy: $5.00.

• For processing a new certificate of birth by

order of paternity including one certified copy:

$5.00.

• For processing the legal documents when
adoption granted in Tennessee for a child born in

another state: $3.00.

• For the amendment of a certificate: $3.00.

• For processing the legal documents for an

adoption of a foreign bom person adopted in

Tennessee: $5.00.

• For a certified copy of birth, death, marriage,

divorce, birth registration card: $3.00.

• For search: $3.00.

Completing and signing the medical certifica-

tion of births and deaths are the responsibility of

the physician. The physician completes the cer-

tificates of birth and files them with the local

registrar within ten days after the birth occurs.

The death certificates should be completed and

signed within the 48-hour legally required time.

The manual of instructions for preparation of all

certificates and reports is presently under revision

and will be available in the near future.

The registration of all vital events is valuable

to the individual and family and is essential in the

planning and development of health programs.

Physicians’ willingness to help carry out the re-

sponsibilities in the collection of vital records is

an important component of the overall program.

Additional information or assistance on complet-

ing and filing certificates can be obtained from the

Division of Vital Records C-3, Cordell Hull Build-

ing, Nashville, TN 37219. /
’
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Special Communication

Forty Years on the Same Job

(Or^ Orthopedic Surgery Can Be Fun)

JOSEPH G. BURD, M.D.

Like most college students in the 1930s, I had

a summer job. My job with a construction com-
pany was complicated by a foot injury which led

to osteomyelitis. The bone infection turned out

to be a fortunate thing, for in this way I met Dr.

Paul Jepson, orthopedic surgeon, who turned into

a sort of hero and mentor. The foot injury and

a cervical spine fracture the previous autumn

meant no football, and no football meant more

study and admission to medical school. So over

the years I’ve been grateful for a broken neck and

a foot injury.

My friendship with the orthopedist produced an

externship while in medical school, which gave

firsthand knowledge of what a compound fracture

could do in the way of fatal shock. Supportive

care was also stressed in what orthopedic ex-

posure we had in our last two years in medical

school.

Internship in the University Hospital at

Georgetown was a happy time under the big in-

fluence of Dr. Guy Leadbetter and his work at

the Emergency Hospital, which included the

Leadbetter maneuver to reduce displaced femoral

neck fractures. This bit of knowledge is still a

worthwhile tool in the orthopedist’s armamen-

tarium.

Still another piece of good fortune was a year

of general surgery under a man with much in-

terest in the aching back. This led to a great ex-

perience during the six-month lapse before I

started my fellowship at the Campbell Clinic in

Memphis. Dr. Munro at the Boston City Hos-

pital had (or made) an opening on his neuro-

surgical service at a time when the kinks were

being worked out of the surgical treatment of the

herniated nucleus pulposus. When I left Boston

for Memphis, Dr. Munro contacted Dr. Eustace

Semmes who had a close relationship with the

Campbell Qinic. The orthopedist at that time

was given training in peripheral nerve surgery,

and Dr. Semmes took up where Dr. Munro left

off to keep my hands on and in the backbone.

Both Drs. Munro and Semmes, students of Cush-

ing, felt fledgling orthopedists should be com-
petent to care for all phases of the aching back,

with or without nerve root involvement.

This was a time when there was still a diagnosis

called “sacroiliac strain” in some circles. Sulfa

drugs were coming into the picture to give bone

infection treatment a new look. Osteomyelitis

was being treated by opening, cleaning and pack-

ing—not tightly—the infected area of bone with

Vaseline gauze, with application of a plaster

cast, which was left on until the odor {real smell)

required a new cast. At that point we were try-

ing to improve our statistics of one in three

patients helped significantly by surgery, but it was

not until the mid-1960s, with the combination of

antibiotics and the ingress and egress tubes of

Compere, that this percentage was reversed.

At the Campbell Clinic, Hugh Smith was de-

termined that the fellow learn multiple approaches

to any given bone or joint problem. Dr. Joe

Frank Hamilton gave us grades on how well we
learned pathology as well as on how we used

Nichol’s and Richardson’s classic on arthritis, and

he either demanded or encouraged study of the

work of Leriche and Pollicard. These demands

helped immeasurably as grounding for the

orthopedist. A dividend was meeting Dr.

Leriche’s brother (in Corsica) and coming away

with a gallon of eau de vie. It was one of those

chance things while we were preparing for land-

ing in southern France during the closing mo-
ments of World War II. The Leriche eau de vie

made the trip into southern France on a British

LST a rather pleasant journey.

When World War II came along, virtually all

the fellows volunteered for service. Thirty-three

months overseas was an active surgical appren-

ticeship. The first thing we learned was that the

buck stopped in our hands. Trying to save life

and limb was the name of the game. We must
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have done a fair job, as when one of my ser-

geants once ran a triage for mass casualties, and

our chief of surgery, who wasn’t physically

present, got the Silver Star for my sergeant’s

work. Much later, back home, back to the

clinic, and preparation for board certification.

In Nashville, for some unknown reason, I had

one of 17 clinics—spread over the nation—for

amputees. The so-called suction socket, really

total contact, for missing lower extremities and

the work of the Army Prosthetics Research

Laboratory for restoration of upper extremity

function returned exactly half of the unem-

ployed veteran amputees in my area into gainful

activities.

Wednesdays at the Campbell Clinic were de-

voted to the so-called charity patients. Crippling

effects of polio, tbc and pyogenic infections

filled the waiting rooms and halls. Later, the 40-

bed Junior League Home for Crippled Children

in Nashville would be expanded to 60 when
polio struck. There in early summer, when
school let out, a backlog of 30 crippled children

would not be unusual for the orthopedic surgical

section. Forty to 50 patients in each of my
two-a-month clinics would not be unusual. This

picture changed radically with polio vaccine, anti-

tuberculous drugs, and antibiotics. The Junior

League Home ran out of patients, and Medicare

and Medicaid caused charity patients to be a

thing of the past.

The need for proper surgical environment was

dramatically brought home to me while overseas

when a high infection rate caused me to discon-

PLEASANT MEMORIES
Joseph G. Burd, M.D.

In medical school, not being up to the professors’ standards meant one night a week

at the home of an instructor. Dr. Hugh Hussey, later editor of JAMA, was our instructor.

He made it a pleasure, not a chore.
* * *

Helping Dr. David Bosworth operate on a shoulder and getting an anatomy lecture at

the same time; then being invited to spend the weekend on his yacht.

* * *

At Boston City Hospital, Dr. Munro (the unapproachable) stopping me on a stairwell

to ask if I am learning enough about the spine. He then needed to be sure I had tickets

for one of the classic football games in history (Georgetown vs. Boston College for cham-

pionship of the East in 1940).
^ ^

At the Campbell Clinic, getting the riot act from Dr. Campbell, then having him take me
to a movie and dinner. (He forgot his wife was having a dinner party.)

^ ^

After the war, following late rounds Dr. Semmes came home with me, and pretended

my new bride’s cooking was gourmet fare.

^ ^ ^

While chief of orthopedics at Meharry, getting a glowing letter from a Dr. Moses

thanking me for his training.

^ ^ ^

While chief of orthopedics at Nashville General, seeing the residents come out of the

woodwork to help when bad accidents came into the Emergency Room.
* * *

At the amputation clinic, listening to the war stories of honest-to-God heroes. No amputa-

tion was done on their sense of humor.
^ ^ ^

At the crippled children’s clinic, children coming in with a smile to brag on their progress.

^ %

A “charity patient” asking me to come by his home to take his suture out rather than

come to the clinic. I did and started to leave. He asked me what I would charge a private

patient for the operation. He then peeled off $50 more than I mentioned.
^

In private practice, a real “country” patient’s father getting an insurance settlement and

paying me $100 more than my fee.

' The greatest memory of all is of the early morning coffee claques at Nashville’s Baptist

' Hospital.
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tinue clean surgery. My smart sergeants built me
an operating room (materiel by moonlight

requisition), that defeated the desert sands of

North Africa, Part of the same principles are

now being used in the laminar air flow units for

total hip surgery. German prisoners had nails

in their femurs. Years later in private practice

intramedullary femoral nails cut deeply into the

expense and emotional trauma attendant with

traction and prolonged plaster immobilization.

The controversy of arthrodesis—to fuse or

not to fuse the lumbar spine—after disc removal

came and left. The bottom line here was that the

low back fusion patient was usually left with a

20% to 25% loss of use of the body as a whole

or more, while simple discectomy had a 10% to

15% loss, although of course certain indications

do exist for fusion. With better understanding of

technique and interpretation of contrast myelo-

graphy, the symptom complex of “spinal stenosis”

became less mysterious and better treated.

At times the completed cycle in medicine was

observed. Overseas in World War II we used

plaster at the time of amputation followed by

attachment of a sawn-off crutch to the cast for

ambulation. Now “immediate fitting” after am-

putation is the new thing in artificial limbs.

Total hip replacement was learned by spending

a week at the Mayo Clinic, with a two-day work-

shop in San Antonio, on the use of methyl

methocrylate. I wonder if the orthopedist, who
now has this as part of his training, can appreci-

ate the unhappiness of the patient with de-

generative hip disease, and the equal unhappiness

of the surgeon, when there was not much to

offer except displacement osteotomy.

One of my disappointments over the years has

been the “put down” on chemonucleolysis. While

I was and still am proud of my track record on

back surgery, I would prefer a less good record if

I could have a patient in gainful activity without

a scar on his back. I still believe chemonucleo-

lysis is a worthwhile procedure.

As orthopedic surgery split off from general

surgery, so may general orthopedic practice be

splintered into subspecialties. But even at this

late stage it is difficult for me to understand why
every yoimg doctor doesn’t seek out an orthope-

dic residency. r ^

Valley

Psychiatric

Hospital
P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220
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activities. Comprehensive outpatient services

are available with outpatient group therapy ses-
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Licensed by the State of Tennessee. A mem-
ber of the Tennessee Hospital Association, the

American Hospital Association, and the National
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Ifs Time!

It’s time to pay tribute to a group of physicians and their staff who gen-

erally go unheralded. I am speaking of the Board of Medical Examiners.

The Board is made up of five physicians appointed for four-year terms by

the governor. They receive no pay and very little recognition of their activi-

ties by the state medical society. It might be said that they are the ultimate

“peer review” in that they have the final responsibility, not only for the “pro-

viders” of health care, but also for the protection of the consumers. This

responsibility also extends to certifying applicants for Tennessee licensure.

Between the years 1974 to 1977, the Board heard 18 cases. In the last 15

months, 25 hearings have been conducted resulting in 25 disciplinary actions.

There are currently 110 physician investigations pending. This increase does

not reflect a change in the quality of our physicians as much as it represents

a marked increase in the Board’s activity with a better supporting staff. In

1974 there were two investigators and one attorney as compared with five

investigators, three attorneys and one assistant director in 1979. I might add

that this staff is shared with the other 18 health related boards.

The fees collected for medical licensure go into the state general fund. This

in itself is a continuing problem, as the Board is forced to operate within a

budget that has nothing to do with money that we furnish to “clean our own house.”

The TMA has attempted to be as supportive of the Board as it can. During the last legislative ses-

sion, several bills were passed that strengthened the Medical Practice Act, thereby giving more leeway

in Board actions as well as better access to information regarding potential problem physicians. It is

well that we cooperate and support the Board, as we have also saddled it with additional jobs, such as

drafting the rules and regulations for the use of physician’s assistants. This was a very difficult task. The

Board members had to attempt to set up a system in which adequate supervision was essential to pro-

tect patients against overzealous, nonphysician, independent practitioners of medicine. This had to be

balanced against being too restrictive and thereby rendering the assistants ineffective to their physician-

employers. I am impressed that they have accomplished this balance and, with the cooperation of the

physicians, time will prove this to be a workable system. It’s far better we establish this system, be-

cause if we don’t—the legislature will.

For the past year the Board has averaged meeting two days each month. The next time you run into

John Burkhart, Howard Foreman, Charles E. Allen, Charles Dowling, or Edgar Akin, give them a

word of thanks for a job well done—they deserve it!

Sincerely,

James W. Hays

pfC/icIcAlV
PQ9C

PRESIDENT
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eclilofiol/

A Declaration of Independence

Man, in the good ole USA, has declared one of

his “rights” to be health. By this I assume he

means good health, as health is a neutral term

which means, according to Webster, “the general

condition of body and mind.” To say therefore

that we have a right to “health” is to state the

obvious. We have health, one way or another. But

I digress.

The pneumococcus is still a killer, even with

modern day antibiotics, and even if it does not

kill, the disease it produces is very “unhealthy”

and very expensive. A recent article in the JAMA
reported that although effective immunization

against the organism had been developed, almost

nobody uses it. A lot of things are known to cause

cancer, obesity, emphysema, heart disease, lung

disease, infection, and so on, and a lot of things

are known to prevent them. Everyone—the public

—mostly ignores the whole thing and does what-

ever feels good, and everybody else—the doctors

—do, too. We talk a lot—in print, at least

—

about the Voluntary Effort and helping reduce the

cost of medical care, and yet we—all of us—do
precious little about the best single method of re-

ducing that cost—preventive medicine. The AMA
article blames the public. The editor of the JAMA
places a lot of the blame where it more properly

belongs—on us.

Independence Day celebrates the separation of

the people of the United States from the tyranny

of government without representation, even

though everything of import occurred on days

other than July 4, 1776. But that is as good a day
as any to celebrate our independence, especially

considering we do not have it anyway. We have
given up most of it, either voluntarily or by de-

fault.

Like freedom from everything else, freedom
from disease costs something. The freedom of the

1 3 colonies from the tyrannical rule of the mother
country cost a great many lives, and the health

and fortunes of the signers of the Declaration that

we had thrown off that tyranny. Freedom from
disease is not going to come cheaply either. It is

not going to come because the Congress or even

the President—no, nor the Secretary of HEW
either—say it is our right. It is not going to come
because the Congress appropriates a lot of money
—for national health insurance, for a national

health service, or whatever. We have become so

accustomed to buying whatever we want it is hard

to conceive there are things which cannot be

bought with money. Good health is one.

We have become enchanted with our super-

gadgets—dialysis machines, extracorporeal

pumps, CAT scanners, and the like—and our

super-techniques, whose cost is astronomical, yet

which benefit relatively few people, and which

mostly do not cure or prevent anything. They

only alleviate or palliate.

Most of our progress against disease has come
from relatively simple, inexpensive things. Ty-

phoid fever and cholera were stopped cold by

sanitation alone. Rubella immunization has tre-

mendously reduced, at small cost, the number of
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deformed children. Think of how little polio im-

munization costs and the benefits derived from it.

And penicillin can still stop most infections.

Although we have done a lot toward indepen-

dence from disease, we are just now about to its

July 4, 1776. The war is ahead of us. It will cost

everyone something, many of them a lot. It will

cost a lot of people some exercise; most important

is pushing back from the table a few minutes ear-

lier. Some exercise needs to be eliminated—like

sucking on that little paper tube filled with bits of

dried leaves. It may cost a declaration of inde-

pendence from drugs—not just “pot” or “coke,”

but alcohol, tranquilizers, sleeping pills, and so

on. Or an end to the fatal mixing of gasoline and

alcohol. You can think of other things. The whole
point is that individuals need to take responsi-

bility for their own health.

We need to help them. We need to help them
understand the difference between taking respon-

sibility for their own health and responsibility for

their own illness, as people generally take no
thought to their health until they are ill. They are

now being encouraged on all sides to try every-

thing else (“holistic medicine”) before they take

their illness to the doctor. That is bad prophy-
laxis, too, and simply runs up the ultimate cost of

their illness.

It is a great gesture for every individual to de-

mand health (we’ll assume that means good
health) as a right. But after his Declaration of

Independence, he has to become involved in fight-

ing his own war. That is the important Voluntary
Effort. It will do more than anything else to keep
down the cost of medical care.

J.B.T.

On Being Bent Out of Shape

I have been invited to be a member of a panel

to discuss a standardized editorial policy for med-
ical journals. My guns are loaded, and knowing
the other members of the panel to be strong-

minded individuals, I suspect theirs are, too. I

am not sure who sired the panel, so I am not sure

of the desired outcome. But I anticipate no con-

sensus.

My particular assignment on the panel has to

do with standardization of the mechanics—abbre-

viations, references, advice to authors, and the

like—which is the one area of medical publishing

for which I can support standardization. If we are

to have order in the universe, mechanical things

need to be standardized. This includes such things

as language and musical systems.

It is the deployment of language and musical

notes which is not mechanical, and which we

standardize to our cultural poverty. Here stan-

dardization has always led to nothing better than

mediocrity, as instead of elevating the mediocre, it

derogates the superior. It is happening in our edu-

cational system. It has deprived us of colorful

local customs and dress worldwide. It is happen-

ing in all areas of life.

Worse than that, it is happening to medicine.

The largest, most inefficient bureaucracy in the

nation is all set to standardize us—to tell us how
to do it. It is a situation of example by boon-

doggle. Elsewhere in this issue we carrv an ad-

dress before the Nashville Academy of Medicine

by John Coughlin, M.D., a member of the AMA’s
Ad Hoc Committee on Health Planning, concern-

ing Public Law 93-641, the National Health Plan-

ning and Resources Development Act of 1974.

This very bad law has been challenged in the

courts and has been ruled constitutional, even

though you and I know it is not, as it violates

sovereignty delegated to the states by the Consti-

tution. But that is neither here nor there. It is the

law of the land, and we are stuck with it until we
can get it changed. In his eagerness to do us in,

however, Mr. Califano may have gutted his golden

goose, because his guidelines for implementing the

act have pinched the public feet, causing such an

outcry from consumers who have tried to deal

with the bureaucracy (we are used to it; they are

not) that Congress may well not renew the legis-

lation when it expires. But that is for the future,

and at present we have a law we must work

within.

You should do two things. The first and most

important is to take aggressive action for removal

of the legislation. The present mood of Congress

is sympathetic—not necessarily to us. but to their

larger frustrated constituency. The second is to

insinuate yourself into the works. There is a lot

you can do as an HSA board member or even as

a corporate member to influence the shape of this

pernicious structure. You should not—indeed,

must not—dissociate yourself from it simply be-

cause its odor is offensive.

If medicine is to be squeezed into a mold, we

want to have it bend us out of shape as little as

possible.

J.B.T.
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Frank H. Luton, M.D.

John B. Youmans, M.D.

R.I.P.

The first thing I need to say is that the order in

which the names appear above reflects only the

order in which the letters “L” and “Y” appear in

the alphabet. I could as easily have reversed the

names to the order in which the two men appeared

on this earth. There is no other way in which to

establish precedence, as each in his own way was

a giant. The second thing I need to say is that

this is neither an obituary nor a memorial, as

writers of both of those are impelled by custom

to bring the details of the life of the memorialized

before the reader. This is an appreciation, and so

I am bound by no rules.

The two men were in so many ways as different

as night and day, but their dissimilarities are fa-

miliar to those who knew them well and should

not matter to anyone else. In any case it is not

their differences so much as their similarities that

distinguish them.

Both men had a profound influence not only on

generations of embryo doctors, but also, as the

honors heaped on both attest, on their colleagues

locally and internationally. Each was preeminent

in his field. It was my privilege and honor to

know both as teacher, colleague, and friend.

These two young octagenarians remained inter-

ested and active almost to their deaths. John

Youmans, 85, one of the founders of modern nu-

trition research, though retired from active prac-

tice, was a perennial delegate to the TMA House

until this year of his death, and continued in the

somewhat clandestine practice of veterinary medi-

cine on his beloved horses. Frank Luton, 80, a

former commissioner of mental health, remained

an active and respected consultant to his psychi-

atric colleagues until just a few months ago. On
the night of his death the Mental Health Associa-

tion named its new library in MetroCenter after

him. Both will be missed by all of us who knew

them. But their influence extended widely enough

that they will also be missed by many who are

unaware of it.

On the morning after Frank Luton’s death, an-

other active octagenarian commented that there

“aren’t many of us left anymore.” This is of

course true, but then it has always been true, be-

cause today’s septagenarians are tomorow’s octa-

genarians, and so ad infinitum. Douglas Mac-

Arthur’s famous statement about old soldiers ap-

plies to a lot of old doctors, too. But neither of

these two men faded away. They just died.

J.B.T.

Charles L. Churnley, age 79. Died May 6, 1979.

Graduate of University of Tennessee College of

Medicine. Member of Knoxville Academy of Medi-
cine.

Frank Harper Luton, age 80. Died May 24, 1979.

Graduate of Vanderbilt University School of Medi-
cine. Member of Nashville Academy of Medicine.

Paul E. Wilson, age 81. Died May 5, 1979. Graduate
of Vanderbilt University School of Medicine. Mem-
ber of Montgomery County Medical Society.

John S. Zelenik, age 68. Died May 25, 1979. Gradu-
ate of University of Illinois Medical School in

Chicago. Member of Nashville Academy of Medi-
cine.

new membcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BR4DLEY COUNTY MEDICAL SOCIETY
John B. Standridge, M.D., Benton

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
John McCallie Bolinger, M.D., Chattanooga
George Craig Rams^v, M.D., South Pittsburg

William Otis White, M.D., Chattanooga

CAMPBELL COUNTY MEDICAL SOCIETY
James W. Giles, M.D., LaFollette

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE
Michael Judson Smith, M.D., Savannah
Ronald G. Twilla, M.D., Milan

franklin county MEDICAL SOCIETY
Rex Hubbard, M.D., Winchester

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
Emily Thomas Hamilton, M.D., Memphis
Patricio A. Ilabaca, M.D., Memphis
Quitman Jones, M.D., Memphis
Harkala Janard Lan, M.D., Memphis
Perry James Larimer, M.D., Memphis
Frank W. Ling, M.D., Memphis
Richard Wunderman, M.D., Memphis
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NASHVILLE ACADEMY OF MEDICINE
Kenneth L. Brigham, M.D., Nashville

Samuel R. Marney, M.D., Nashville

John A. Oates, M.D., Nashville

Juan J. Tonya, Jr., M.D., Nashville

Robert Valosik, M.D., Nashville

TIPTON COUNTY MEDICAL SOCIETY
Suttiwara Viprakasit, M.D., Covington
Dejo Viprakasit, M.D., Covington

WASHEVGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Marion K. Myers, M.D., Johnson City
Terry L. Myers, M.D., Johnson City

IMf/onol new/

Maurice S. Goldman, Jr., M.D., Cleveland, was ap-

pointed a member of the Forum on Cardiovascular
Disease by the American College of Chest Physicians.

The Forum is to be “the scientific voice of the Col-
lege (ACCP) at a national level,”

Harry Guffee, M.D., Franklin, was honored by the

Williamson County Hospital and the people of Wil-
liamson Countv on May 12 when they held a “Dr.
Harry Guffee Day” which climaxed the county’s ob-
servance of National Hospital Week. Hundreds of
attendees, including family, patients, fellow physi-

cians and friends, honored Dr. Guffee for his nearly

40 years of practice, during which time he delivered

more than 4,000 babies. Among the many tributes

were those made by Dr. Tom Nesbitt, President of
the AMA, and Gov. Lamar Alexander, who pre-

sented Dr. Guffee with a bronze figure of a horse
with colt, “Born to Cut,” by Houston sculptor Don
Stanley. Alexander noted that the gift, symbolic of
Guffee’s love for quarter horses, was from the people
of Williamson County.

Thomas H. Patterson, M.D., Franklin, was recently

certified as a Diplomate of the American Board of
Urology in the subspecialty of adult and pediatric

urology.

Gilbert A. Rannick, M.D., Johnson City, was in-

stalled as president of the Tennessee Chapter of the

American College of Surgeons.

iMilioAcil new/
From the AMA's Office in Washington, D.C.

Carter Cost Cap Floundering

The Carter administration’s legislative proposal to

place an arbitrary cap on hospital costs is floundering

about in the Congress despite extreme pressure on
the part of White House and Health, Education, and
Welfare Department lobbyists to put it back on the

track. Top officials have publicly conceded that the

President's bellweather anti-inflation proposal aimed
at the guts of the nation’s health care system may
well be doomed.
The President has said that “he has not given up

as far as getting the hospital cost containment mea-
sure implemented by congressional action,” admit-

ting, however, that “.
. . the lobbying pressure on

the members of Congress by the hospital lobby is

extraordinary. . .
.”

Five months into the congressional session, the

top priority bill has advanced through two sub-

committees, but through none of the four full com-
mittees that have jurisdiction. The only committee

“safe” for passage is the Senate Human Resources

Committee where Sen. Edward Kennedy (D-Mass.)

usually gets his way on health legislation.

Although the Health Subcommittee of the House
Ways and Means Committee has adopted the mea-
sure, the situation in the full committee is “touch and

go.” Chairman A1 Ullman (D-Ore.), a supporter of

the bill, wanted a vote but was forced to postpone a

showdown indefinitely because there were not

enough votes to assure approval.

On the other House health panel—Interstate and

Foreign Commerce—the Health Subcommittee

headed by Rep. Henry Waxman (D-Calif.) appears

to be stacked against the bill despite Waxman’s sup-

port. The situation in the two committees caused

House Speaker Thomas P. O’Neill (D-Mass.) to put

off his deadline for ffoor action on the measure from

July to September.

The Senate Finance Committee is planning an im-

portant series of meetings at which the fate of the

hospital bill may be settled. The committee tradi-

tionally has favored another approach to hospital

cost containment, a bill by Sen. Herman Talmadge
(D-Ga.), that would reshape the way hospitals are

reimbursed for Medicare and Medicaid by emphasiz-

ing prospective payments and gearing payments to

reward efficient institutions. At the same time, the

committee may take up the catastrophic national

health insurance bills introduced by Chairman Rus-

sell Long (D-La.), Sen. Robert Dole (R-Kans.), and

others. Both Long and Talmadge have been vehe-

ment in the past in their criticism of the administra-

tion’s approach on hospital cost containment.

The only strong voice for the administration’s

hospital bill has come from the administration. Labor

has been lukewarm in its backing. Countering White

House pressure have been the urgent protests of hos-

pitals and physicians from every congressional dis-

trict against the administration plan. Congress, long

hostile to wage and price controls, is not convinced

there would be the price savings the administration

claims.

The bill approved 7-3 by Sen. Kennedy’s Health

Subcommittee proposes a new ceiling of 10.9%, in-

stead of 9.7% proposed originally for hospital reve-

nue increases.
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Senate Votes

Health Planning Extension

The Senate has passed by voice vote the “Health
Planning Amendments of 1979,” extending the

health planning program for three years.

The measure is similar to the bill which passed the

Senate last year with one exception. A major change
drops the old bill’s controversial extension of cer-

tificate of need requirement for medical equipment
on physicians’ offices valued at more than $150,000.
The new bill exempts major medical equipment from
health planning certificate of need requirements if

the equipment is not to be owned or located in a

health care facility. Notice of purchase of such
equipment to the state planning agency would be
required, however, and the exempt equipment could
not be used “to provide services on a regular basis

for inpatients of a hospital.”

The Senate bill authorizes $256 million over three

years to finance health planning activities.

On the House side the bill has cleared committee
but has not come to the floor.

Senate Circus Surfacing on NHI

With his usual three-ring-circus style. Sen. Edward
Kennedy has put forward a $30 billion national

health insurance proposal that he conceded faces an
“uphill” battle in Congress.

Unable to heal the policy breach with the ad-

ministration after more than a year of trying, Ken-
nedy and Labor were forced to go it alone. Their bill,

a drastically cut-back version of Labor’s original plan
nine years ago, would provide everyone an “all bills

paid” health policy but would rely chiefly on private

health insurance premiums to finance the program.

The break with President Carter is on the crucial

strategic question of whether Congress should be
asked to approve NHI as a complete package, or in

phases. Kennedy wants the plan adopted in one great

swoop though there would be a four-year phase-in.

Carter insists on a step-by-step approach, seeking
congressional approval first of a relatively modest
initial step.

The way the NHI picture now shapes up in

Congress, Kennedy’s bill stands on the left as by far

the most sweeping. The administration’s still to be
introduced measure, looking toward a comprehen-
sive program down the road, is in the middle. A
formidable threat to both is the much cheaper
catastrophic benefit plan advanced from the strong-

hold of the Senate Linance Committee. But an even
more formidable threat to all plans is the pinch-

penny sentiment in the Congress.

Kennedy disclosed his latest NHI plan at a

crowded news conference in the spacious Caucus
Room filled with newsmen and representatives of the

64 organizations that have long formed a coalition

supporting his health legislation.

Attending the news conference at Kennedy’s side

was Rep. Henry Waxman (D-Calif.), chairman of

the House Commerce Subcommittee on Health, who
has agreed to sponsor the bill in the House.

Other lawmakers lining up with Kennedy were
Sens. Harrison Williams (D-N.J.), Claiborne Pell

(D-R.I.), Howard Metzenbaum (D-Ohio), Don
Reigle (D-Mich.), Alan Cranston (D-Calif.), Jacob

Javits (R-N.Y.), and Lowell Weicker (R-Conn.).

Representatives on hand were Reps. William Brod-

head (D-Mich.), Mickey Leland (D-Tex.), Andrew
Maguire (D-N.J.), and James Shannon (D-Mass.).

Under the Kennedy-Labor plan, all people would
be covered by health insurance plans with federal

financing of coverage for the poor and the aged. A
health insurance card would be issued to everyone.

The benefits would cover virtually all hospital and
physician charges without deductibles or coinsurance.

Prospective budgeting of hospital and negotiated

fee schedules for doctors would be the principal

method of cost control. Hospitals and physicians

would be paid on the basis of prenegotiated amounts
and there could be no added charges.

The program would be administered by a na-

tional health insurance board appointed by the

President. A majority would be consumer repre-

sentatives.

Insurers must be a member of a consortium of

insurance companies. Blue Cross-Blue Shield Plans,

health maintenance organizations, or independent

practice associations.

Medicare would be upgraded. Prescription drugs

would be covered for the elderly. Medicaid would
be reformed.

Employers would pay a premium related to total

wages, meaning employers paying high wages would
pay more for health insurance than employers pay-

ing low wages. Business would have to pay at least

65% of the cost of premiums.

The American Medical Association immediately

blasted the Kennedy plan. “Rationing of health care

services, new federal regulation and huge new costs

would be the inevitable result of Senator Kennedy’s

latest proposal on health insurance,” said James H.

Sammons, M.D., AMA executive vice president.

“The AMA continues to believe that consumer
choice, private insurance and limited government

regulation should be at the heart of our health care

system,” Sammons indicated.

“The Kennedy program while talking about

private sector involvement continues to build gov-

ernment regulation. Under the proposal it appears

that the insurance companies would be little more
than administrators for the plan.

“Senator Kennedy’s proposal ignores the current

realities of the U.S. economy and long-range fore-

casts for continuing inflation by calling for costs of

nearly $30 billion per year eventually.

“The AMA continues to support an expansion of

adequate basic and catastrophic insurance through

private sector programs.”

Lions Eat Christians

The Eederal Trade Commission staff, carrying on

its Holy War against the medical profession, has

proposed that physician membership on Blue Shield
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boards be slashed back. After a three-year study, the

staff concluded that physician control of local Blue

Shield boards may violate the antitrust laws and

boost medical costs.

A long legal and procedural process lies ahead

before any formal governmental action is possible.

The rule-making proceeding recommended by the

staff, which must be approved by the FTC, would
be the first such action by the FTC in an antitrust

issue.

Walter McNerney, president of Blue Cross and
Blue Shield Associations, said the FTC’s proposed
regulation is “unnecessarily costly to America’s tax-

payers, potentially harmful to Blue Shield subscrib-

ers and factually unsupportable.’’

The FTC staff claimed in a 409-page report that

physicians control decision concerning payment to

physicians, and coverage or benefits, in most of the

nation’s 70 Blue Shield plans. As of 1978, physician

organizations selected the majority of members of

the governing boards of 32 plans, and physician-

controlled committees supervised or participated in

decisions about payments and claims in 67 plans.

The staff concluded that some forms of medical

participation in control of Blue Shield and other

plans may be illegal as violations of the antitrust

laws or as unfair conflicts of interest.

“Medical control of a plan means that physician

organizations set or strongly influence the prices that

their members will be paid by the plan,” the report

says.

“The structural relationship that exists between
physician organizations and most Blue Shield plans

raises inherent antitrust conflict-of-interest problems
that have manifested themselves in numerous spe-

cific instances when the medical profession’s interests

have prevailed over subscribers’ interests in the

making of Blue Shield policy,” the report continued.

The staff’s draft rule declares it an unfair method
of competition for any physician organization di-

rectly or indirectly to participate in controlling any
open-panel medical prepayment plan.

The proposed rule bars anyone from serving on
the governing body of an open-panel plan as a repre-

sentative of a physician organization and prohibits

plans from permitting such representatives to serve

on their governing bodies.

Individual physicians who compete in providing

services covered by a plan could not compose more
than 25% of the plan’s governing body, regardless

of whether they represent a physician organization.

“Although we cannot at this time calculate the

cost savings that would result from the rule, we be-

lieve that they would be substantial,” the staff said.

But Can't Drink

The administration has opened an expanded attack

on alcoholism with $22 million for training, preven-
tion and treatment.

“The major new administration initiative” was
announced by HEW Secretary Joseph Califano in a

speech before the National Council on Alcoholism.
Expressing President Carter’s commitment, Cali-

fano said, “it is time to prove to the American peo-

ple that alcoholism is not only a treatable disease,

but a beatable disease.”

“The veil of shame and denial that once hung over

the disease of alcoholism is lifting,” said Califano.

“More and more courageous Americans—from Betty

Ford to Wilbur Mills to Harold Hughes—are stand-

ing up and saying, ‘I have suffered from this disease,

and I am recovering.’
”

HEW plans to focus special attention on an alco-

hol problem of teenagers, women, and pregnant

women.

Sic Transit . .

.

Sen. Abraham Ribicoff (D-Conn.), a major power
in health for almost two decades, has announced he
will retire at the end of the current congressional

session. Ribicoff served as Secretary of the HEW
Department under President Kennedy. As a member
of the Health Subcommittee of the Senate Finance
Committee, Ribicoff has played an active part in

shaping health legislation. He has joined with Senate

Finance Committee Chairman Russell Long for

several years in sponsoring a catastrophic benefit ap-

proach to national health insurance.

onnouncemenl/

CALENDAR OF MEETINGS

July 29-

Aug. 3

Aug. 2-5

Aug. 25-26

Aug. 27-31

Sept. 5-8

Sept. 6-8

Sept. 14-16

Sept. 17-22

Sept. 23-27

Sept. 26-28

Sept. 27-29

Sept. 27-29

Sept. 27-30

NATIONAL

American Psychoanalytic Association

—

Waldorf Astoria, New York

International Doctors in Alcoholics

Anonymous—Holiday Inn, San Diego

AMA Madison Regional Meeting—Uni-

versity Hospital, Madison, Wis.

American Institute of Ultrasound in

Medicine—Montreal, Canada
American Association of Obstetricians

and Gynecologists—The Homestead,

Hot Springs, Va.

National Conference on Breast Cancer

(American Cancer Society)—Waldorf-

Astoria Hotel, New York
AMA Williamsburg Regional Meeting

—Colonial Williamsburg Conference

Center, Williamsburg, Va.

American Electroencephalographic So-

ciety—Atlanta Marriott, Atlanta

Civil Aviation Medical Association

—

Orlando, Fla.

American Academy of Occupational

Medicine—Radisson Hotel, Minneapo-

lis

American Society of Internal Medicine

(Interim Meeting)—Las Vegas

Gynecologic Surgery Meeting (Univ. of

Louisville)—Hyatt Regency, Louisville

AMA Hurron Regional Meeting—Saw-

mill Creek Lodge, Hurron, Ohio
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Notes on Medical History

Medical Fees in Early Nashville

The picturesque spelling and punctuation used in

the original have been retained throughout.—Ed.

In the spring of 1802 there were only three physicians

in Nashville and one of those had been elected to

Congress. While that one was away the other two had a

dispute over fees. It was an open dispute conducted in

letters to the editor of The Tennessee Gazette, who at

the time was Mr. Benjamin J. Bradford. The letters tell

their own story.

The first communication, from Dr. Roger B. Sapping-

ton, appeared on March 31:

Whereas a report circulating injurious to my practice

of physic, as charging higher prices than the other

Physicians of the place, which report is not without

foundation, the cause of which I shall here explain. Some
time last spring. Dr. Dickson, Dr. Hays and myself,

being the only practicing Physicians then in Nashville,

had a meeting for the purpose of adopting a regular

system of charges, in the practice of Physic, as no regu-

larity had previously been attended to, a bill was drawn
specifying the charges in the different branches of Physic,

Surgery and Midwifery, as far as cases presented to us

at that time, which was deemed sufficient as the outlines

to be governed by—we unanimously agreed to be regu-

lated thereby, as such, I felt myself bound to conform
thereto, and have ever since strictly adhered to them,

except in cases that I tho’t might consistently be altered,

in which case, I made application to the others, and if

they tho’t with me the alteration was mutual—the

establishment has since been broken by the other gentle-

men, without consulting me that it was done, and as

such no doubt my charges have been higher than theirs,

as in making the alteration they have reduced the prices;

I wish the public to be generally informed that I intend

to reduce my charges also, and will practice Physic on

much more moderate terms than any other in Nashville

does at present.

In the next issue, April 7, Dr. Sappington’s colleague.

Dr. Joseph Hays, responded:

Mr. Bradford, Sir,

Having observed a publication in your paper of the

31st March last, signed by Roger B. Sappington, and be-
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lieving it to be an improper one, I cannot in justice to

truth let it pass unnoticed. Dr. Dickson is in Congress,

and has if I am rightly informed, on his acceptance of

that appointment, declined all professional pursuits, the

strange allusions therefore contained in Mr. Sappington’s

piece as to high charges (or if he wishes it the cause of

those high charges) must particularly apply to myself, as,

the author, I consequently claim the attention and pa-

tience of an indulgent and impartial public, to examine

the following facts, and draw such conclusions as a true

statement of the whole business and their better judg-

ment may dictate.

On my first arrival in Nashville, I felt in duty bound

to the faculty, and was disposed to make as few innova-

tions on the customary charges of the place as I tho’t

most consistent with my own interest, as well as the

interest of the people.—I received the charges of Dr.

Dickson and attending alone to them, regulated mine

agreeable to them as nearly as I tho’t consistent with

the principle I first set out on; after Dr. Dickson had

declined the practice, I determined to adopt my own
mode of charging, this change chiefly consisted in charg-

ing lower for a short, & higher for a lengthy visit, &
after a statement of the agreement which Mr. Sappington

mentions, and a bill of my present charges exhibited, it

will be readily discovered whether Mr. Sappington has

confined himself to accuracy in his publication.

I confess that an agreement in order to keep up that

harmony & friendship so necessary among Physicians,

was attempted to be made last spring or summer, and the

charge only for visiting, operations & Medicine used in

actual practice, were by that system regulated; I hope

the gentleman will acknowledge that that plan was never

subscribed by either Dr. Dickson, him or myself, and

consequently could not have been considered as binding,

he will also remember that the charges which it im-

braced were mentioned by me as extravagant in some

instances, and in others by no means properly propor-

tioned, that it was then tho’t necessary to be corrected

and that correction rested with Dr. Dickson, who has not

yet made any kind of alterations.

The outlines of my present mode of charging, are for

a visit 3 miles & under that distance, one dollar and for

all greater distances as per mile.

For Powders 9d per dose.

For Anodynes single dose. Is 6d for more than two 9d.

For Tincture of Barks per ounce. Is 6d, and the

Phial 9d.

For Blistering plasters 3s to 4s 6d.

The former mode of charging pursuant to the sup-
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posed agreement (so far as have been changed by me,

from that system) are the following; For visit 5 miles

and under 10s 6d, if out of town and all greater distances

9d per mile. For powders Is per dose, For Anodynes
Is 6d per dose. For Tincture of Barks per ounce 3s. For
Blistering Plasters 5s.

It must now evidently appear, from an accurate ex-

amination of the above bills that the variation after the

distance of 5 miles, is very immaterial, and that in all

greater distances, my charges are more equitably pro-

portioned to the fatigue and injury occasioned by ab-

sence,—it will at the same time be noticed from a

comparison of the above two bills that all charges as

stated in the supposed agreement under the distance of

5 miles are extravagant and not rationally proportioned

—I must therefore rationally conclude that as Mr.
Sappington had frequent intimations of the intended

change in the mode of charging, and actually approved
the same, in some instances, as he must have consci-

entiously believed that the system spoken of by him was
never fully compleated, that he cannot be the real author
of the publication, altho it has his signature,—Mr. Sap-
pington I take to be more of a gentleman, than to have
intended conveying to the public the idea of my being
the reporter of his high charges in the practice of medi-
cine, when he himself was the person who informed me
of the reports circulating before, or about the time of the

attempt to regulate the charges—he also must have too
well known, (if that was his intention) my place of
residence to have first hazarded a publication purporting
personal and private injuries, and thereby troubled the

public with unnecessary altercation, when that proper
explanation could and may yet be given for any of my
conduct which tended to injure him in any manner.

“Mr.” Sappington cooled his heels for two weeks, then
replied on April 21:

Mr. Bradford,

In looking over your paper of the 7th of April, I ob-
serve a piece under the signature of Joseph Hays, at-

tempting to obviate, or falsify, a piece published (in

a summer paper of your’s) by me.
The gentleman it appears wishes, (or affects) not to

believe me the author, his reasons for wishing such an
opinion propagated, I cannot devise, as there is nothing
of oratory or composition contained in the publication,

(it was with reluctance I published the piece alluded
to by the gentleman, in my defence; saying nothing as to

the necessity for it, as it has been my wish to cultivate

harmony and friendship with the practitioners of Physic,)

simple truths require neither oratory nor composition to

establish them, they stand the test of the most scrutaniz-

ing eye; where oratory and composition built without
foundation will fall.

There appears also a wish to reconcile me by saying

* If in my publication, or in any conversation, I have
conveyed an idea that doctor Hays, was, the person
propagating my high prices, in that (particular) case I

shall ask his pardon, as I have never understood any
thing like it.

he thinks me more of a gentleman, than to convey to

the public an idea, of his being the author reporting my
high prices. I deny ever charging him with it.* Though
I acknowledge myself the author of a piece in your paper

with my signature (respecting a meeting of Dr. Dickson,

Dr. Hays and myself, for the purpose of adopting a

system of charges in the practice of Physic, as there

stated,) I, not only acknowledge it, but will support it.

I am charged with falsity, the accusation is not (nor

cannot be) supported, of course the motion fails,—and

to prove that it is not supported, I will refer the gentle-

man’s own observations—where he states that, he re-

ceived the charges of Dr. Dickson, and attending alone

to them; in a few lines preceding he admits that a

regulation relative to the charges in the practice of

Physic was in a meeting last spring or summer adopted;

the question then is, whether visiting of patients be in-

cluded in the practice of Physic; which I shall rest with

an impartial public, to determine as the question is re-

ferred to them.

Under the proceeding paragraph, I feel myself at

liberty to recite a circumstance, previously mentioned,

which is, you, do not believe me the author, give me
leave to doubt that, as previous to my handing the

publication to the press, I named my intentions to doctor

Claiborne, who I requested to name it to you, even if he

did not, you were not without information, to alleviate

any doubt that may arise in that case, I refer you, &c.

to doctor Hennen, who I named my intentions to, &
shew him the draught, the doctor directly waited on you

and named it in presence of doctor Claiborne, your re-

ply was, you conceived me justifiable as I had been in-

jured, provided I avoided personalities, which I think I

did. Though if on trial you find the shoe fit, I have no

objections that you wear it.

The alteration alluded to in my former publication, is,

that we stipulated for a right if out of town any differ-

ence under five miles one dollar and seventy five cents,

for every mile above that distance twelve and a half

cents going and returning, for a visit in town one dollar,

this I anticipate will fearcely be denied, O you do now

and have for some time past, visited three miles out of

town and back for one dollar, with this difference no

wonder my prices are complained of, when I have been

charging for that distance and under one dollar and

seventy five cents, almost an hundred per cent difference,

my present method of charging I shall say nothing about,

only referring to my former publication.

Equitability is named as an apology for the deviation;

one dollar is still (if not, very lately altered) charged for

a visit in town, and if a visit is made three miles out of

town, and back, the price is the same; if that is an

equitable arrangement, equity has lately made a wide

variation, the observation that I knew where he lived,

has an ambiguous import to me, as such shall make no

further observations on it, only that I am not a courtier.

I am sorry to find a Physician possessed with an idea

as, advanced by the gentleman, that a compact, or con-

tract, was not obligatory, unless subscribed to, I wish

not to be understood in my publications,) that any thing

illegal was done, in the deviation, I think there would
have been no illegality had it even been subscribed to,

with the solemnity, that, we do promise to adhere to the

above, witness our hands and seals the day of
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in presence of -

Nor did an idea ever strike me, that there was a

necessity for it, or that any such thing could be antic-

ipated.

The next week, in the April 28 issne, Dr. Hays re-

plied with the same provocative sarcasm:

Mr. Bradford, Sir,

Observing in your paper of the 21st April, that Mr.

Sappington, has tho’t proper again to appeal to the public,

for their approbation of his first publication, and at-

tempted to answer mine in so improper and uncandid

a manner, that, altho I have an aversion to newspaper

altercations, I am led to request you to insert the follow-

ing, and the indulgence of the public, for any more

troubling them on so trivial an occasion in return. I

promise that I will not again notice any publication of

his, so long as I continue to believe as 1 now do, viz.

that the object of the first, as well as the second, was to

drag himself into notice, for the purpose of selling his

Medicine.

I never called in question Mr. Sappington’s abilities,

either in Oratory, or Composition, nor did I think the

man incapable of the productions he has exhibited,

—

he says he never understood, or intended to convey an

idea of me being the author reporting his high charges,

t

I am led to believe differently, and think that, that was

his original intention, if it was not, why does he so much
urge that I knew of his intended publication? Why did

he send Hennen to tell me of his intention to prosecute?

His advertising was not anything that concerned me, nor

do I believe I would ever have read it, if he had told the

t Letter from Dr. Sappington to Dr. Hays, April 17:

Sir,

Your letter [delivered] by Mr. George Curtis, some
days past, could not be immediately answered, in conse-

quence of some particular engagements, previous to re-

ceiving it.

You request me to say whether I wish to convey to

the public an idea of your being the author, reporting my
high prices? my answer is, that I did not wish to convey

such an idea, and that I have never understood you as

the author, & in case I have any where in my publication

(or in any private conversation) conveyed such an idea,

it was not with intention and shall be sorry if it is under-

stood as such, as my publication was intended only to

explain the cause why my prices were higher than others,

(as they certainly were,) and to inform the public my
intentions of reducing them.

t Statement of J. Hennen, April 8:

I do certify that some time before the publication of

Dr. Roger Sappington, in B. Bradford’s paper, I went to

the house of doctor Hays, and mentioned to him in the

presence of doctor Claiborne, that such a publication was
about to be made, and at the same time mentioned, that

I tho’t it improper; doctor Hays replied he tho’t other-

wise, and that doctor Sappington would be justifiable

in exceulpating himself, and giving to the public a list

of his charges: provided, that doctor Sappington avoided

all personalities.—I do further declare, that I never saw

the piece alluded to except on the day this conversation

took place, nor have I in any manner or way, abetted

the publication thereof.
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people, he would visit the patients at one cent per mile,

and give his Medicine gratis, had he not have impli-

cated or alluded to me, as the author, and cause of those

charges going higher. As a man standing on the ground

of truth, which he professes himself to do, he might

have gone further in that answer to me, he aught in

justice to truth, to have said, that he did know of the

intended alteration in my charges, and as the report had

long existed before that alteration, as a man of feeling

and candor, he might have ascribed the cause to that

reports continuing, and not alluded to an immaginary

one for its being propagated, his advertising to my visit

with him to Mr. James Wilson, and my telling him at

that time I intended altering my charges, & my reasons

for it, as well as transferring to him my bill, in which

my former charges were then contained, might have pre-

vented him, had he been a man of truth, from saying he

did not know of the alteration, and also me the pain of

telling him so.—I alluded to Hennen in my first publica-

tion as the cause of the advertisement, in the form it

was published he took the allusion, and very prudently

proposed a certificate t to exonerate himself from the

charge—the public will judge whether his relation of my
answer to him, and the assertion of Mr. Sappington ac-

cord with each other. He attempted to support the agree-

ment he first stated, I grant him he may support the

attempt to make an agreement, as I before stated but

not in any other way,—I with him lament the depravity

of human nature, I lament that professional characters

would descend to improper methods to be noticed, and

profess to much ignorance as not to construe plain ex-

pressions, I did not intend to sooth him by saying, I

thought him more of a gentleman, &c. I intended rather

to convey to him that I did not think him a gentleman,

to be the author of a piece, accusing me of impropriety

publicly, without, as a gentleman, informing me of his

intentions;—my naming my place of residence might

have led him to the proner explanation, and his assuming

himself the author, will now make my allusion read so.

As our dispute appears to be altogether assertions &

contradictions, I hope the public will excuse me for not

attempting to give a full explanation of our business, or

answering his inconsistent piece directly—let it be suffi-

cient to assert that I was neither the author nor the

cause of the report circulating, that Mr. Sappington did

from myself know of my intended alteration, and that

he or Hennen, has most egregiously misstated my answer

when I was told of his intended publication—the truth of

each of our assertions the public will judge of, and as I

hope to obtain their approbation in a different way, I

trust they will pardon me for not again appearing in this

way, unless it is in my power to give them more informa-

tion than- such interested altercations can afford.

[Note: The doctor Claiborne referred to was probably

Dr. Thomas Augustine Claiborne, who may have been a

member of the legal profession. He was elected to the

state legislature the following year. The doctor Hennen

referred to is probably James Hennon, a business partner

of Dr. Dickson’s for a time in a store which included a

medicine shop.] ^ ^
Submitted by

Charlotte A. Williams
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GROUP INSURANCE PLANS AVAILABLE TO TMA MEMBERS

For Details of Each Plan Contact the Administrator

TYPE OF COVERAGE COMPANY ADMINISTRATOR

Major Hospital and Nurse Expense

Insurance Program. $10,000 or $25,-

000 plans with deductibles of $300,

$500 or $1,000. Surgical benefits

optional.

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the

Continental Insurance Companies)

Smith, Reed, Thompson and Ellis

Company
P. O. Box 1280
Nashville, TN 37202
Telephone: (615) 361-6846

In Hospital Protection Insurance.

$20 to $80 per day while hos-

pitalized in addition to any other in-

surance. Spouse, children, and em-
ployees eligible.

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the

Continental Insurance Companies)

Smith, Reed, Thompson, and Ellis

Company
P. O. Box 1280
Nashville, TN 37202
Telephone: (615) 361-6846

24-Hour High Limit Accidental

Death Insurance. $25,000 to $100,-

000 coverage. May include spouse

and children.

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the

Continental Insurance Companies)

Smith, Reed, Thompson, and Ellis

Company
P. O. Box 1280
Nashville, TN 37202
Telephone: (615) 361-6846

Professional Liability Insurance.

Modified coverage from $100,000/

$300,000 to $1 million/$3 million.

State Volunteer Mutual Insurance

Company
Armistead, Miller, and Wallace
P. O. Box 1020
Nashville, TN 37202
Telephone: (615) 367-9702

Workers’ Compensation Insurance.

Standard coverage at approved rates

with yearly savings opportunity

based on claim experience.

Dodson Insurance Group Mr. Glenn Cross
716 Robert Bums Drive
Nashville, TN 37217
Telephone: (615) 361-6280

Group Life Insurance Plans.

1. Term Life Insurance. Up to $25,-

000 term coverage. $50,000 acci-

dental D & D. $25,000 life insurance

on spouse, $1,000 on each child.

2. Supplemental Group Term Life

Insurance. Same coverage as Basic

Term.
3. Group Permanent Life Insurance.

Insureds have option on any October

15 to substitute group Permanent
Life for Basic Term Insurance.

The Mutual Benefit Life Insurance

Company
Dunn, Lemly, Sizer, Inc.

West Tennessee

—

Theron M. Lemly
3175 Poplar Avenue
Memphis, TN 38111
Telephone: (901) 458-7722

Middle & East Tennessee

—

Mr. Ed Dunn
900 Church Street

Nashville, TN 37203
Telephone: (615) 242-8301

Disability Income Plan. $1,000 Acci-

dental D & D. Monthly indemnity

up to $1,300. Eive year accident/five

year sickness plan. Lifetime accident

coverage and to age 65 for sickness.

Optional hospital benefits.

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the

Continental Insurance Companies)

Smith Reed, Thompson, and Ellis

Company
P. O. Box 1280
Nashville, TN 37202
Telephone: (615) 361-6846

Overhead Expense Insurance. Bene-

fits from $300 to $5,000 per month
beginning on 31st day of disability

and may continue for up to 24
months.

Continental Casualty Company John E. Lovelace and Associates,

Inc.

4205 Hillsboro Road
Nashville, TN 37215
Telephone: (615) 385-0923

The Medric Plan—Insured Protec-

tion for Accounts Receivable. In-

cludes $15,000 life insurance. Guar-
antees 100% of accounts receivable.

The Mutual Benefit Life Insurance

Company
Dunn, Lemly, Sizer, Inc.

West Tennessee

—

Theron M. Lemly
3175 Poplar Avenue
Memphis, TN 38111
Telephone: (901) 458-7722

Middle & East Tennessee

—

Mr. Ed Dunn
900 Church Street

Nashville, TN 37203
Telephone: (615) 242-8301
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TVIM conlinuiAQ meclkcil
ccliKCition oppoitunHic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Publishei;i in this section are all educational opportunities

which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will bo
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . .

.

Dermatology
Diabetes
Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics k Gynecology .

Oncology

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. ...W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
ZeU A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.

Lonnie S. Burnett, M.D.
Robert Oldham, M.D.

Orthopedics Paul W. GriflBn, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery
Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

August-

October

Sept. 14-15

Sept. 26-28

Autumn

Oct. 25-26

Nov. 9-10

December

Internal Medicine Intensive Review

Blood Banking Symposium

Amplification in Education

10th Annual Pediatric Symposium

1979 Postgraduate Course in Allergy

Update in Anesthesiology 1979

Obstetrical Seminar

For information contact: Vanderbilt Continuing

Education, 3200 West End Ave., Suite 306, Nash-

ville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician's request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.
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Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.

Internal Medicine
Cardiology John Thomas, M.D.

Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D

Edward A. Mays, M.D
Dermatology Thomas W. Johnson, M.D

David Horowitz, M.D.

Gastroenterology Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

General Medicine

Hematology/Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Edward A. Mays, M.D
Robert S. Hardy, M.D

Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.

Henry W. Foster, M.D.

Axel C. Hansen, M.D.

. . . .Wallace T. Dooley, M.D.

Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

Aug. 23-25 (M) ENT Postgraduate Review
Sept. 8-9 (M) Medical and Surgical Emergen-

cies

Sept 13-14 (K) Fetal Monitoring
Sept. 13-15 (M) Myocardial Infarction

Sept. 27-28 (C) Sexual Dysfunction
Sept. 27-28 (M) 11th Memphis Conference on

the Newborn
Sept. 29 (C) Cancer in Women: Current

Concepts
Oct. 4-6 (K) Regional Meeting— American

College of Physicians & Ten-
nessee Society of Internal Medi-
cine

Oct. 5-6 (M) Medical Alumni Day

Oct. 9-11 (M) Three Nights on Cardiac Aus-
cultation

Oct. 18-20 (K) Cancer Concepts 1979—Gatlin-

burg
Oct. 25-27 (K) Office Ultrasound—Gatlinburg
Nov. 9-10 (M) Rheumatology
Nov. 9-10 (C) Diagnostic Radiology
Nov. 9 (K) 8th Annual Internal Medicine

Symposium
Nov. 16-17 (M) 2nd Annual Pain Symposium
Nov. 29-30 (M) ACP Internal Medicine Review
Nov. 30 (K) Infant Nutrition

Nov. 30- (C) Basic Cardiology, EKGs &
Dec. 2 Therapy

Dec. 7-8 (M) 10th Annual Otolaryngology
Conference for Family Physi-

cians

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga.

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

800 Madison Ave.
Memphis, TN 38163
Tel. (901) 528-5605

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Aug. 10

Sept. 9-14

Oct. 8-9

Oct. 23

Nov. 9

Dec. 4

Office Management

Substance Abuse in Youths: Prevention

and Treatment

Geriatrics II: Sex and the Aged

Consumer Health Education: A Mul-
tidisciplinary Approach

Pediatrics—Neonatology

Occupational Medicine II

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)
928-4626, ext. 204

Annual Thomas W. Green Memorial Lecture

Oct. 16 An Update in Antibiotics—SuUins Hu-
manities Center, Bristol, Va. Fee: none.

For information contact Raymond Massengill, Jr.,

Ed.D., Assistant Dean and Director of Medical Edu-
cation, East Tennessee State University College of

Medicine, Bristol Memorial Hospital, 209 Memorial
Dr., Bristol, TN 37620.
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IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

BOWMAN GRAY SCHOOL OF MEDICINE

Courses in Ultrasound

Three eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on
the following dates: Sept. 24-Nov. 16, 1979; Jan.

7-Feb. 29, 1980; and April 14-June 6, 1980. Credit:

30 hours per week in AMA Category 1.

Two additional two-day Real Time courses are

offered for obstetricians on Sept. 20-21, 1979 and
Nov. 29-30, 1979. Credit: 10 hours per day in AMA
Category 1.

Several one-week courses in Abdominal Real-Time
Sonography will be held on Aug. 6-10, Dec. 10-14,

1979, and March 24-28, 1980. Credit: 30 hours

AMA Category 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

DUKE UNIVERSITY MEDICAL CENTER

July 30- Current Concepts in Diagnostic Radi-

Aug. 4 ology including Ultrasound, CT Scan-

ning and Nuclear Medicine—Atlantic

Beach, N.C. Credit: 30 hours AMA
Category 1. Fee: physicians $250.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical Cen-
ter, Durham, NC 27710, Tel. (919) 684-4397.

MEDICAL COLLEGE OF GEORGIA

Continuing Education Schedule

Aug. 6-8 Pediatrics—Holiday Inn, Jekyll Island,

Ga.

For information contact Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30901, Tel. (404) 828-3967.

UNIVERSITY OF LOUISVILLE
SCHOOL OF MEDICINE

Sept. 10 John I. Perlstein Lectureship—Health
Sciences Center Auditorium, Louisville,

Ky.

For information contact Billy F. Andrews, M.D.,
Professor and Chairman, Department of Pediatrics,
University of Louisville School of Medicine, Health
Sciences Center, Louisville, KY 40202.

OF SPECIAL INTEREST

AMERICAN CANCER SOCIETY
Sept. 6-8 National Conference on Breast Cancer,

1979—Waldorf-Astoria Hotel, New
York: Credit: 16 hours AMA Cate-
gory 1. Fee: None.

For information contact Sidney L. Arje, M.D.,
Breast Cancer Conference, American Cancer Society,

777 Third Ave., New York, NY 10017, Tel. (212)
371-2900.

INTERNATIONAL MEDICAL EDUCATION

CORPORATION

Cardiac Ischemia and Arrhythmias—Current

Concepts for Diagnosis and Treatment (13 hours
AMA Category 1)

Aug. 24-26 Hilton Head Hyatt, Hilton Head, S.C.

EKG Interpretation and Arrhythmia

Management (15 hours AMA Category 1)

Aug. 10-12 —Shanty Creek Hilton, Bellaire, Mich.

For information contact International Medical
Education Corporation, 64 Inverness Drive East, En-
glewood, CO 80112; Tel. (800) 525-8646 toll free.

DUKE UNIVERSITY MEDICAL CENTER
Oct. 22-26 Adult and Pediatric Diagnostic Radi-

ology including Ultrasound and CT
Scanning—Southampton Princess Ho-
tel, Bermuda. Credit: 30 hours AMA
Category 1. Fee: physicians, $275; in-

training, $150.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical Cen-
ter, Durham, NC 27710, Tel, (919) 684-4397.
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GENERAL

The Army Medical Department (AMEDD) represents the largest comprehensive system of health care in the

United States. Within one centrally directed system, the medical disciplines of patient care, preventive

medicine, research, education, and administration are coordinated to provide a unified system of health

care for approximately three and one-half million people including Active Army personnel, their

dependents, as well as retired military personnel and their dependents.

During the summer of 1980, the Army is offering a large number of First Year Graduate Medical Education

(FYGME) positions. Previously, most positions were filled by participants in the US Army Health Profes-

sions Scholarship Program (HPSP). However, for training beginning in July 1980, the Army will be actively

seeking qualified civilian applicants who have no current Army affiliation.

DESCRIPTION

Army medical training programs are among the best in the nation. All are approved by the Liaison

Committee on Graduate Medical Education of the American Medical Association. Virtually all recognized

residencies are offered. Most Army training facilities are affiliated with a medical school. Medical centers

and hospitals are well equipped with laboratory, medical, surgical, radiological, library and other requisite

facilities. Medical records keeping is excellent.

All patients are available as teaching patients. The range of cases, both in age and complexity, is virtually

impossible to duplicate. Because of the scope of the Army's activities and its highly sophisticated evacu-

ation system, you will have the chance to see and study diseases you would never encounter in most

programs. Furthermore, you have no worry about your patient's ability to pay.

The following Army FYGME programs are offered:

(1) Flexible. The flexible FYGME program is designed as a year of broad medical education prior to

pursuing a specialized residency or as a program for individuals as yet undecided about further specializa-

tion. Four months of medicine are required in this program along with additional requirements and

electives that vary slightly from teaching center to teaching center.

(2) Categorical. Categorical programs are offered in medicine, surgery, obstetrics/ gynecology,

pathology, pediatrics, physical medicine, and family practice. The majority of the 12 month period is spent

on the service concerned or in related areas and is considered by most of the appropriate specialty boards as

the first year of residency training.

(3) Categorical diversified. These programs are essentially a combination of the above two and are

offered in radiology, psychiatry, neurology, and anesthesiology. The primary emphasis is upon the major

specialty with additional required and elective rotations on other services.

To find out more information concerning this program, the eligibility criteria, service obligation, benefits

and application procedures contact the AMEDD Personnel Counselor serving your area.

Deadline for applications is 1 September 1979. All applicants are encouraged to also participate in the

NIRMP. Sections for the Army FYGME Program will be announced in sufficient time for selectees to

withdraw from the NIRMP.

Call Collect/Person to Person
CPT JESSE JOHNSON

(901) 725-4445

AN EQUAL OPPORTUNITY EMPLOYER
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Vegetarians Must Plan Meals

Carefully to Avoid Malnutrition

It is possible to provide an adequate diet for most
people by vegetarianism, but it is much more difficult

and requires more planning than for those who in-

clude meat and animal products in their diets.

A study of 52 preschool children in the Boston
area whose parents provided only vegetarian diets

revealed that the children were getting at best only

marginal amounts of some essential elements, includ-

ing vitamin D, calcium and phosphorus. Two of the

children showed direct evidence of rickets, a vitamin

deficiency disease which is virtually eliminated

among the population at large.

Another study among infants in a “Black Hebrew”
community in Israel revealed severe nutritional de-

ficiencies from a vegetarian diet. All of the infants

in the community of American blacks who had md-

grated to Israel had profound protein-caloric mal-

nutrition, severe rickets, bone problems, and vitamin

Bi2 and other deficiencies. One infant died.

No single vegetable protein is capable of provid-

ing both a sufficiency and an appropriate balance of

amino acids for long-term human nutrition. At least

two different sources of vegetable protein, such as

rice and beans or corn and beans, with offsetting

deficits must be eaten. Certain vitamins are in small

supply or lacking in most vegetarian diets, and
vitamin supplements may be required, particularly

vitamin D.
There have probably always been people who

ingested a largely vegetarian diet, and the custom is

growing in the United States in recent years. Some
vegetarians will drink milk, or use milk and eggs,

and some even will eat fish. But some avoid all

products of animal origin. This latter group is at

greatest risk of nutritional diseases.

Child-Proof Pill Bottle Caps

Also Baffle Many Adults
The new safety top containers for medicines have

brought a drop in accidental child poisonings, but

are making it more difficult for some elderly patients

to get at their medicines.

Studies have shown that a sizeable number of

elderly patients try unsuccessfully to open the safety

TREATMENTAND LEARNING CENTER FORALCOHOL RELATED PROBLEMS

Individual counseling and group
therapy are provided for the
family as well as the guests.

FELLOWSHIP HALL
A private non-profit JCAH accredited psychiatric hospital

A nature trail for hiking and meditation

winds through nearly a mile of beautifully

wooded area.

A medical doctor and registered nurses provide 24-

hour medical care in a fully equipped infirmary.

FELLOWSHIP HALL
P. O. Box 6929 • Greensboro, N. C. 27405 • 919-621-3381

Located off U S. Hvw. No. 29 at Hicone Road Exit, 6V2 miles
north of downtown Greensboro, N.C. Convenient to I-85, I-40

U S. 421, U.S. 220, and the Greensboro Regional Airport

Attractive, comfortable accommodations
are provided for both male and female

guests.

Fellowship Hall will arrange connections with commercial transportation.

556 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



tops on their pill bottles, then give up in disgust and

skip the pill, or once the top is removed, it is left off

to facilitate further access to the contents. Many
medications deteriorate rapidly on exposure to air

and moisture in the air. Although either the doctor

or the patient may request that the medication be

packaged in an easy-opening container, doctors often

do not consider the possibility that the elderly patient

might have trouble, and the patient does not know
he can request another type of container.

Unwittingly, the safety tops have added to medi-

cation compliance problems of the elderly. Ironically,

what prevents a life-threatening situation for a child

can be a direct threat to the life of an elderly person.

Auto Seat Belt

Causes Abdominal Pain

Dr. David M. Klurfeld of the Wistar Institute of

Anatomy and Biology in Philadelphia writes of ex-

periencing a sharp pain in the lower right abdominal

area. Examination had ruled out hernia and appendi-

citis when Dr. Klurfeld himself discovered his

problem.

He recently had installed in his auto a new seat

belt of the one-piece lap-shoulder design. On the belt

is a rectangular plastic slide that can be used to po-

sition the metal tongue-plate fasteners. The slide was
pressing sharply on his right side. The trouble

showed up only in cold weather when Dr. Klurfeld

was wearing a heavy coat. In lighter clothing the

pressure was mild. Moving the plastic slide cured the

stomachache.

Gasoline Sniffing Brings

Lead Poisoning Hazard
Gasoline sniffers run a risk of serious illness

from lead poisoning. Of three individuals who
sought a “high” from sniffing gasoline fumes, a 14-

year-old boy died, and a 15-year-old girl recovered

from serious illness in Kentucky, and a 27-year-old

California man was seriously ill from lead in the

fumes of inhaled gasoline.

Considering the universal availability of leaded

gasoline, its low cost, the relatively small amount
of vapor required to produce intoxication, and our

drug-oriented society, it is surprising that so few

cases of gasoline sniffing with resultant lead poison-

ing have been reported.

Americans Traveling Abroad

May Bring Back Measles. Polio

Physicians are alerted to the fact that young adults

returning from trips abroad just might have measles

or polio. About one in ten young adults in the United

States is susceptible to measles, and it is also prob-

able, because of incomplete routine childhood im-

munization, that a similar number of young adults

are susceptible to polio as well as other preventable

diseases.

There is almost no polio and relatively little

measles left in the United States because of im-

munization programs, but both of these diseases are

still common in many other parts of the world.

Drug Found Effective

Against Russian Flu

Amantadine hydrochloride—trade name, Sym-
metrel—was licensed in 1966 for use against Asian
flu, but the debate about its utility has continued to

the present, says Arnold S. Monto, M.D., of the Uni-
versity of Michigan School of Public Health, Ann
Arbor, and colleagues.

A test conducted through the Student Health
Service of the University of Michigan involving 286
participants indicated the drug was 70.7% effective

in preventing Russian flu, and side effects were mild.

The trial demonstrated that amantadine can be of

practical value in certain situations and can be ad-

ministered safely over the full period of an influenza

outbreak. “Amantadine should clearly be considered

for use when a vaccine is not available or has not

been given to susceptible populations before the start

of an outbreak,” Dr. Monto says.

AMA Official Blasts

Effort To Ban Darvon

There is no evidence to show that Darvon is not

safe and effective when taken as directed, John C.

Ballin, Ph.D., director of the American Medical As-
sociation’s Department of Drugs, declared. With re-

ports of deaths from gross overdoses of Darvon,
either by accident or with suicidal intent. Dr. Sidney
Wolfe of the Health Research Group, a Ralph Nader
affiliate, recently demanded that the drug be banned
as an imminent hazard to the public health.

U.S. Sen. Gaylord Nelson (D-Wis.) recently con-
ducted hearings on Darvon. “These sessions,” Dr.
Ballin said, “were characterized by rancor, innuendo
and sensationalism, but precious little objective evi-

dence or scientific logic.” Dr. Ballin praised HEW
Secretary Joseph Califano, who “recognized the in-

appropriateness of making a scientific decision re-

garding the safety and efficacy of a drug on the basis

of political pressure.”

Secretary Califano denied Dr. Wolfe’s petition to

ban Darvon, and directed the Food and Drug Ad-
ministration and the Drug Enforcement Agency to

conduct a full scientific review of the issue and re-

port by June 1. “The Secretary also acted responsibly

by requiring the FDA to communicate the latest pre-

scribing information and warnings about propoxy-
phene (Darvon’s scientific name) to all physicians,

pharmacists, and dentists within 30 days,” the AMA
pharmacologist said.

Dr. Ballin pointed out, however, that this infor-

mation about Darvon is the same that the manu-
facturer (Eli Lilly and Co. of Indianapolis) has been
issuing to physicians, pharamacists and dentists since
1976.^

“In view of its slight propensity to produce drug
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dependence, it seems patently absurd to place

propoxyphene in the same DEA schedule as the

opiates,” he said. “That people have killed them-

selves by taking gross overdoses of a drug cannot,

per se, be used as a basis to remove it from the

market. It is inappropriate to ban a proven and

effective drug without a careful and full scientific

study, particularly when there is no evidence to

show that the drug is not safe and effective when
taken as directed,” he declared.

Dr. Baffin pointed out that FDA Commissioner

Donald Kennedy, Ph.D., has himself noted that the

FDA knows of “no cases at present in which death

was caused by propoxyphene products alone when
taken in customary doses and in which neither alco-

hol nor tranquilizers was also involved.”

AMA Urges Increased Federal Funds

For 13 Major Health Programs

The American Medical Association has urged

Congress to increase funding for 13 programs that

hold the greatest promise for improving our nation’s

health.

The AMA recommended that funding be in-

creased beyond President Carter’s budget request by

$613.4 million, with the largest increase going to the

National Institutes of Health ($227.6 million) and

health professions education ($143.4 million). More
money also was recommended for maternal and

child health, family planning, emergency medical

services, venereal disease control, immunization,

childhood lead-based paint poisoning prevention,

health education, mental health, alcoholism, aging

and the Food and Drug Administration.

The letter described AMA efforts to restrain costs

through the National Commission on the Cost of

Medical Care and the Voluntary Effort, and called

on Congress and the administration to continue im-

plementation of the anti-fraud and abuse legislation

and the Medicare-Medicaid quality control and man-
agement program and to support the Voluntary Ef-

fort and the PSRO program.

The AMA also recommended that Congress and

the administration support actions to reduce the high

costs caused by excessive federal regulation, seek a

spending reduction of at least 2% annually in op-

erating expenses of all federal agencies, and support

“sunset” plans that would provide for periodic re-

view of federal spending programs.

Family Life No Longer

Always Best for Children

No longer can society be confident of the “whole-

some influence” of family life on children. Family

patterns are changing in ways that spell trouble for

children, including the children of so-called tradi-

tional families.

In “The Physician and the Mental Health of the

Child,” a new guidebook for doctors from the

American Medical Association, the AMA points out

that “Today’s middle-income family increasingly re-

sembles the low-income family of the early 1960s

in most indices of social disorder, such as school

dropouts, drug abuse and juvenile delinquency.”

Physicians dealing with children’s mental health

are cautioned that no longer “can we assume a kind

of homogeneity even among families of midstream
America. Cultural variations within any modern
urbanized society, such as the United States, are

much greater than the general differences between
societies.”

The place of the child in society has changed
markedly for the better in modern times, but as a

group children are stiff victims of discrimination, the

AMA book indicates.
“
‘Childism’ has been expressed through the ages

by infanticide in antiquity, by abandonment in the

Middle Ages, by ambivalence in the Renaissance
years, and by socialization in modern times. Only
recently have adults seriously entertained the possi-

bility of entering into fuller and freer associations

with children.”

The book offers chapters counseling the doctor on
assessing the capacities of the child and the family,

assessing development levels and problems, assessing

the capabilities of the family to help with treatment,

cultural characteristics affecting patient care, and
common problems affecting mental health of chil-

dren in nonmainstream families.

Editor of the book is George Tarjan, M.D., gen-
eral chairman of the invitational workshops that pro-

duced the information base for the book. Dr. Tarjan
is a member of the President’s Commission on Mental
Health, president of the American Academy of Child
Psychiatry, past president of the American Associa-
tion of Mental Deficiency, member of the former
AMA Council on Mental Health.

Copies may be ordered from Order Department,
American Medical Association, P.O. Box 821, Mon-
roe, WI 53566.

Women Athletes Not Endangered

By Rough Contact Sports

There is little risk of damage to reproductive

organs for women engaging in very rough contact

sports such as wrestling and judo, says an expert

on medical aspects of women in sports. The bony
pelvis provides excellent protection to the female

reproductive organs, says Dr. Christine E. Haycock,
New Jersey Medical School, Newark. Dr. Haycock
says, “In an extensive search of available literature

I could find no specific reference to sport-related

injuries other than those in water skiing where
forceful vaginal douches ensued.”

The only women who have sustained major injury

to the uterus were pregnant, and particularly those

more than three months pregnant, she says. As the

uterus rises up out of the bony pelvis, it becomes
more vulnerable. Thus women are advised to ab-

stain from contact sports after the first trimester

of pregnancy.
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Themakeii
ExaminingaFewMyths
About Prescribing.

Increasing pressure is

being put on the practicing

physician to prescribe drugs
generically. You are told that

brand-name products are

universally ‘‘expensive” and generic versions are re-

latively “cheap.” To make this case, the most extreme
(rather than t^ical) price differentials are cited. Thus,
consumers are led to believe that such differentials

are commonplace. Even your knowledge and your
motives as a physician are questioned.

Understandably, these views have created myths.

We think it’s time to examine them in the light of all

the facts and ramifications.

MYTH: There are no dif-

ferences in quality and per-

formance between brand-

name products and their

generic counterparts. The

corollary is that there are

no differences amongprod-
ucts made by high-technol-

ogy, quality-conscious,

research-based companies

and those made by

commodity-type suppliers.

FACT: The Food and
Drug Administration
does a goodjob in

monitoring a generally

excellent drug supply.

Still, it has nowhere near

the resources to guaran-

tee the quality and
bioavailability of all

marketed products at

any given time.Just a feu^

months ago, for example,

it noted that batches of

tetracycline HCl capsules

which met official mono-
graph requirements were

not bioequivalent to a
reference product. As you^
know, there is substantial^

literature on this subject
|

affecting many drugs, in-
;

eluding such antibiotics ^

as tetracycline and ery- I

thromvein. The record on'
V''

drug recalls and court

actions affirms strongly

that there are differences

among pharmaceutical

companies and their

products. Research-

intensive companies
have far better records

than those that do no re-

search and may practice

minimum quality assur-

ance.

MYTH: Industryfavors

only “expensive” brand

names and denigrates all

generics.

FACT: PMA companies
make 90 to 95 percent of

the drug supply, includ-

ing, therefore, most ofthei

generics. Drug nomen- :

clature is not the impor-

tant point; it’s the compe-'

tence ofthe manufac-
turer and the integrity of

j

the product that count.
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Treatment ofMyasthenia Gravis

By Thymectomy

ROBERT W. IKARD, M.D.

The Disease

“Myasthenia gravis is a neuromuscular disorder

manifested by weakness and fatigability of volun-

tary muscles.” ^ It has a special predilection for

cranial muscles, tends to vary in severity, and is

always partially relieved by cholinergic drugs. ^ It

occurs mostly in young adults and is three times

as common in women up to age 40. After that

age the sex incidence is approximately equal.

About 25% of cases show spontaneous remis-

sion, usually within the first two years. Myasthenic

“crises,” i.e., acute exacerbations, occur in a

similar percentage of patients. Death secondary to

respiratory insufficiency and attendant complica-

tions formerly frequently occurred during these

crises. Mortality rate of the disease has decreased

significantly with the advent of modern respira-

tory therapy techniques.^

Because of myasthenia’s resemblance to curare

poisoning, it has long been understood that the

basic disease abnormality is located at the neuro-

muscular junction. Among suggested defects have

been theories of reduced acetylcholine molecules,

decrease in available acetylcholine receptors, and

excessive cholinesterase activity. With the use of

labeled snake toxins, recent experiments have

From the Department of Surgery, Vanderbilt Uni-
versity Medical Center, Nashville.

Reprint requests and correspondence to 300—25th Ave.
North, Bldg. B, Suite 2, Nashville, TN 37203 (Dr.
Ikard).

clearly demonstrated a reduction of acetylcholine

receptors.^ The decrease seems to be caused by
an autoimmune process. Evidence for this includes

histologic abnormalities in the muscle and thymic

lymphocytes of myasthenic patients and the fre-

quent clinical improvement obtained by thymec-

tomy.®

There is no universal pathologic change in the

thymus of patients with myasthenia gravis. The
thymus is often slightly larger than normal.

“Germinal centers” (medullary lymph follide hy-

perplasia) are seen in 50% to 70% of cases.

There is no consistent dominance of epithelial or

lymphocytic cells (Fig. 1).

The severity and systemic involvement of my-

Figure 1. Photomicrograph of thymus from patient

with myasthenia gravis, showing germinal centers
(hematoxylin-eosin, xlOO).
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MYASTHENIA GRAVIS/lkard TABLE 1

asthenia are variable. Categorizing the disease

allows comparison of different patient groups and

success of various therapeutic modalities. A widely

accepted classification is that of Osserman

(Table 1).

Medical Therapy

In 1935 the cholinergic (anticholinesterase)

drug neostigmine (Prostigmin) was first used to

successfully treat myasthenia gravis.^ Drugs from

this group remain the cornerstone of myasthenia

therapy. They apparently work by preserving en-

dogenous acetylcholine. The longer acting pyri-

dostigmine (Mestinon) is more frequently used

today. Edrophonium (Tensilon) is given intra-

venously and is the basis for a common diagnostic

test. Although adjustment of drug dosage requires

skill, adverse side effects usually diminish with

time, and drug insensitivity after chronic use is a

frequent problem.

There has been a resurgence of interest in

steroid drugs to treat myasthenia gravis.^ Anti-

cholinesterases still must be used, though the

amount required is usually less. It has recently

been suggested that perioperative use of steroids

might make postoperative management less diffi-

cult and produce an earlier disease remission.'’'

Most neurologists use steroids when the patient

receives no benefit from anticholinesterase therapy

or thymectomy.^ They have to be given indefi-

nitely, thereby increasing the likelihood of such

complications as gastrointestinal bleeding, osteo-

porosis, and hyperglycemia.

Surgical Therapy

There has been interest in treating myasthenia

gravis by thymectomy since 1901 when Weigert

reported its association with a thymoma.® Because

of the frequency of this association, at least four

attempts at partial or total thymectomy to treat

myasthenia were reported before 1936.® In that

year the first successful removal of a thymoma
from a patient with myasthenia gravis was per-

formed by Dr. Alfred Blalock at Vanderbilt Uni-

versity.® The patient, a 21 -year-old woman with

severe myasthenia gravis, experienced slow but

persistent improvement and required no prostig-

mine by her third postoperative year. In Novem-
ber, 1978, the patient was still alive and quite

active. Her myasthenia never recurred.

Large series of thymectomy to treat myasthenia

gravis were reported in the 1950s by Keynes in

OSSERMAN CLASSIFICATION
OF MYASTHENIA GRAVIS

Ocular involvement only

Mild, generalized myasthenia, with ocular involvement

Moderately severe generalized myasthenia, usually

with some bulbar involvement

Acute, severe myasthenia developing over weeks to

months; severe bulbar involvement

Late severe myasthenia, with marked bulbar involve-

ment

Great Britain ^ and from centers such as Johns

Hopkins and the Mayo Clinic.^^ Disease re-

sponse was very unpredictable, which along with

respiratory difficulties in the perioperative period

caused considerable skepticism about surgery as

treatment.

Critical analysis of various thymectomy series

and technological advances in the last two decades

renewed interest in the technique. Although my-
asthenia patients with thymoma can be helped by

thymectomy, the cure rate is much less than in

patients without tumors.® Most early series had

large numbers of thymomas, thereby lowering the

response rate. For instance the Mayo Clinic was

initially doubtful about the benefit of thymectomy,

but after realizing the bias caused by many
thymomas in their original data, they did a reap-

praisal which showed that thymectomy can suc-

cessfully treat myasthenia; after that they became

endorsers of the procedure.®

Improvements in respiratory therapy have low-

ered operative mortality considerably. In skilled

hands the operative risk is quite low, almost

eliminating respiratory insufficiency as a consid-

eration in choosing therapy.^

Thymectomy may be done through either trans-

cervical or median sternotomy incisions. Though

the former incision is more cosmetically pleasing

and associated with less morbidity, it has been

suggested that a thorough exploration and total

thymectomy require the greater exposure of ster-

notomy.i’’^® Certainly sternotomy is necessary to

remove most thymomas.

Discussion

The original rationale for performing thymec-

tomy was based on the empirical clinical observa-

tion that patients were helped by it. Also,
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approximately 75% of myasthenia patients have

thymic abnormalities, either thymoma or germinal

centers.^ Clinically obvious thymic tumors are

found in 15% to 30% of myasthenic patients,

compared to a 1 % incidence in autopsy series.

Additionally, Slater et al have recently shown

a very high incidence of unsuspected thymoma
especially in older myasthenics.

The thymus’ role in the current concept of

myasthenia as an autoimmune disease is unclear.

It probably mediates the immune response, as

immunocompetent thymic produced T lympho-

cytes could induce neuromuscular injury.^

The most frequently accepted clinical criteria

for thymectomy are listed in Table 2. Although

rare lesions such as seminoma or carcinoid tumors

may occur in the thymus, thymoma is the char-

acteristic tumor. Histopathologic features of

thymomas include various combinations of four

cell types: lymphocytic, epithelial, mixed, and

spindle cell (Fig. 2). Malignancy is determined

more by local effect than microscopic character-

istics.^ Malignant thymomas may be extremely de-

structive locally, but they rarely metastasize to

distant sites. The average survival of patients with

unresectable tumors is about two years.

^

The attitude that only myasthenia gravis pa-

tients who respond poorly to medical therapy

should be considered for thymectomy has long

prevailed. Earlier reported series consisted en-

tirely of “medical treatment failures” and the most

seriously ill.^’^'^^

The ideal candidate for thymectomy is said to

be a young woman who has had the disease for a

short time (i.e., less than five years). Numerous
recent reports have questioned this and show that

older patients (i.e., over 40 years) often respond

favorably to the surgery and that age and sex are

not as important as previously thought in deter-

mining operative indications.^’^® Reliability of re-

sponse to thymectomy seems to decrease with

disease duration.
i"*

Based on results which are apparently better

than those obtained by medical therapy, several

centers have concluded that thymectomy should

be done in all patients with generalized myas-

thenia gravis, only patients with pure ocular myas-

thenia being treated with drugs.

Disease response following thymectomy is often

delayed, but if there is to be improvement, it

usually occurs within the first postoperative year,^®

although significant improvement may take place

within a decade following the surgery.^ This can

be related to the number of germinal centers ob-

TABLE 2

THYMECTOMY INDICATIONS

Thymoma

Myasthenia gravis

Poor response to drugs

Age and sex selection

Primary treatment

served in the thymus. Delay in clinical improve-

ment is directly correlatable with the amount of

lymphocytic activity.^'^

The best surgical results seem to be obtained

when thymectomy is done early in the disease

course.^^’^®’^'^ It has been said that these patients

would be more likely to experience spontaneous

remission,^ but those who most often show this

happy result are those with only ocular myasthe-

nia, for whom surgery is never recommended

(Table 1). The apparent decreased benefit ob-

tained by thymectomy later in the disease course

could be due to long-lived (and possibly disease-

causing) thymic produced lymphocytes.^

Therapeutic response groups described by

Emeryk and Strugalska ® are similar to those used

by most clinical investigators of myasthenia gravis.

Improvement was seen in 80.2% of this clinic’s

patients after five years, with 57.5% enjoying

significant improvement. Genkins et al feel

complete remission can be obtained in 50% to

60% of patients. Cohn et al anticipate improve-

ment in 85% of patients, with complete remission

in about one third.

Early mortality in large thymectomy series

ranges from 0% to 12% 14,16,20 Most deaths

Figure 2. Photomicrograph of benign, “mixed" thy-

moma, showing both lymphoid and epithelial elements
(hematoxylin-eosin, X400).
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occurred prior to 1970 and were usually secondary

to respiratory' complications. The risk is probably

decreased by a transcervical incision and is

higher for patients with thymomas. In addition to

an increased operative risk, myasthenic thymoma
patients have a much worse response rate. Table

3 shows the comparative improvement rate after

thymectomy of patients with and without tumors.

No prospective, randomized patient series to

compare surgical and medical treatment of myas-

thenia has been reported. The unlikelihood of

this happening is attributable to the prevalent

concept that surgery should be used only as a

“last ditch” effort in cases of drug failure or sig-

nificant disease progression. In spite of this uneven

case distribution, Emeryk and Strugalska ® noted

a death rate of 8.9% in surgically treated patients

and 17.3% in those “conservatively” treated.

Average follow-up in each group was three years.

Farnsworth et al ® reported satisfactory results and

no deaths in 16 of 18 patients treated surgically.

Again the usual operative indication was “medical

failure.” Of 71 medically treated patients at the

same clinic, 23 had poor results; and there were

seven deaths.

Analysis of the combined experience of the

Massachusetts General Hospital and Mount Sinai

Hospital myasthenia clinics is very suggestive that

surgical therapy is superior.^^ Although 67% of

nonoperated women were alive after 20 years, the

complete remission and mortality rates were better

for the operated patients. Forty-one percent of

surgically treated women had complete remission,

and only 17% without thymectomy were so for-

tunate. The mortality rate in operated female pa-

tients was 9%. In nonoperated patients it was

TABLE 3

COMPARATIVE THYMECTOMY RESPONSE RATES
RELATED TO PRESENCE OF THYMOMA

With

Thymoma
Without

Thymoma

Emeryk and Strugalska ® 50% 86%

Buckberg et al 47% 70%

Lavasseur et al
“ 53% 77%

Mattila et al
“ 25% 89%

Cohn et al 62% 92%

22%. This tabulation was made before many re-

cent advances in respiratory therapy.

Comment
Final understanding of the thymus’ role in

myasthenia gravis will aid in determining indica-

tions for thymectomy. The current surgical thera-

peutic result is good and probably superior to that

obtained by medical treatment. Improvement in

perioperative management by drugs and respira-

tory therapy has produced an acceptably low

complication rate and has minimized morbidity

associated with thymectomy for myasthenia

gravis. /
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The Treatment of Functional Impotence

With Hypnosis and Age-Regression

RAY O. SEXTON, M.D. and RICHARD C. MADDOCK, Ph.D.

When a male patient presents with the chief

complaint of impotence, most estimates agree

that in 75% to 80% of these cases the primary

cause is psychological, even though the symptom
may have been precipitated by a genitourinary

disorder, a surgical procedure, or some other

medical-surgical problem. In spite of the preva-

lence of a psychological etiology, many of these

patients are reluctant to present for psychiatric

treatment. Misinformation about psychiatric care,

distrust of psychiatry or negativistic opinions

about outcome may be responsible for this re-

luctance. Nevertheless, when pathophysiological

determinants have been ruled out by the urologist,

an intensive psychiatric evaluation with a brief

treatment trial can definitively determine a psy-

chogenic etiology and beyond that be most suc-

cessful in overcoming impotence. This relies

heavily upon techniques that aid in uncovering

unconscious issues and conflicts, such as hypnosis

and sodium amytal.

It is a fundamental principle of hypnosis that

an individual can markedly alter his behavior

following acceptance of a hypnotic suggestion, re-

gardless of how this suggestion may be delivered.

For example, if it is suggested to a patient while

he is deep in a hypnotic trance that his left arm
will be paralyzed after he awakens, he will behave

accordingly and his arm will remain paralyzed

until the suggestion is removed. This uncritical

and wholesale acceptance of suggestions remains

generally true whether the suggestion was intro-

duced purposely or accidentally.

In a previous article ^ we stated that the most

long-standing emotional disorders, such as psy-

chosomatic disorders, are the result of sugges-

tions delivered earlier while the patients were in a

state of accidental hypnosis, which includes but

is not limited to physical and emotional traumas,

periods of unconsciousness, severe illnesses ac-

companied by high fever, and surgical procedures

which employ general anesthesia. During these

states, if the individual is unconscious or semi-

conscious, the mind will accept suggestions un-

critically. Furthermore, since the unconscious

mind is not bounded by temporal restraints (i.e.,

it demonstrates complete recall), the individual

may retain that suggestion until it is removed,

just as in artificial or induced hypnotic procedures.

In addition, he is normally unaware of the sug-

gestion.

We previously described this principle of acci-

dental hypnosis in the treatment of psychophysi-

ological disorders. However, we have found the

same principle to be just as applicable if not

even more so in treatment of sexual dysfunction,

possibly because of the emotional trauma which

surrounds many early childhood sexual experi-

ences. Therefore, the use of hypnosis and age-

regression in uncovering a patient’s initial sexual

experiences, which are usually repressed, has been

found to be a useful method of uncovering arti-

ficial hypnotic suggestions which account for im-

potence, dysorgasmia or other sexual disorders.

Initial sexual experiences generally occur dur-

ing an age of experimentation which precedes

puberty by five or six years. Furthermore, these

experiences are usually clandestine, since the

young child’s moral reasoning capacities at the

age of 5 or 6 years will result in his labeling sex-

ual behavior as “bad” or “dirty.” This labeling of

sex as dirty appears to be universally true and

relatively independent of upbringing, parental dic-

tates or societal strictures. As a result, the very

young child who has been involved in a sexual

episode is unable to discuss his sexual behavior

with anyone else, nor is he able to seek clarifica-

tion regarding the incident if there is any trauma

involved. In other words, a child can elicit pa-

rental support in the event of a traumatic injury
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or disease, but cannot seek this support in the

event of a traumatic sexual episode or incident.

Therefore, should such an incident occur, he usu-

ally convinces himself that “he must never tell

anyone about this” and the event is rapidly for-

gotten, i.e., repressed into the unconscious. How-
ever, the event and the corresponding suggestions

surrounding the event remain active in the un-

conscious because of the extreme emotion in-

volved at the time they were introduced, and these

suggestions have a direct effect upon subsequent

sexual performance. When it is recognized that

such deviant sexual behaviors as pedophilia, ex-

hibitionism and homosexuality are merely the re-

sult of suggestions that were delivered in a state

of accidental hypnosis, they can also be treated

with hypnosis and age-regression.

Psychological impotence is in the majority of

cases caused by the vicissitudes of fear, which fre-

quently involve a fear of intercourse, for in most

cases of impotence the inability to maintain an

erection is reported only with reference to coitus.

In other words, patients who present with im-

potence can almost always sustain an erect or

semi-erect penis in the early morning, during

masturbation, or at other times, and many report

nocturnal emissions. Consequently, fear is a com-
mon denominator in the psychodynamics of im-

potence. This prevalent fear has eight different

origins

;

• Fear of injury to oneself or someone else,

such as loss or mutilation of the penis or vagina

in some (irrational) manner. Fear of injury would

also include the fear of disease. Approximately

50% to 60% of all cases of functional impotence

involve this underlying fear.

• Fear of failure, such as the inability to per-

form or satisfy, or perhaps the fear of being

laughed at. Fifteen percent of the cases fall

within this category.

• Fear of physical death, where intercourse has

been associated with death at some time in the

past.

• Fear of moral or spiritual death, or fear of

divine retribution. This fear that one will “lose

his soul” is more difficult to treat than the fear

of losing one’s life, although it is less common.
• Fear of discovery or exposure, usually re-

lated to a specific event when the patient was dis-

covered and punished.

• Fear of pleasure, which may be related to

the suggestion, “for every good there is an evil.”

• Fear of childish behavior, of letting go or

loosening up.

• Fear of extramarital intercourse. For some

patients, impotence only occurs outside of mar-

riage, because of the obvious moral implications

of extramarital intercourse.

These eight fears are presented in descending

order of occurrence and must be identified if there

is to be a successful removal of the presenting

problem. Each of these fears will usually be re-

lated to a specific suggestion in the unconscious

arising out of some fear-provoking incident. How-
ever, when the patient presents impotence as a

problem he cannot readily verbalize these fears

since they are connected to a specific incident usu-

ally outside of conscious awareness. Therefore,

hypnosis and age-regression are invaluable in

identifying these fears, the interconnecting sugges-

tions related to these fears, and the fear-provoking

incidents. Several case histories should clarify this

process.

Case 1: Fear of Physical Death

A 44-year-old man had been impotent for four

years, following an automobile accident in which

he had been unconscious for ten minutes. Age-

regressed under hypnosis to the accident and in-

structed to relive the incident, particularly events

during the period of unconsciousness, he recalled

sirens from the ambulance and the attendant’s

voice “pronouncing him dead.” After the pro-

nouncement a blanket was placed over his face.

Although this event was not the cause of his im-

potence, it was an intensifying event to an already

existing conflict.

In a subsequent hypnotic investigation, this

patient revealed a similar occurrence at the age of

14 when he and a friend had picked up two girls

at a local restaurant. As they were driving along

a country road to find a suitable parking place,

the girl next to him proceeded to stimulate his

genitals. Sexually aroused, he asked his friend in

the back seat to drive. The patient continued his

sexual explorations in the back seat of the car,

but just as he was prepared to engage in his first

intercourse his friend, similarly preoccupied, lost

control of the car, which rolled over one and a

half times, interrupting intercourse and establish-

ing the fear that sex could lead to death, since he

lost consciousness for three or four minutes.

Discovery of this incident resulted in a rapid

recovery in sexual performance, as the suggestion

which formed a connection between sex and death

was “suggested away.”
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Case 2; Fear of Injury

A 50-year-old man advised that prostectomy

might affect his sexual performance, experienced

impotence immediately following prostate surgery.

In a hypnotic session he was age-regressed through

a number of early sexual experiences until he ar-

rived at age 4, when he was taken into an old

building on the family farm. He watched his father

examine the penis of a hired hand who had con-

tracted syphilis, and in the patient’s words “looked

like he had a large sore on the end of his penis as

if it had been burned.” His father told him, “This

is what will happen if you put your penis into a

woman.” This suggestion created minor impotence

problems for 46 years, but when postoperative

burning sensations were experienced in the rec-

tum and penis, fear of injury became overwhelm-

ing. Therapy required discovery of the fears,

connection of events, removal, and education of

the patient.

Case 3: Fear of Failure

A 38-year-old man presented with impotence

with women other than his wife and occasional

periods of impotence with his wife as well. This

began following his first extramarital affair at the

age of 3 1

.

This patient was age-regressed to his first at-

tempt at sexual intercourse at the age of 1 4 when
he and a friend were parked on a lonely road with

two sisters and were about to have intercourse.

Although our patient was contented with his part-

ner, and finally had intercourse with her, he had

a great preference for her sister and upon com-
pleting the act he was surprised by the second

sister who insisted that “he do it with her.” Be-

cause of the refractory period he was unable to

perform, but since he was sexually naive, he was
at a complete loss to explain his inability. Further-

more, she made a number of suggestions which

embarrassed and shamed him, confounding his

overall sense of failure and leaving him with the

suggestion that “he would never do it again, ex-

cept with his wife when he got married, for this

is the way that God intended it to be.” Conse-

quently the fear of failure manifested itself in

many subsequent sexual relationships until the

suggestion was removed.

Case 4: Fear of Discovery

A large number of men and women can relate

experiences where intercourse was interrupted by
parents, police officers, and friends. Such incidents

per se will not result in impotence unless the in-

cident is associated with an initial sexual experi-

ence which was either traumatic (i.e., associated

with overwhelming negative emotion), repressed,

or forced out of conscious memory. In this re-

gard, a 31 -year-old unmarried man presented with

impotence whenever he attempted intercourse in

his home town. Furthermore, he was able to per-

form away from home only after reassuring him-

self that the room was completely secured,

darkened and isolated. In addition, he and his

partner had to be completely covered. As he had

many obsessive thoughts regarding discovery dur-

ing intercourse, he would interrupt foreplay and

intercourse to check door locks, windows and

even ventilator shafts for security.

The patient was age-regressed to 6 years when
his grandmother caught him attempting inter-

course with a cousin. He was severely beaten,

locked outside the house and told that “if he was

ever caught doing this again, he would be pos-

sessed by the devil and go to hell.” Although the

incident had been completely repressed, since it

represented his first sexual experience he believed

his grandmother’s suggestion and attempted to

carry out intercourse in later years only when he

could be completely reassurred that there was no

danger of being caught.

Discussion

In all of the cases discussed above, normal sex-

ual functioning without recurrence of impotence

was restored after the initial fear was identified,

the corresponding suggestions removed, and the

therapeutic interpretations reviewed. The process

as described consists of the identification of the

trauma, identification of the corresponding fear,

and elicitation of the suggestion which accom-

panied the fear, which in most cases of impotence

represents the major therapeutic work necessary

to restore normal functioning. However, from

time to time secondary complications arise which

may also be dealt with in the course of an analysis.

Since most of the traumatic sexual events are

repressed, there has never been an opportunity to

reinterpret these events in the light of rational

thinking processes. For example, a 36-year-old

man experienced impotence after his wife died

during childbirth, and in the trauma surrounding

her death he blamed himself for her pregnancy.

During the age-regression to his wife’s delivery

and death he had the opportunity to reinterpret

the events, based upon the circumstances sur-

rounding her death. This reinterpretation was all

that was necessary to restore normal functioning.
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HYPNOSIS IN IMPOTENCE/Sexton

Secondary fear can sometimes arise in the treat-

ment of impotence. In addition to the eight pri-

mary fears described above, long periods of

impotence will often result in the secondary fear

that one will not be able to perform adequately

or maintain an erection. To overcome this sec-

ondary fear, it is often necessary to provide sup-

portive counseling which continually reinforces

the fact that the primary fear will no longer inter-

fere with performance and that the reason for

impotence no longer exists.

The treatment of primary and secondary fear

resulting in impotence lends itself quite well to

the combining of hypnosis and age-regression, as

the causes are frequently associated with repressed

or forgotten sexual trauma. Many early sexual

experiences are traumatic, since they are clandes-

tine and automatically considered immoral by the

child. They are usually misinterpreted, and al-

though they remain repressed and inactive, they

may become connected many years later to an-

other event, resulting in impotence and impaired

sexual performance. This particular approach, re-

quiring only a relatively brief period of time (15

to 20 hours), yields favorable results and the

relapse rate is low. /' ^
920 Estate Drive

Memphis, TN 38117
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VIEWS ON HEALTH INSURANCE . . .

“It is time to back up and take a broader look at the whole picture of health insurance.

Specifically, we must explore more direct means of holding down medical costs, perhaps,

such as allocating more of the expense to the patient in the form of higher deductibles, thus

making him part of the cost-controlling process and concentrating more on catastrophic

coverage. If there is a crisis in health insurance today, it applies only to the 20 million or

so people who now lack it. This is only one in every ten Americans. Does this small per-

centage justify the enormity of a national health plan?”

—Chicago Tribune—editorial (8/1/78)

* * *

“The Canadian physicians in the conference (10/78 in Toronto) focused on what they

consider to be the major issues confronting organized medicine in its fight against govern-

ment control, drawn from their retrospective and current expense:

1. The major issue is unity of the profession . . .

2. The second major issue is peer discipline . . .

3. (Third is) doctor-patient relationship. If (the) doctor-patient relationship is successfully

maintained as most of it now is appreciated in the United States, the Canadian physician

feels that no third party such as government can successfully interfere.”

—Albert E. Posthuma, M.D., President

Kent County Medical Society,

Grand Rapids, Mich.

* * *

“Contrary to its stated goals, Canada’s national health insurance program has not only

failed to increase access to medical care for the poor, but has raised the cost of medical care

for Canadians at all income levels ... In 1976 combined spending on Canada’s national

health insurance program constituted more than 10% of all Canadian government spending.

Government spending per family in 1976 amounted to an average of $1,122 for health care.

. . . The fundamental problem of access to medical services cannot be eliminated by re-

ducing the price of health services to zero for the insured population. In the short run,

there is a fixed number of doctors and hospitals, and economic analysis suggests that the

results of such rationing are less than reassuring. Consumers, unable to bid for scare

services with money, must obtain care . . . Despite the fact that the poor make less so their

waiting time may appear to cost less, people with higher paying jobs tend to have more

flexible work schedules and the ironic result of offering free services may well be the

pricing out of the (working) poor. Unfortunately, under a government-financed program,

everyone pays twice for medical care—once through taxes and again by wasting valuable

time waiting.”

—Cotton M. Lindsay, Associate Professor of Economics

University of California at Los Angeles
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Hair Transplantation

HOWARD L. SALYER, M.D.

With the cosmetic and apparel industries di-

recting more attention to personal grooming

habits today, the individual has become more

concerned with the appearance of his skin and

hair. Consequently, demand has arisen for cos-

metic work in medicine. Hair transplantation is

an excellent cosmetic procedure if performed with

care and attention to detail.

Male pattern alopecia (androgenic alopecia) is

caused by normal levels of androgenic steroids

acting on follicles that are genetically predisposed

to shed their hair. Whether this genetic expression

is through an abnormal metabolism of androgen

molecules or in the carrier/cell receptor protein

is not known. There are currently no commer-
cially available drugs which will correct this

problem, and replacement methods are therefore

either surgical or mechanical.

Today the hair transplant technique is widely

accepted in the medical community as an effective

treatment for male pattern alopecia, baldness

from scars due to accidents, operations or radia-

tion, and baldness due to inflammatory or infec-

tious diseases of the scalp. This surgical procedure,

done in the office, was developed by Dr. Norman
Orentreich over 20 years ago. Dermatologic

punches are used to transfer small cylinders of

hair-bearing scalp from the occipital areas to the

bald area.^ Each graft is somewhere between 3.0

and 4.5 mm in diameter and, depending on the

individual, may contain 6 to 18 hairs each.

At an initial consultation, the physician must

establish the suitability of the surgical candidate.

A detailed history of the candidate’s general

health, with specific attention to scarring and

bleeding tendencies, medications, allergies, psy-

chiatric problems, self-image, and surgical expec-

tations is noted. The patient is examined in terms

of scalp disease as well as the quality and quantity

of hair available as donor grafts (Fig. 1).

Reprint requests and correspondence to 1900 Patterson
St., Suite 202, Nashville, TN 37203 (Dr. Salyer).

Preparation for the procedure is quite simple.

The hair is shampooed the evening before or the

morning of the procedure. The patient is advised

not to drink alcoholic beverages for 24 hours and

to take no aspirin for two weeks prior to the pro-

cedure. He should not have a haircut for at least

six weeks prior to the time of surgery, since the

donor site is trimmed at the time of surgery, and

is more easily camouflaged if the surrounding

hair in the occipital area is long and full.

The procedure begins by anesthetizing the

donor area with a mixture of lidocaine and epi-

nepherine. Approximately 10 to 15 cc of \%
lidocaine with epinepherine is all that is necessary

for a routine procedure. The desired number of

grafts are then removed with a specially designed

4.5 mm skin punch of precision sharpness. I am
currently using a rotating mechanically driven

punch with an inside bevel that provides a more

uniform graft. The instrument must cut exactly

parallel to the direction of the hair shafts, as hair

shafts transected by misalignment of the punch

will not grow. The donor grafts are carefully

cleaned in sterile saline and any excess of sub-

cutaneous fat is trimmed away. They are meticu-

lously examined for any inherent hair spicule

which might cause a foreign body reaction if

carried with the graft into the recipient site.

Next, an equal number of hairless grafts—each

0.5 mm smaller in diameter than the donor grafts

—are taken from the bald area about 5.0 mm
apart and discarded. The donor grafts are placed

into them with attention to hair direction and the

angle of the graft in its recipient site. Each graft

should fit snugly but not be forced or jammed
into place, as if the site is too small, a cobble-

stone effect will result and the hair may grow in a

kinky manner, whereas if the recipient site is too

large, an obviously scarred margin will surround

the periphery of each graft site.

Upon completion of the surgery, the donor site

is dressed with Gelfoam and gauze sponges and

the recipient area is covered with a Telfa pad
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coated with garamycin ointment. A turban of

Kerlix bandage is then applied to the entire scalp.

No sutures are necessary in the donor site since

the donor defect shrinks to approximately 1.5 mm
upon healing and does not present a bleeding

problem postoperatively if properly dressed. The
patient is then given appropriate antibiotic medi-

cation and discharged to return the following

morning to have the bandage removed. If the pa-

tient has enough hair to cover the recipient area

easily, no one will ever suspect surgery has been

performed.

Generally, about 20 to 40 grafts are performed

in each IVi-hour session. Establishment of the

frontal hairline is exacting and tedious and may
take a little more time. A well-trained assistant

is essential.

Two weeks after the surgery, the patient re-

turns to the office to have the crusts removed, and

the sites are examined for any abnormalities. The

newly transplanted hairs go into “shock” and are

shed in another two to three weeks, and the graft

shows no hair for approximately three to four

months, at which time the hair begins to grow

approximately 14 inch per month (Fig. 2). The

hair which grows from the graft has all the prop-

erties of the donor area from which it was taken.

In most advanced cases of baldness, a “horse-

shoe” fringe remains forever as does the hair in

the graft taken from this fringe.

Three months after the transplanted hair has

begun to grow, the patient returns for “fill-ins.”

This is essential if a totally natural look is to be

achieved. The spacing at the time of initial surgery

allows for placement of randomized 2.0, 2.5, 3.0

and 3.5 mm fill-in punches at a later date. Spacing

must be allowed for during the initial coverage

sessions. If it is not, a decrease in the circulation

to the recipient area will result in poor takes and

an increase in complications.

Postoperative complications are rare, but cer-

tain common problems do arise, two of the most

common of which are placing a hairline too far

anterior or the placement of grafts in the temporal

area. A number of patients desire an anterior

hairline that matches their teenage appearance,

and they will frequently bring pictures indicating

what they desire. After careful consultation and

graphic demonstration of an appropriate hairline,

these factors can usually be worked out. If a

hairline with growing hair in a graft is placed too

far forward, it cannot be removed without

scarring.

Probably the most common complication is

HAIR TRANSPLANTATION/Salyer

Figure 1. Patient at time of consultation.

Figure 2. Growth eight months after beginning pro-

cedure.

Figure 3. Results two years after procedure started.
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edema of the forehead from the surgical trauma

and the injection of the local anesthetic in the

frontal scalp area. This can be severe enough to

cause swelling of the eyelids 24 to 48 hours later,

but it can generally be prevented by making sure

the lidocaine is not injected subgaleally and that

only a small number of punches are done at each

sitting. Postoperative infection is a very rare oc-

currence because I routinely give postoperative

antibiotics to prevent it. Postoperative pain is rare.

Mild analgesics are sometimes necessary, and a

sedative is generally used the first night or two.

Elevation or unevenness of the surface of the re-

cipient area which will occur in some patients can

usually be alleviated by dermabrasion of the sur-

face, but this should not be attempted until at

least six months after the transplant since many

cases of elevations are “cobblestoning” which

will resolve spontaneously. Not infrequently, hair

loss will continue after the transplants have been

performed. Patients will lose their hair at different

rates, and if the hair loss is a progressive type, the

initial planning should include donor reserve con-

siderations for future fill-ins. If the hair loss is

extensive, a predominant number of grafts should

be placed in the front and natural thinning of the

occiput should be allowed to remain.

Many patients wait until their baldness has ad-

vanced before they consider transplants. If the

procedure is done early, the existing hair will

camouflage the operative site. Some patients have

had hair transplants over a period of six to ten

years, in essence keeping up with their progres-

sive hair loss (Fig. 3). They have the same hair-

line and coverage they had six to ten years ago,

and their friends never suspect that they are

having the procedure performed. If the patient’s

baldness is extremely advanced, a toupee or hair-

piece may be worn during the procedure to camou-

flage the recipient site. This does not interfere in

any way with growth in the grafts.

Hair transplantation is an excellent surgical

procedure when performed by a competent cos-

metic surgeon. As with any cosmetic procedure,

proper execution is a blend of artistry and science.

The expertise, training and talent of the surgeon

are all reflected in the quality of his results, r ^
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HEALTH INSURANCE
Viewed from Another Angle . . .

“With national health insurance the limited amount of medical services will be allocated

only by time. For many middle class individuals, hours spent waiting in the doctor’s office

will not be worth the medical services received for minor ailments or preventive medicine.

For lower income people, the cost of waiting is less. In effect, then, since the national health

insurance program is not designed to increase the overall amount of medical services avail-

able, it will take medicine away from the middle class and redistribute it to the lower

income class.”

—Joseph Prinsinger, Assistant Professor of Economics

Clemson University

^ ^ ^

“.
. . The Administration tells us that 24 million Americans have no health insurance what-

ever. While 24 million is unquestionably a very low number, in evaluating a scheme as

massively scaled as national health insurance, it’s important to remember that the figure

represents approximately only 10% of our total population. There it’s critical to ask if a

mandatory program involving more than 200 million people and drastically changing our

entire health-care system—one that although flawed, still delivers the finest medical care to

be found anywhere in the world—is the most appropriate remedy for the situation. Ques-

tioning the Administration’s statistics and solution is crucial because two thirds of those 24

million uninsured Americans have incomes above the poverty line and three million of them
earn $20,000 or more a year. Is mandatory national health insurance the only instrument

through which to offer protection to a group, approximately 10% of the population, at least

some of whom are uninsured by choice?”
—Charles C. Edwards, M.D., Former Assistant Secretary for Health, HEW

Writing in the Los Angeles Times (10/22/78)

^ 5k

“While appropriate steps must be taken to provide for the uncovered poor and the

catastrophically threatened, it is not necessary to nationalize our American health care system

to meet these two critical needs . . . What hospitals need . . . are less costly federal

regulations, rather than more . .
.”

—Republican National Committee Advisory Panel (12/28/78)
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Case Report

Philadelphia Chromosome-Positive Acute

Myeloblastic Leukemia

STEPHEN KRAUSS, M.D.; TAKUO SONODA, M.D., and
CARMEN B. LOZZIO, M.D.

Introduction
The Philadelphia (Ph^) chromosome is gen-

erally considered a specific cytogenetic marker

for chronic myelocytic leukemia (CML), being

demonstrable in bone marrow preparations in

about 90% of such patients,^ In recent years,

however, patients with the clinical and morpho-

logic picture of acute leukemia have been de-

scribed with the Ph^ chromosome,^ and it has

been suggested that these patients may represent

cases of clinically silent CML presenting initially

in the phase of acute blastic transformation.^ Our
recent experience with a case of subacute myelo-

cytic leukemia which combines the morphologic,

histochemical and cytogenetic features of both

acute myelocytic leukemia (AML) and CML
may contribute to an understanding of Ph^-posi-

tive acute leukemia.

Case Presentation
A 67-year-old white male farmer was referred to the

Hematology-Oncology Service in September, 1975, with

a diagnosis of acute leukemia, made at another hospital.

Three months earlier, he developed generalized weak-
ness and shortness of breath, and one week before ad-

mission he was found at a local hospital to have anemia,

thrombocytopenia and marked leukocytosis. He denied

fever, night sweats, or weight loss. On physical examina-
tion, he appeared well-developed, well-nourished, but

somewhat pale, with positive findings to include con-

junctival pallor and occasional ronchi and rales over

the left lung base. The spleen and liver were not pal-

pable and there was no peripheral lymph node enlarge-

ment.

Initial hematologic values included hemoglobin 8

gm/dl, hematocrit 22%, WBC 39,300/cu mm with 9%
segmented neutrophils, 11% stag forms, 20% meta-

From the University of Tennessee Memorial Research
Center, Center for the Health Sciences, Knoxville.

Reprint requests to University of Tennessee Memorial
Research Center, 1924 Alcoa Hwy., Knoxville TN 37920
(Dr. Krauss).

Figure 1. Myeloblast In peripheral blood smear show-
ing two Auer rods (Wright-Giemsa X 900).

myelocytes, 25% myelocytes, 5% promyelocytes, 3%
blasts, 10% lymphocytes and 7% monocytes. Several
myeloblasts contained Auer rods (Fig. 1). The platelet
count was 36,000/cu mm. Bone marrow biopsy revealed
a markedly hypercellular marrow with a myeloid :ery-
throid ratio of > 20: 1 and no evidence of fibrosis. The
bone marrow aspirate was hypercellular, with a normal
number of megakaryocytes and a marked decrease in
red cell precursors. TTiere were 11.5% myeloblasts, some
containing Auer rods, and 16% promyelocytes. The pa-
tient’s leukocyte alkaline phosphatase (LAP) score was
11. The serum vitamin B12 level was 1,326 pg/ml, and
serum unsaturated vitamin B 12 binding capacity was
4,690 pg/ml (normal 870 to 1,800 pg/ml). Serum
lysozyme was 40.0 jug/ml (normal 4.8 to 13.0 /xg/ml),
and urine lysozyme was 40 pg/m\. The majority of the
myeloid cells in the peripheral smear were Sudan black
and perioxidase positive. Based on the findings in the
marrow and peripheral blood, a diagnosis of subacute
myelocytic leukemia, or “smoldering” aoute leukemia,
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was made, with the possibility of an atypical form of

CML being considered.

Chromosome analyses were performed on Oct. 1, <

1975 on short-term cultures of peripheral blood and bone .

marrow. The cells were incubated for 24 hours in the

absence of phytohemagglutinin and a Philadelphia chro-

mosome (Ph’^) was observed in 2 of 100 cells in meta-

phase from blood and in 5 of the 100 cells studied from

bone marrow. The majority of the cells had a normal

male karyotype, 46XY. Twenty-five percent of the cells

were hypodiploid with a modal number ranging from 39

to 45 chromosomes and 5% were hyperdiploid, having

47 to 49 chromosomes.

Because of the increased percentage of immature cells

(myeloblasts plus promyelocytes = 27.5%), and the

presence of Auer rods, after obtaining informed con-

sent we entered the patient on Oct. 3, 1975 on a treat-

ment protocol for AML of the Southeastern Cancer

Study Group. He received cytosine arabinoside, vincris-

tine, and methotrexate followed by leucovorin “rescue,”

and after three cycles of this treatment a complete re-

mission was achieved by Nov. 10, 1975. He then re-

ceived “consolidation” treatment with the same regimen

for an additional five cycles.

By Jan. 20, 1976 there was evidence of early relapse

in the bone marrow, but he failed to return for follow-

up until June 1976, when he presented with generalized

weakness and hemoptysis, having recently received blood

and platelet transfusion at another hospital. At this time

his WBC was 41,800/cu mm with 19% segmented neu-

trophils, 6% bands, 23% myelocytes, 4% promyelocytes,

20% myeloblasts, 1% eosinophils, 10% lymphocytes and

8% monocytes. Platelet count was 14,000/cu mm, and

hemoglobin was 11 gm/dl. The LAP score was 4. Bone
marrow aspirate showed 17% myeloblasts, 20% pro-

myelocytes, 23% myelocytes, 20% metamyelocytes, 7%
bands, 9% lymphocytes, 1% pronormoblasts, and 3%
normoblasts. The myeloid :erythroid ratio was 21:1.

Auer rods were again seen in the myeloblasts. Mega-
karyocytes were markedly diminished.

On June 29, 1976 repeat chromosome analysis of bone
marrow cells cultured for 48 hours without phyto-

hemagglutinin showed 10 of 50 metaphases with a Ph^

chromosome (20%), and 2 of 100 peripheral blood cells

with Ph^ (2%). The study of G bands with the trypsin

banding method ^ showed that the chromosome Ph^ was
a terminal deletion 22 ql2 and the deleted piece was
apparently translocated to the distal region of one

chromosome number 9 (Fig. 2).

The patient was started on chemotherapy with cysto-

sine arabinoside, thioguanine and daunomycin on June

28, 1976 and was in complete remission after three

cycles of chemotherapy by Sept. 13, 1976. For the first

time, fibrosis was seen in the bone marrow biopsy. The
patient was then started on maintenance immunotherapy
with BCG (Tice strain) given weekly by the tine tech-

nique. On Nov. 1, 1976 peripheral blood examination
again revealed evidence of relapse, with WBC of

33,000/cu mm, and 61% myeloblasts were seen on the

peripheral smear. The patient was again hospitalized

and received one cycle of cytosine arabinoside, 6-thio-

guanine and daunomycin. When he failed to return to

clinic, inquiries indicated that he had become despondent
over the prospect of continued intensive treatment and
committed suicide one week after discharge.

Discussion
This patient presents several features associated

with acute leukemia: the degree of cellular imma-
turity of the myeloid series, initially at a level

often described as “subacute” (bone marrow
blasts and promyelocytes = 27.5%); later, dur-

ing a subsequent relapse, with a greater degree of

cellular immaturity (61% myeloblasts)®; the

presence of Auer rods (which have been de-

scribed recently in the blastic crisis of “typical”

CML) -; the absence of splenomegaly, a finding

which makes a diagnosis of a preexisting CML
less likely; and aneuploidy in the second bone

marrow chromosome study. The response to

chemotherapeutic regimens active in AML, but

usually ineffective in blast crisis of CML, also

supports the diagnosis of acute leukemia.

Features suggesting CML are the presence of

the Ph^ chromosome, the low LAP activity, and

the elevated serum vitamin Bio binding capacity.

The very low percentage of Ph’^-positive meta-

phases (2% to 5%) in the original study, how-

ever, is most unusual for CML, where the majority

of metaphases (80% to 100%) contain the

specific chromosome marker in the marrow in un-

treated cases. In the typical case of CML, the

percentage of Ph^ -positive cells in the marrow
remains relatively constant even during busulfan-

induced remission or blastic transformation. In

the terminal blastic crisis, the Ph^ chromosome

Figure 2. Karyotype from bone marrow meta phase
stained by the trypsin banding technique, showing a
Ph^ chromosome (number 22F The deleted portion

of chromosome 22 is apparently translocated to the
distal region of one chromosome number 9,
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persists, but frequently one or more additional

alterations in karyotype are present. These vary

from case to case, but a second Ph^ has been the

most commonly observed, and was seen in one

cell in our patient. The Ph^ chromosome may be

suppressed in marrow metaphases by intensive

treatment with cell cycle specific agents such as

cytosine arabinoside and 6-thioguanine given to

the point of marrow hypoplasia, following induc-

tion of remission with busulfan.® In our patient,

the second chromosome study was done six

months after completion of chemotherapy at a

time when frank relapse of his leukemia was evi-

dent in blood and marrow preparations and the

percent of Ph^-positive metaphases increased to

20% in the bone marrow cultures. The low

leukocyte alkaline phosphatase activity of 11 and

4 respectively, on two separate occasions both

before and after chemotherapy, also is more

characteristic of CML and would be an unusual

observation in AML, where mature granulocytes,

when present, usually reveal increased enzyme

activity. On the other hand, LAP activity often

increases to elevated levels following blastic

transformation of CML."^

The increased percentage of Ph^-positive meta-

phases in the second bone marrow with 37%
myeloblasts plus promyelocytes suggests that the

“blastic” cell line arose from the clone containing

the Ph^ chromosome. This case supports the hy-

pothesis ^ that cases of acute leukemia with the

Ph^ chromosome should be considered as CML
presenting in blastic transformation. This blastic

transformation is very difficult to differentiate

from an acute myeloblastic leukemia and may
represent the terminal phase of a CML in which

the chronic “premalignant” stage is either absent,

of brief duration, or so atypical as to escape rec-

ognition. r ^
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Oncology Grand Rounds

Resectable Lung Cancer

MEHMET F. PER, M.D.; ROBERT K. OLDHAM, M.D.;

RICHARD L. PRAGER, M.D.; and F. ANTHONY GRECO, M.D., Editor

Lung cancer is the most common cause of

death in the United States, with over 100,000

new cases seen annually, 2,000 of them in Ten-

nessee.^ Although there has been significant im-

provement in the medical treatment of small cell

lung cancer, the nonsurgical therapy for other

histologic types remains far from satisfactory and

only palliative, leaving surgieal resection as the

only hope of cure or long-term remission for these

patients, who constitute 75% to 80% of all bron-

ehogenic carcinomas. The surgieal resectability

depends on the histologic type and extent of

disease, as well as the patient’s cardiopulmonary

reserve. A number of these aspeets can be deter-

mined preoperatively and are essential to the

selection of patients for pulmonary resection. A
thorough understanding of the natural history of

the disease processes is necessary in order to make
accurate decisions, and the risks of surgery need

to be balanced against the risks of the disease if

treated less than optimally. Newer diagnostic

techniques such as cytology, fiberoptic bronchos-

copy and mediastinoscopy have improved our

ability to evaluate patients preoperatively, and

abundant information has accumulated since the

first suceessful resection of a lung tumor in 1933.^

The purpose of this review will be to summarize

the previous experience with the surgieal therapy

of lung caneers, the usefulness of newer diagnostic

techniques in evaluating patients and prospects

for future improvements, mainly through adjuvant

therapy. Small cell carcinomas will not be dis-

cussed, as their treatment is nonsurgical, due to

the presence of micrometastases in 99% of the

From the Divisions of Oncology and Cardiac and

Thoracic Surgery, Vanderbilt University Medical Center,

Nashville, TN 37232.

patients who clinically appear to have resectable

tumors.^ The recent developments in the therapy

of small cell lung cancer have been reviewed else-

where.^

Histologic Types, Staging and

Natural History

It is an important basic concept that lung can-

eer cannot be considered as a single disease entity,

and various histologic types behave differently. In

the United States, 30% to 50% of all broncho-

genic carcinomas are classified as epidermoid car-

cinoma, 20% to 25% as adenocarcinoma, 10%
to 20% as large cell anaplastic carcinoma, and

the remaining 20% to 25% as small cell ana-

plastic carcinoma, as determined by light micros-

copy. Rare types such as bronchial carcinoids,

primary sarcomas arising in the lung, and meso-

theliomas constitute less than 1% of all lung

tumors. Table 1 summarizes the light microscopic

classification of bronchogenic carcinomas as pro-

posed by the Pathology Committee for the Work-

ing Party for Therapy of Lung Cancer.^ In con-

trast to the earlier systemic spread seen with

adenocarcinomas and large cell anaplastic carci-

nomas, epidermoid carcinomas may remain local-

ized for longer periods. In an autopsy series of

418 patients, 126 cases were classified as epider-

moid carcinoma, 46% having died with disease

limited to the thorax.^ In the same series, 110

cases were classified as adenoearcinoma, only

18% having tumor restricted to the chest, and of

80 patients with large cell anaplastic tumors

17.5% were free of distant spread. The remaining

102 patients in this study had small cell carci-

nomas, only four of whom had regional disease

alone at the time of autopsy. Of those patients
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TABLE 1

LIGHT MICROSCOPIC CLASSIFICATION OF
BRONCHOGENIC CARCINOMAS®10.

Epidermoid carcinoma

11. Well differentiated

12. Moderately differentiated

13. Poorly differentiated

20.

Small cell anaplastic carcinoma

21. Lymphocyte-like (oat cell)

22. Intermediate cell (fusiform,

polygonal, others)

30.

Adenocarcinoma

31. Well differentiated

32. Moderately differentiated

33. Poorly differentiated

34. Bronchioloalveolar/papillary

40.

Large cell carcinoma

(40/30) with mucin production

(40/10) with stratification

41. Giant cell

42. Clear cell

who had distant spread, epidermoid carcinomas

most frequently metastasized to the liver, adrenals,

kidney and opposite lung.

Spread patterns were similar for adenocarci-

noma and large cell anaplastic carcinomas, but

with an increased frequency. Adenocarcinomas

involved the central nervous system in 37% of

patients at the time of death. Poorly differentiated

tumors of all cell types had a higher propensity

for systemic spread. In another study of patients

who had “curative” resection of their malignancy

and died within one month of the operation from

unrelated causes, over a third had residual tumor

or distant spread.” There was no difference in the

frequency of residual disease between the other

than small cell histologic types. Of the patients

with epidermoid carcinoma who had residual

tumor, 50% had disease at the bronchial stump
or in the regional lymph nodes, while distant

spread was more common in adenocarcinoma and

large cell carcinoma.

Clinically, two thirds of epidermoid cancers

arise in the proximal airways, thus lying in the

central or hilar regions. Adenocarcinomas and

large cell tumors may occur either centrally or

peripherally, although they are usually peripheral.

Difficulties are met in the histologic classifica-

tion of lung cancers when there is a mixed pattern

or if the tumor is poorly differentiated. It is then

important to specifically evaluate the possibility of

a small cell carcinoma of the intermediate sub-

type, which is easily confused with poorly differ-

entiated carcinomas of other than small cell type,

although it is biologically similar to the “oat cell”

subtype, with early systemic spread, and respon-

siveness to chemotherapy and radiotherapy. In a

retrospective study of 48 poorly differentiated

lung cancers in our institution, up to 25% of the

tumors were felt compatible with this histology.*

Electron microscopy, if available, may help in

such cases by showing neurosecretory granules,

and the value of tumor markers and immunocyto-

chemical methods are being investigated.®

Tumor kinetics of lung cancer have been stud-

ied extensively.^® In a review of various studies,

the overall mean doubling time for epidermoid

carcinoma was 103 days (range 7 to 381 days),

large cell anaplastic carcinoma 92 days (range 48

to 112 days), adenocarcinoma 187 days (range

17 to 590 days), and small cell carcinoma 33

days (range 17 to 71 days).^® The mean doubling

time for adenocarcinomas was significantly longer

than others, the shortest doubling time being that

of small cell cancers. Rapid doubling time usually

correlated well with poor survival. It has also been

reported that tumors with shorter doubling times

recur earlier following resection. The interval

from primary tumor resection to the diagnosis of

recurrence was 4.8 months for tumors with dou-

bling times less than 20 days, while it was 29.5

months if doubling times exceed 40 days.^^ The
relationship of doubling time and response to

chemotherapy or radiotherapy has not been well

established except for small cell carcinomas which

have the shortest doubling time and are the most

responsive.

Size of the tumor at the time of resection has

been correlated with survival. In one series, five-

year survival rate for patients with resected periph-

eral tumors 2 cm or less in diameter was 68%,
while the same figure was only 41% if the tumor

was larger than 3 cm in diameter.^^ In another

study, the overall four-year survival following re-

section was 53% if tumors were less than 2 cm in

diameter, in contrast to only 29% if tumors

measured over 4.5 cm.^* The involvement of hilar

lymph nodes made little difference in survival if

tumors were less than 3 cm in diameter.^^ In con-

trast, the existence of pleural effusion has usually

been an indicator of a grave outcome, regardless

of tumor size or identification of malignant cells

in the fluid, with most of such patients surviving

for less than a year.^^

In order to provide guidelines for assessing the

extent of disease and to define the patients at high
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risk for recurrence, a detailed anatomic staging

system has been devised, based on the TNM
classification.^® A simplified outline of this system

is shown in Table 2.

Survival patterns following resection are listed

according to histologic type and stage (Table 3).

As epidermoid carcinomas have a lesser propen-

sity for early distant spread, the chances of local

removal are better, although adenocarcinoma and

large cell carcinomas have a comparable survival

rate if resected at the same stage. It is important

to note that these figures are derived from patients

who had a complete staging procedure at thora-

cotomy, including dissection of subcarinal and

paratracheal lymph nodes even in the absence

of obvious spread. If this practice is not followed,

occult involvement of these nodes may be missed

and patients understaged, and survival would

appear worse for any given stage.

Preoperative Evaluation

Recent developments in diagnostic techniques

have increased our ability for preoperative evalua-

TABLE 2

SIMPLIFIED OUTLINE FOR THE STAGING
OF LUNG CANCER ^ “

Stage I: Tumor less than 3 cm in diameter. Hilar

lymph nodes may or may not contain

metastatic tumor, or:

Tumor greater than 3 cm in diameter, with-

out involvement of adjacent structures or

hilar nodes.

Stage II: Tumor greater than 3 cm in diameter, with

spread to ipsilateral hilar lymph nodes.

Stage III: Tumor invading mediastinal structures or

chest wall, mediastinal lymph nodes or dis-

tant spread.

tion and better selection of patients for thorac-

otomy.

Fiberoptic bronchoscopy has added to our ca-

pability to localize and biopsy tumors in more

peripheral parts of the bronchial tree, with mini-

mal morbidity.^® The diagnostic yield of bronchial

washings and forceps biopsy may reach 95%.
Postbronchoscopic sputum cytology has been sug-

gested as a routine test following the procedure,

as it may occasionally be the only way to recover

malignant cells.

Whether mediastinoscopy should be performed

routinely or on a selective basis remains a con-

troversial issue. The indications that have been

recently suggested include suspicion of carinal or

mediastinal involvement on x-rays or bronchos-

copy, patients with central lesions or paralysis of

the recurrent laryngeal nerve, patients where small

cell carcinoma is suspected and in inoperable pa-

tients where a tissue diagnosis may be needed.^'^’^®

Some surgeons still continue to perform mediasti-

noscopy in patients without radiologic evidence of

mediastinal spread, as x-rays may be false-

negative in up to 25% of such patients. Of all

patients with lung cancer 35% to 45% have

positive findings on mediastinoscopy, and patients

with negative findings have resectable tumors in

80% to 90% of the time. Lesions arising on the

left side may spread beneath the aortic arch and

may not be accessible to the scope.

Sputum cytology may help establish the diag-

nosis preoperatively and accuracy as high as

80% has been reported in determining tissue

type.^® In general, the greatest determinant of the

accuracy is the expertise of the cytologist. The

most reliable cytologic diagnosis is that of the

“oat cell” carcinoma, which is helpful in avoiding

unnecessary surgery in such patients.

Percutaneous fine needle aspiration biopsy is

another technique that may yield similar informa-

tion preoperatively, particularly in peripheral

lesions, and has provided the diagnosis of malig-

TABLE 3

SURVIVAL PATTERNS IN RESECTED LUNG CANCER, ACCORDING TO HISTOLOGIC TYPE AND STAGED

% surviving at

Stage I

24 mo 60 mo
Stage II

24 mo 60 mo
Stage III

24 mo 60 mo

Epidermoid carcinoma

Adenocarcinoma and large cell Ca

Small cell Ca

65% 55%

65% 50%

less than 1%

45% 35%

30% 20%

less than 1%

30% 20%

20% 10%
None
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nancy in as many as 78% of patients with pe-

ripheral tumors.^® Approximately 25% of patients

subjected to this procedure develop pneumo-

thorax, but only 5% to 8% require the insertion

of a chest tube.

Extensive radioisotope scanning of patients pre-

operatively has not proved helpful in detecting

occult metastases in the absence of suspicious

symptoms, signs, or chemical abnormalities.^^

Such practice may actually lead to false-positive

findings and complicates the evaluation.

In assessing a patient’s physiologic ability to

undergo surgery, the abnormalities in cardiopul-

monary function need to be matched with the

anticipated extent of resection and balanced

against the fatal outcome of metastatic lung can-

cer. Overall surgical mortality varies between 5%
to 10%.® Myocardial infarction within the past

six months and FEVi less than 1.5 liter are usually

considered contraindications to surgery, while

FEVi more than 2 liters would indicate that the

patient can probably tolerate pneumonectomy.®

Details of technical and physiologic factors in-

fluencing resectability will not bs discussed fur-

ther in this brief review, and are available else-

where. Overall, only half of all patients with

lung cancer are considered as candidates for

thoracotomy and half of those operated on are

found to have resectable tumors at the time of sur-

gery. Age alone has not adversely influenced long-

term survival following resection.^^’^®

Adjuvant Therapy

Much effort has recently been concentrated on

attempts to reduce recurrence rates following re-

section, by adding nonsurgical measures to the

treatment program. One of the most encouraging

results has been obtained by the use of intra-

pleural BCG as an immunostimulant. Based on

the observations that postoperative empyema
improved eventual survival, it was postulated that

microorganisms were somehow stimulating the

immune system in a nonspecific fashion and in-

creasing the host’s ability to eradicate any micro-

scopic residual. As BCG had been extensively

used in both experimental animals and in humans
with great safety, studies were conducted with

this agent as an immunostimulant. In a random-

ized prospective study patients were given a single

dose of intrapleural BCG or a placebo following

the resection of their tumor.^^ Of the stage I pa-

tients followed for over a year, 22 of the 30

patients who received BCG were free of tumor,

(8 of 30 recurrent) while 19 of the 35 control

patients developed recurrence (median follow-up

approximately three years ).^® Toxicity was mini-

mal and included transient fever and malaise in

most patients, and transient asymptomatic eleva-

tions of alkaline phosphatase. Patients were given
a 12-week course of INH, starting two weeks after

the injection, and systemic BCG infection was
prevented. Although these results appear encour-
aging, the number of patients were limited, and
an extension of the study is currently being in-

vestigated by the Lung Cancer Study Group, in-

cluding our institution, for stage I patients.

There is no evidence that stage II and III pa-
tients benefit from intrapleural BCG alone, al-

though these patients are at the highest risk for
recurrence. It has been suggested that levamisole,
an anthelmintic agent which potentiates both
cellular and humoral immunity through undeter-
mined mechanisms, improves survival when used
as an adjunct to surgery in lung cancer.^" As pre-
dicted from its natural history, epidermoid carci-

nomas are likely to recur regionally, and the
current studies are therefore evaluating the poten-
tial usefulness of local adjuvant therapy, i.e.,

radiotherapy, with or without the addition of
levamisole, in these patients with stage II or III

epidermoid cancer following resection, compared
to a control group (standard therapy), in a ran-
domized, prospective fashion. As the likelihood

of systemic recurrence is greater in patients with
stage II and III adenocarcinomas and large cell

carcinomas, these patients may possibly benefit

from systemic adjuvant therapy. The current stud-

ies are therefore designed to evaluate the poten-
tial benefit of systemic immunotherapy with
levamisole plus intrapleural BCG in this setting,

and comparing it to six cycles of combination
chemotherapy with cyclophosphamide (Cytoxan),
doxorubicin (Adriamycin) and cis-platinum. This
chemotherapy regimen is the most active combina-
tion against metastatic lung cancer of other than
small cell type reported so far, with response rates

reaching 40%. The median survival of responders
is nearly 15 months compared to 3 months in

nonresponders. The potential benefit in an ad-

juvant setting postsurgical resection is yet to be
determined. Hopefully the value of these thera-

peutic maneuvers will be determined in the

coming years, as more patients are followed for

longer periods.

In summary, surgery remains the primary mode
of therapy in lung cancers of other than small cell

type whenever possible. A thorough evaluation of

the histology and staging is needed in order to
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plan optimal management. Adjuvant therapy with

nonsurgical modalities following resection is being

evaluated in a systematic fashion and appears en-

couraging. The importance of preventive mea-

sures, particularly that of stopping cigarette smok-

ing, should not be overlooked while efforts are

concentrated on improving treatment. r

REFERENCES

1. Cancer Facts and Figures. American Cancer Society, New
York, NY, 1978.

2. Graham EA, Singer JJ: Successful removal of an entire lung

for carcinoma of the bronchus. JAMA 101:1371, 1933.

3. Watson WL, Berg JW: Oat cell lung cancer. Cancer 15:759-

768, 1962.

4. Greco FA, Einhorn LH, Richardson RL, et al: Small cell

lung cancer: Progress and perspectives. Semin Oncol 5:323-335,

1978.

5. Matthews MJ: Morphology of lung cancer. Semin Oncol

1:175-182, 1974.

6. Mountain CF: Surgical therapy in lung cancer: Biologic,

physiologic and technical determinants. Semin Oncol 1:253-258,

1974.

7. Matthews MJ, Kanhouwa S, Pickren J, et al: Frequency of

residual and metastatic tumor in patients undergoing curative

surgical resection of lung cancer. Cancer Chemother Rep 4:63-67,

1973.

8. Fer MF, Rogers LW, Richardson RL, et al: The intermediate

subtype of small cell lung cancer: A frequently unrecognized
neoplasm, abstracted. Clin Res 27:384A, 1979.

9. Richardson RL, Greco FA, Oldham RK, et al: Tumor prod-
ucts and potential markers in small cell lung cancer. Semin Oncol
5:253-262, 1978.

10. Straus MJ: The growth characteristics of lung cancer and
its application to treatment design. Semin Oncol 1:167-174, 1974.

11. Joseph WL, Morton DL, Adkins PC: Prognostic significance

of tumor doubling time in evaluating operability in pulmonary
metastatic disease. J Thorac Cardiovasc Surg 61:23-32, 1971.

12. Steele JD, Kleitsch WP, Dunn JE Jr: Survival in males with
bronchogenic carcinomas resected as asymptomatic solitary pul-
monary nodules. Ann Thorac Surg 2:368-376, 1966.

13. Jackman FJ, Good CA, Clagett OT: Survival rates in

peripheral bronchogenic carcinomas up to four centimeters in

diameter presenting as solitary pulmonary nodules. J Thorac
Cardiovasc Surg 57:1-8, 1969.

14. Mountain CF: Lung Cancer: Natural History, Prognosis

and Therapy, Israel L, Chahinian AP (eds). New York, Academic
Press Inc, 15^6, pp 107-140.

15. Mountain CF: Assessment of the role of surgery for control

of lung cancer. Ann Thorac Surg 24:365-373, 1977.

16. Chaudhary BA, Yoneda K, Burki N: Fiberoptic bron-

choscopy. Comparison of procedures used in the diagnosis of

lung cancer. J Thorac Cardiovasc Surg 76:33-37, 1978.

17. Fleming WH: Mediastinal biopsy: selective or routine? Am
Surg 43:74-76, 1977.

18. Acosta JL, Manfredi F: Selective mediastinoscopy. Chest
71:150-154, 1977.

19. Erozan YS, Frost JK: Cytopathologic diagnosis of lung
cancer. Semin Oncol 1:191-198, 1974.

20. Mark JBD, Marglin SI, Castellino RA: The role of bron-
choscopy and needle aspiration in the diagnosis of peripheral lung
masses. J Thorac Cardiovasc Surg 76:266-268, 1978.

21. Ramsdell JW, Peters RM, Taylor AT, et al: Multiorgan
scans for staging lung cancer: Correlation with clinical evaluation.
J Thorac Cardiovasc Surg 73:653-659, 1977.

22. Kirsh MM, Rotman H, Bove E, et al: Major pulmonary
resection for bronchogenic carcinoma in the elderly. Ann Thorac
Surg 22:369-373, 1976.

23. Harviel JD, McNamara JJ, Straehley CJ: Surgical treat-
ment of lung cancer in patients over the age of 70 years. J Thorac
Cardiovasc Surg 75:802-805, 1978.

24. Takita H: Effect of postoperative empyema on survival of
patients with bronchogenic carcinoma. J Thorac Cardiovasc Surg
59:642-644, 1970.

25. McKneally MF, Maver C, Kausel HW: Regional immuno-
therapy of lung cancer with intrapleural BCG. Lancet 1:377-379,
1976.

26. McKneally MF: Personal Communication, 1979.
27. Amery W: Final results of a multicenter placebo-controlled

levamisole study of resectable lung cancer. Cancer Treat Rep 62:
1677-1684, 1978.

598



Topics in Nuclear Medicine and Ultrasound

Ultrasound Evaluation of a Complex Ovarian Tumor

HARRY G. BROWNE, M.D.; KENNETH EARL, ART-AIUS; and BILLY H. COPELAND, M.D.

A 41-year-old nurse visited her physician complaining

of recent moderate pain in the left pelvis and fullness in

the lower abdomen. She had otherwise been well and

carried on her work in a normal fashion. Physical exam-
ination was normal except for ballotable fluid in the dis-

tended abdomen suggesting a cystic mass or ascites and

the apparent presence of a mass in the pelvis. There

was no abdominal tenderness. All routine laboratory

studies were within normal limits and the patient ap-

peared in the peak of good health.

An ultrasound examination demonstrated a complex

mass in the pelvis near the midline (Figs. 1 and 2).

Most of the pelvic or lower portion of the mass had the

characteristics of a solid tumor. It was sonolucent but

had internal echoes and did not transmit accentuated

sound waves beyond its posterior wall. A smaller cystic

lesion near its upper margin (Fig. 1,C") lacked internal

echoes and sound transmission was enhanced beyond its

posterior wall (Fig. l,e). On one transverse image this

cystic lesion (Fig. 2,C") appeared to open into a larger

cystic portion of the mass in the abdominal cavity (Fig.

2,0). The fluid in the cyst conformed to the outline of

the distended abdomen to a point about 3 cm above the

umbilicus. Loops of bowel did not float freely or rise to

the surface in the fluid, but were displaced upward, down-
ward, and laterally. No evidence of ascitic fluid was
found behind the liver or in the pouch of Douglas with

the patient supine.

A laparotomy was performed, and the uterus, ovaries

and oviducts were resected. The left ovary was partly

replaced by a solid, firm, grayish-tan fibrous tumor meas-
uring 8.5 X 6 X 6 cm (Fig. 3). Several very small cysts

were found within the otherwise homogeneous tumor and
the associated ovary. A larger cyst measured 3 cm across

(Fig. 4) and communicated with the lumen of a huge
thin-walled cystic tumor measuring 17 cm in diameter
and filled with clear amber fluid (Fig. 3). The lining and
surface of the cyst wall were smooth and not thickened
by papillary lesions. Microscopic examination showed
that this was a benign cystic serous tumor of the ovary
lined by a single layer of cells and that the solid portion

of the tumor was a benign thecoma.

Discussion

Complex tumors of the ovary/ i.e., tumors with

cystic and solid components, may be either benign

or malignant. Both benign and malignant ovarian

tumors may be associated with serous effusions or

ascites. Rupture of a benign mucinous cyst-

adenoma either as an isolated tumor or component

From the Department of Ultrasound and Nuclear
Medicine, Livingston Community Hospital, Livingston,

TN 38570.

of an ovarian dermoid can lead to pseudomyxoma
peritonei. Large complex tumors of the ovary

when accompanied by ascites and occurring in the

fourth or later decades of life are apt to be malig-

nant. One key to the benign nature of this lesion

was the health of the patient. The cyst was not

tightly ballooned with fluid and conformed to the

abdominal cavity, so that the condition clinically

mimicked ascites. The complete displacement of

loops of bowel, the confinement of fluid to the

Figure 1. b = bladder; u = uterus; m = solid mass;

C' = large cyst; C" = small cyst; S = symphysis

pubis.

Figure 2. C' = large cyst; C' ' = small cyst; M = solid

mass; 0 = opening.

AUGUST, 1979 599



Figure 3. C' = large cyst; M = solid tumor.

Figure 4. M = solid tumor; C' ' = small cyst.

mid and lower abdomen and pelvis, and the lack

of fluid in the cul de sac are clues to the existence

of a cyst wall and the absence of ascitic fluid. In a

younger patient a unilateral complex ovarian mass

of this type might represent an endometrioma or

possibly a dermoid with a very large cystic com-

ponent. In an older patient a complex mass of this

nature might be a serous cystadenoma or cyst-

adenocarcinoma, a mucinous cystadenoma, or mu-
cinous cystadenocarcinoma. Papillae within the

wall of a cyst visible by ultrasound represent an-

other sign of malignancy.

Serous neoplasms represent about 25% of all

ovarian neoplasms, and represent 20% of benign

and 40% of malignant primary tumors of the

ovary. The pure thecal tumor is almost always

benign. Thecomas characteristically contain cysts,

although such a large cystic component as this is

rare.

Summary
In summary, a solid ovarian tumor with two

cysts was demonstrated by ultrasound. One cyst

within the tumor measured 3 cm across and com-

municated directly in a dumbbell fashion with a

much larger thin-walled cyst that filled the entire

midabdomen. Histologic diagnosis based on ultra-

sound data alone is often hazardous and should

not be made. Nevertheless, in this case, careful

analysis of the images and clinical data leads to

some accurate conclusions about the nature of the

lesion. The result represents an ideal often

achieved when positive findings derive from use of

this diagnostic tool, i.e., “what you see is what

you get.”
,

^
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SOCIAL PROGRAMS...

“Today, the liberals and progressives of our society must match their compassion and

generosity with competence and efficiency. Unless we accept and meet the challenge of

austerity with good management, we will surrender to an undiscriminating Proposition 13

mentality that will do violence to the concepts of the social justice on which the programs

of the New Deal and Great Society are so soundly based. We intend to discipline these social

programs while we fight those who would dismantle them.”

—Joseph Califano, Secretary, HEW
Chicago Tribune (12/29/78)
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EKG of the Month

W. BARTON CAMPBELL, M.D.

Three weeks prior to this electrocardiogram (EKG)
an 18-year-old man was seen in another hospital follow-

ing two episodes of “heart flutter” which lasted one min-

ute each. He had no associated symptoms, but one day
prior to this EKG during heavy exertion he had chest

discomfort, diaphoresis and diminution in his vision. He
was admitted to the hospital elsewhere and found to be

in atrial fibrillation with a ventricular rate of 280 to

300/min. The QRS complexes were wide. After treat-

ment with intravenous lidocaine (Xylocaine), digoxin,

and propranolol hydrochloride (Inderal) he reverted to

sinus rhythm and has subsequently been asymptomatic.

He was referred for further evaluation.

On physical examination he had a blood pressure of

110/72 and his pulse was regular. He had a wide second
sound which moved physiologically, arterial pulses were
normal, and there were no abnormalities on physical

examination. His admission laboratory work and chest

film were normal. An EKG was obtained (Eig. 1).

onds, and the QRS forces are unusually rightward,

causing a prominent S wave in standard lead I,

and anterior, causing a prominent R wave in Vi.

These findings would raise the question of right

ventricular enlargement or right bundle branch

block. Furthermore, the QRS duration appears

widened and is in the range of .12 seconds. In

this EKG right bundle branch block is not re-

sponsible for the abnormal tracing. There is a

prominently slurred initial portion of the R wave
in leads II, III and aVF and also in the precordial

leads. This “delta” wave is a classical finding with

preexcitation syndrome. The history of paroxys-

mal tachycardia in association with short PR in-

> ; ,

1

SI
''

r

. r

Figure 1

Discussion

The tracing shows normal sinus rhythm with a

rate of 60/min. The P wave is normal in con-

figuration, but a PR interval in some leads (II,

aVL) is extremely short in the range of .10 sec-

From the Department of Cardiology, St. Thomas Hos-
pital, P.O. Box 380, Nashville, TN 37202.

terval, “delta” wave and wide QRS complex is

compatible with the Wolff-Parkinson-White syn-

drome.i Widening of the QRS complex is not due

to bundle branch block as Wolff, Parkinson and

White originally surmised, and the PJ interval is

normal in this syndrome. In this case the forces

Continued on page 603
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X-ray of the Month

SAADOON KADIR, M.D.

A 70-year-old diabetic with a history of metastatic

prostatic carcinoma experienced severe right upper quad-

rant pain. Physical examination revealed fever, right

upper quadrant tenderness and guarding. Laboratory

examination showed an elevated WBC count, A radio-

graph of the abdomen was obtained (Fig. 1). What is

your diagnosis?

( 1 ) Chronic cholecystitis

(2) Emphysematous pyelonephritis

(3) Emphysematous cholecystitis

(4) Cholecystoenteric fistula

Figure 1. Supine radiograph of abdomen shows a pear

shaped collection of gas in the right upper quadrant.

Multiple osteoblastic metastases are present.

Erom the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.

Discussion

Emphysematous cholecystitis is a rare form of

acute cholecystitis with about 120 cases reported

in the literature. Obstruction of the cystic duct

by a calculus and less frequently by kinking or

angulation, lymph nodes, tumors and anomalous

blood vessels leads to ischemia of the gallbladder

wall, as a result of the distention.^ ® Superimposed

infection by gas-forming organisms, i.e., Clostri-

dia, Escherichia coli or anaerobic streptococci, is

responsible for the characteristic radiographic

findings.^

Men are affected three times as frequently as

women, with the peak incidence between the fifth

and seventh decades.^ The clinical picture is more
severe and toxic than in acute cholecystitis.

Approximately 27% of these patients have dia-

betes mellitus.^’*^

The radiographic features of emphysematous

cholecystitis are diagnostic but do not develop

until 24 to 28 hours after onset of symptoms.^’®

Initially a necklace of intramural gas bubbles is

seen in the gallbladder wall. Subsequently gas

enters the lumen of the enlarged and distended

gallbladder. An air fluid level may be demon-

strable on upright or decubitus films (Fig. 2).

Figure 2. Upright film demonstrates air fluid level.

Note the necklace of pearls appearance of gas in the

gallbladder wall (arrows).
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Extension of gas along the biliary ducts into the

intrahepatic segments is very uncommon.^

In chronic cholecystitis and cholecystoenteric

fistula air may be present within the lumen but not

Figure 3. Supine radiograph in right posterior oblique

projection shows anterior location of the gas collection

(arrows).

in the gallbladder wall.^ Lipomatosis of the gall-

bladder may simulate gas within the wall. How-
ever, intraluminal air is not a feature of this rare

entity.

In emphysematous pyelonephritis an air fluid

level is uncommon. Furthermore, the collection of

gas is often larger and is located posteriorly, as

demonstrated by radiographs in the oblique pro-

jection (Fig. 3). The configuration of the gas col-

lection by itself does not permit differentiation."

FINAL DIAGNOSIS: Emphysematous cholecys-

titis. r’
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EKG of the Month . . .

Continued from page 601

are usually anterior causing a prominent R wave

in Vi and V2 . In the classification of Rosenbaum
et al

^ “type A” preexcitation suggests an

anomalous pathway from the atria to ventricles

which stimulates a portion of the left ventricle.

When atrial fibrillation occurs in preexcitation

the rate is usually quite rapid due to rapid con-

duction across the anomalous atrial ventricular

pathway. Digitalis is contraindicated in these peo-

ple, as it most commonly enhances conduction

over the anomalous supraventricular pathway and

will result in faster rates (occasionally with ven-

tricular fibrillation). Propranolol hydrochloride

alone has subsequently been effective in ablating

the atrial fibrillation in this patient.

FINAL DIA GNOSIS: Wolff-Parkinson-White

Syndrome.
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ON-LINE MEDICAL
PROCESSING
Physicians - Clinics - Dentists

Batch Services On-Line Services

In-House Systems

DATASTATION PRINTER

Direct from your office to the computer via telephone lines and
available back to you at the push of a button

:

Patient’s Name and Address Charges & Payments for the past 1 5 months
Up-To-Date Aged Balance Itemized Statement of Current Month Charges
Delinquency Status Itemized Year-To-Date Statements

Family Members on Rle Standard AMA Insurance Forms

As data is entered it is visually verified on the datastation screen. The
entering of patient account numbers automatically generates the

patient’s name on the datastation screen to ensure that the correct

patient is being charged or credited.

By including a printer, an itemized statement of current month or

current year transactions can be printed in your office on any patient

desired. Also, standard AMA insurance forms can be printed on any

patient selected.

We are not “Johnny Come Latelies’’ in the medical field: we have

been processing medical billing and providing other batch services

for more than 1 2 years in the Mid-South Medical Community for

many of your colleagues.

Call today for a demonstration.

(901)452-9000
MEDICAL DATA SERVICES, INC.

3637 PARK AVENUE
MEMPHIS, TENNESSEE 381 1

1

Carroll L. Lewis, CDP Edward L. Kallaher
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GENERAL

The Army Medical Department (AMEDD) represents the largest comprehensive system of health care in the

United States. Within one centrally directed system, the medical disciplines of patient care, preventive

medicine, research, education, and administration are coordinated to provide a unified system of health

care for approximately three and one-half million people including Active Army personnel, their

dependents, as well as retired military personnel and their dependents.

During the summer of 1980, the Army is offering a large number of First Year Graduate Medical Education

(FYGME) positions. Previously, most positions were filled by participants in the US Army Health Profes-

sions Scholarship Program (HPSP). However, for training beginning in July 1980, the Army will be actively

seeking qualified civilian applicants who have no current Army affiliation.

DESCRIPTION

Army medical training programs are among the best in the nation. All are approved by the Liaison

Committee on Graduate Medical Education of the American Medical Association. Virtually all recognized

residencies are offered. Most Army training facilities are affiliated with a medical school. Medical centers

and hospitals are well equipped with laboratory, medical, surgical, radiological, library and other requisite

facilities. Medical records keeping is excellent.

All patients are available as teaching patients. The range of cases, both in age and complexity, is virtually

impossible to duplicate. Because of the scope of the Army's activities and its highly sophisticated evacu-

ation system, you will have the chance to see and study diseases you would never encounter in most

programs. Furthermore, you have no worry about your patient's ability to pay.

The following Army FYGME programs are offered:

(1 ) Flexible. The flexible FYGME program is designed as a year of broad medical education prior to

pursuing a specialized residency or as a program for individuals as yet undecided about further specializa-

tion. Four months of medicine are required in this program along with additional requirements and

electives that vary slightly from teaching center to teaching center.

(2) Categorical. Categorical programs are offered in medicine, surgery, obstetrics/ gynecology,

pathology, pediatrics, physical medicine, and family practice. The majority of the 12 month period is spent

on the service concerned or in related areas and is considered by most of the appropriate specialty boards as

the first year of residency training.

(3) Categorical diversified. These programs are essentially a combination of the above two and are

offered in radiology, psychiatry, neurology, and anesthesiology. The primary emphasis is upon the major

specialty with additional required and elective rotations on other services.

To find out more information concerning this program, the eligibility criteria, service obligation, benefits

and application procedures contact the AMEDD Personnel Counselor serving your area.

Deadline for applications is 1 September 1979. All applicants are encouraged to also participate in the

NIRMP. Sections for the Army FYGME Program will be announced in sufficient time for selectees to

withdraw from the NIRMP.

Call Collect/Person to Person
CPT JESSE JOHNSON

(901 )
725-4445

AN EQUAL OPPORTUNITY EMPLOYER



Mental Health Report

Revision in the Federal Developmental Disabilities Act

Margaret Smith is 25 years old. On the day

after her high school graduation, she was critically

injured in an automobile accident, Margaret is

now confined to a wheelchair and cannot attend

to her personal needs—food, hygiene, and ap-

pearance. She also finds it difficult to speak.

Until recently, Margaret Smith and persons like

her were not eligible for services under the Fed-

eral Developmental Disabilities Act, but last

November, President Carter signed the Rehabilita-

tion Comprehensive Services Act of 1978, which

contains amendments to the Developmental Dis-

abilities Act (P.L. 94-103) and Rehabilitation

Act of 1973 (P.L. 93-112) providing for a new
program of independent living services and special

employment programs for the handicapped.

Whereas the original act of 1973 provided

services only for persons suffering from mental

retardation, autism, epilepsy, and cerebral palsy,

these revisions in legislation redefine the eligible

population, shift emphasis from planning to pri-

ority service, change the mission of university

affiliated facilities, and increase the authorization

level for state protection and advocacy systems.

The term “developmental disabilities” now
means a severe, chronic disability attributable to

a mental and/or physical impairment. It must be

manifested before age 22 and the condition must

be likely to continue indefinitely.

For a person to qualify for services under the

Developmental Disabilities Act, the handicapping

condition must result in a substantial functional

limitation in three or more of the following areas

of major life activity:

( 1 ) Self Care—Because of a long-term condi-

tion, the person requires significant assistance to

look after personal needs such as food, hygiene

and appearance.

(2) Receptive and Expressive Language—

A

long-term condition prevents the individual from

effectively communicating with another without

the aid of a third person with special skill or with

a mechanical device, or prevents the individual

from articulating his thoughts.

From the Tennessee Department of Mental Health and
Mental Retardation, Nashville, TN 37219.

(3) Learning—A person has a long-term con-

dition which seriously interferes with cognition,

visual or aural communications, or use of hands

to the extent that special intervention or special

programs are required to aid in learning.

(4) Mobility—A person has a long-term con-

dition which impairs the ability to use fine and/or

gross motor skills to the extent that assistance of

another person and/or mechanical device is re-

quired to move from place to place.

(5) Self-Direction—A person has a long-term

condition because of which he needs assistance

to make independent decisions concerning social

and individual activities and/or to handle per-

sonal finances or protect his own self-interest.

(6) Capacity for Independent Living—A per-

son has a long-term condition that limits his per-

forming normal societal roles or makes it unsafe

for him to live alone to the extent that assistance,

supervision, or presence of a second person is

required more than half of the time.

(7) Economic Self-Sufficiency—A person has

a long-term condition which prevents his working

in regular employment or limits his productive

capability to the extent that his earnings are not

sufficient for self-support.

The above definitions are not intended to be

clinical, but to provide planners and adminis-

trators with a guide by which they can differenti-

ate between eligible and ineligible consumers

at an administrative level. Obviously, new amend-

ments to the Developmental Disabilities Act are

meant to close gaps and to provide services to

individuals with real needs.

The Office of Developmental Disabilities of the

Department of Mental Health and Mental Re-

tardation through contractual agreement with the

Peabody Referral and Information Office has a

special call-in-for-service line which provides in-

formation and referral. Developmentally disabled

individuals requiring assistance, physicians, other

care-givers, or concerned individuals may acquire

information on available services by calling collect

— (615) 327-8216. For additional information

concerning the revisions of the Federal Develop-

mental Disabilities Act contact the Office of

Developmental Disabilities, 5th Floor, 501 Union

Building, Nashville, TN 37219. / ^
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Diabetes Clinical Care Conference

Sexual Dysfunction in Diabetic Men

The Diabetes Clinical Care Conferences at St. Thomas Hospital, Nashville,

Tenn., focus on the multidisciplinary aspects of providing exemplary care to dia-

betic patients and their families. Participants include physicians, nurses, representa-

tives of visiting nurse services, dietitians, psychologists, social workers, physical

therapists, laboratory personnel, and other professionals involved in providing

services for patients with diabetes. A collaborative educational program of the

St. Thomas Department of Hospital Education and the Vanderbilt Diabetes Re-

search and Training Center, the conferences are coordinated by Peggy Clark, R.N.

and Virginia Manley, R.N., and edited by Alan L. Graber, M.D.

Virginia Manley, R.N., adult nurse practitioner:

This 48-year-old man is presented to discuss the

problem of erectile dysfunction in diabetes. He is

married, works as a forester, and has had insulin-

dependent diabetes since age 30. There was only

one episode of diabetic ketoacidosis, which was

several years ago. He has had frequent sudden

hypoglycemic reactions, but has been otherwise

generally well. Progressively severe erectile dys-

function began six years ago, and he has been

unable to have any erection whatsoever for the

past few years, either on awakening, during mas-

turbation, or during sexual stimuli. He had nor-

mal libido and a happy marriage. He denied a

history of injury to the back or pelvis, gonadal

disease, claudication, or pain or parasthesias of

the legs.

Physical examination revealed a healthy-

appearing, thin, wiry man. Small blot hemorrhages

and scattered exudates were present in each

retinal fundus. The femoral and peripheral pulses

were normal. Ankle jerks and knee jerks were

absent, but there were normal deep tendon re-

flexes in the arms. There was hypesthesia to pin-

prick and touch in a stocking distribution in both

legs. Sensation of the penis and testicles was nor-

mal, as were testicular size and secondary sexual

characteristics. Laboratory data included normal

plasma testosterone and thyroid function. Plasma

glucose values during hospitalization ranged from

96 to 502 mg/ 100 ml. The glycohemoglobin value

was 13.3% corresponding to a mean average

plasma glucose of approximately 200 mg/ 100 ml
over the preceding four months.

Alan L. Graber, M.D., endocrinologist: Erec-

tile dysfunction is said to occur in 50% of men

with diabetes. Though this man had objective evi-

dence of peripheral neuropathy with absent re-

flexes in the lower extremities, it is still difficult to

know whether the autonomic pathways responsi-

ble for penile erection are involved by diabetic

neuropathy. Recently the availability of the noc-

turnal penile tumescence monitor has made it

possible to record the normal nocturnal erections

which occur several times each night during REM
sleep. It is believed that if erections occur during

sleep, but not during sexual encounters, erectile

dysfunction is probably on a psychogenic basis.

If, on the other hand, there is disruption of the

autonomic nervous system supply or the arterial

supply to the penis, nocturnal erections will be

absent. In those cases the patient may be a candi-

date for insertion of a penile prosthesis.

Mrs. Manley: This patient’s erectile function

was studied on three consecutive nights using the

nocturnal penile tumescence monitor. There was

no evidence of nocturnal erection on any of these

occasions. After counseling and discussion with

the patient and his wife, it was decided to recom-

mend surgical insertion of a penile prosthesis.

Robert Barnett, M.D., urologist: This patient

underwent implantation of a silastic inflatable

penile prosthesis; there were no surgical or post-

operative complications. The prosthesis consists

of two inflatable cylinders which are implanted in

the corpora cavernosa of the penis and connected

by silastic tubing to a fluid-storage reservoir and

a manual compression system which allows the

penile reservoirs to be pumped up at the time

erection is desired and deflated when the sexual

encounter has been terminated. At a recent meet-

ing it was noted that approximately 3,000 such
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inflatable penile prostheses had been implanted,

with over 90% satisfactory results. This patient

has had a very satisfactory result, and both he and

his wife report they are quite satisfied with the

results.

Frances Edwards, R.N., clinical nurse specialist

and certified sex therapist: In cases of psychogenic

erectile dysfunction sexual counseling is often

undertaken. To be successful, it involves a com-

mitment from both sexual partners to concentrate

on pleasuring sensations and to eliminate guilt and

anxiety regarding sexuality. The techniques have

been popularized by Masters and Johnson.

Randee Shenkel, Ph.D., clinical psychologist:

Many patients with diabetes learn that they will

become impotent from a television program, or at

a casual conversation at a cocktail party. Perhaps

it would be more appropriate if information re-

garding possible sexual dysfunction were pre-

sented to the patient in a constructive way along

with other material about other complications,

when he is counseled about the long-term effects

of diabetes.

Oscar Crofford, M.D., director, Vanderbilt Di-

abetes Research and Training Center: Can useful

information be obtained from the nocturnal penile

tumescence monitor which could not be obtained

from taking a careful history and physical exam-

ination?

Dr. Barnett: Most of the information can be

suspected from a careful history and physical

examination, but this instrument can confirm

whether erectile dysfunction is psychogenic or

organic. In some cases of psychogenic impotence

it is helpful to reassure a patient that he can have

an erection by demonstrating the recording from

his nocturnal erections.

Dr. Graber: It seems that some patients may
have borderline organic limitations of erectile

capacity which interact with emotional factors,

greatly aggravating the problem of sexual dys-

function. Because of the frequent coexistence of

organic and psvchogenic factors, each patient, or

couple, must be studied and counseled on an in-

dividual basis. / ^
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Clinical Notes

Experience With Screening for

Congenital Hypothyroidism

GLENN K. BLACKBURN, M.D.

Congenital hypothyroidism is one of the more common

preventable causes of mental retardation. Its incidence is

now known to approximate 1 in 4,000 births, although

only 3% of cases detected by screening were suspected

on clinical grounds prior to 2 months of age. Such screen-

ing is best conducted by centralized state laboratories, as

cost, benefit and quality control are optimum in such a

setting. Preliminary evidence suggests that hypothyroid

infants adequately treated before 1 month of age develop

normally, and have normal IQ testing at 18 months of

age.^

Since we have begun thyroid screening of newborn

infants at the Erlanger Medical Center, we have detected

and begun early treatment on three congenital hypothy-

roid infants, all of whose disease was detected early, so

that they were euthyroid before 1 month of age. One

child who was truly hypothyroid responded in a peculiar

fashion to supplemental sodium levothyroxine (Syn-

throid). He quickly became euthyroid but as all of his

circulating thyroid hormone was purely in the form of

T3, he continued to run very, very low levels of T4. The

second infant had very, very low T4 and T3 levels by

RIA, but had a normal TSH. The child was found to

have an absolute absence of thyroid binding globulin

(TBG), which is found in only approximately 1 in 9,000

births.

Summary
Screening for congenital hypothyroidism is very cost-

effective and clinically worthwhile. Points to be remem-

bered: (1) In babies with very low T4s, the T3 should

be checked by RIA to make sure there is not a euthyroid

infant whose circulating thyroid hormone is in the form

of T3 only; and (2) In babies who appear clinically nor-

mal, but who have low T4s and T3s by RIA, with a

normal TSH, TBG deficiency must be considered ./I ^

REFERENCE
1. Fisher DA, Dussault JH, Foley TP Jr, et al: Screening for

congenital hypothyroidism: Results of screening one million North

American infants. J Pediatr 94:5, 1979.

From the Department of Pediatrics, Division of

Neonatology, T. C. Thompson Children’s Hospital, 910

Blackford St., Chattanooga, TN 37403.
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A Time for Truth

On a recent vacation, I had an opportunity to read William E. Simon’s

book, A Time for Truth (New York, McGraw Hill Book Co Inc, 1978).

If you have not read it, I would encourage you to do so, although it will

leave you in a state somewhere between frustration and depression. Rarely

a day goes by that I do not read a statement from some business or organiza-

tion complaining of excessive government regulation and the heavy burden

imposed by the many needless requirements.

Medicine is not unique, nor have we been solely singled out for oppres-

sion or federalization. It’s just that we have the advantage of knowing what

the British National Health Service is like and also have warnings from our

colleagues in Canada. They maintain that we today are where they were ten

years ago and they give their system about five more years before total

disaster.

A typical example of overregulation that we can relate to in this day of

cost containment was reported by the Hospital Association of New York

State. Following a two-year study designed to assess the cost of regulating

activities affecting hospitals in New York state, they placed the cost at about $40 per day for every

hospital patient. This study also projects the cost of new regulations to increase at a rate of more

than 4% annually.

Where does all this lead us? It becomes increasingly obvious that there is no way we as individ-

uals can combat this avalanche of bureaucratic suppression. It becomes a matter for collective bar-

gaining or solidarity in unity of purpose if we are to survive as the world’s finest medical system. The

obvious approach is through our medical association on a county, state, or national level. We may

not always agree with what the AMA does or the position it takes on a particular issue, but for rep-

resenting the average practicing physician, its batting average is pretty high. This is particularly true

since getting physicians to agree on anything is generally accepted as rather difficult. If the AMA did

nothing but fight our battles in Washington and in the courts, it would be well worth every penny that

we spend on our dues. The greatest demonstration of strength that we could come up with would be

for every physician in Tennessee to voluntarily belong to both the TMA and the AMA. If you don’t,

please reconsider. The AMA needs all the help we can give them, if we are to have any hope of con-

trolling the “regulators” before the result is literally disastrous.

The physician who says he is not interested in politics is like a drowning man who says he isn’t in-

terested in water.

DfC/idenlV
IM19C

James W. Hays

Sincerely,

^^2)

PRESIDENT
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On Laws and Outlaws

The other day I heard a discussion—or rather

a presentation—on National Public Radio (NPR),

the gist of which was that slavery is not dead, but

still flourishes in this nation. It flourishes, the

speaker said, in our nation’s prisons, where

prisoners are forced to work for a pittance doing

jobs which enrich the state. He said there should

be laws forcing the states to pay prisoners the

minimum wage for the work they do. What he

did not say was that it costs the state somewhere

around 10 to 12 thousand dollars a year to keep

each of them there. Naturally. He was a prisoner

himself.

A day or so later, one of our colleagues stopped

at an intersection, where his car was run into by a

pickup truck which had been tailgating him.

When he got out of his car, he was attacked and

beaten by the three men in the truck. He was
beaten, they said, so he could not see the truck’s

license plate, which our legislature in its wisdom
decreed should be only on the back of the vehicle

—to the obvious detriment of law enforcement.

Perhaps it is just as well, as our current system

of so-called justice favors the assailant and does

little or nothing for the assaulted.

The vast majority of the citizens of this coun-

try are reasonably honest and law-abiding. The
news media are daily filled with bleeding-heart

reports of how we are violating the civil rights of

our criminals. Nothing is there—absolutely noth-

ing—about the violation of the civil rights of those

they injured. One of the things a criminal loses by

virtue of his conviction is his civil rights. He does

have a right to be treated humanely, and if pos-

sible to be rehabilitated. (This does not include

conjugal privileges.) But how can we speak of

civil rights of those who gang-rape at gunpoint,

who attack and beat unsuspecting motorists, or

worse still, old men and old women? The aged in

our cities live in constant terror, afraid to leave

their rooms because of the marauding bands of

hoodlums and drug addicts loose in their neigh-

borhoods. What of their civil rights?

We have expended a major portion of our en-

ergies toward guaranteeing the rights of minorities,

and indeed we should ensure that they are not

downtrodden or exploited. But it is irresponsible

of the media to air on public radio with public

funds interviews with a convicted criminal as to

what he thinks his rights are. He abrogated those

rights when he committed his crime. Criminals do

not constitute a protected minority—or perhaps,

more properly, they should not, as it often seems

they do.

Unfortunately, as on George Orwell’s animal

farm, everyone is equal, only some are more equal

than others. We do need to be sure our system of

criminal justice extends equally to the rich and

the poor, to the well-born and the lowly. But most

of all, we need to see that it protects what it is

supposed (I started to say “intended,” but I

sometimes wonder) to protect—not the criminal,

but the majority—the law-abiding citizens.

At present, it gets a grade of maybe D minus.

Would you believe F?
J.B.T.
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On Worry and Taking Thought

WOR-RY (wur-i) verb 4. To be uneasy in mind; fret.

noun—A state of anxiety; vexation [<OE wrygan,

strangle]

The events of the past couple of months indi-

cate how many things there are we could worry

about and be frightened of. Even though we have

become a highly technological society, we are still

as much as ever at the mercy of the elements.

Tornados flattened several towns and killed or

maimed a lot of people. Floods inundated ex-

pensive real estate, ruining furniture and disposi-

tions and costing a great deal of time and money.

Many Tennesseans did not have to watch it on

TV—they had only to look out their window.

Not only has our technology failed to protect

us from natural disaster, but it has itself added

significantly to our potential for tribulation. Like

Chicken Little we can look to the sky later this

month (it will have happened by the time you

read this) and wait for Skylab to fall. A DC- 10

did fall, killing 273 people, and defects have

been found in the engine mounts of others. And
then there was the near melt-down of a nuclear

power plant on Three-Mile Island in Pennsyl-

vania. Depending on how frightened we are, all

this could have wide implications on our travel

habits and our energy production. When one be-

comes dependent on technology, he sometimes has

to make hard choices. As far as nature is con-

cerned, he had as well forget it, as the only choice

is to change his location, and in doing so simply

trade, for example, tornados for hurricanes or

tidal waves.

Lew Thomas, my favorite Biology Watcher, has

written a piece on “Transcendental Metaworry
(TMW),” in which he proclaims worry good for

us, being “the most spontaneous of all human
functions.” Man is, he says, “the Worrying Ani-

mal” and it is from this all our progress has been

made. Perhaps. I dislike differing with Dr.

Thomas, as nine out of ten times he would doubt-

less turn out to be right, but I should like to

suggest that worry is not good for us. I have a

feeling he may have lumped concern and con-

templation into one ball of wax with worry,

whereas they in fact are altogether different. Those

sleepless nights Dr. Thomas says early man spent

over what to do with his thumbs probably only

gave him ulcers, hypertension, and heartburn (in

doing so he progressed from “early” to “mod-
ern”), and because he was sleepy he probably fell

out of his tree and was eviscerated by a wild boar.

Some solution!

One gets the impression most of the proposed

solutions to our problems do indeed come from

worry and not from careful thought. For example,

solutions to our long gas lines and so on are pro-

posed on the one hand by people who are worried

their profits are going to fall off and on the other

by those who are worried they are going to be

irradiated or otherwise polluted. And then there

are those who are simply worried they will not be

able to drive to their favorite beach this summer.

No one, least of all the bureaucrats, has yet sat

down to calmly contemplate the alternatives and

calmly and thoughtfully arrive at alternative ar-

rangements for energy. It is clear we must either

continue to produce energy in increasingly large

quantities or reduce our standard of living.

Mostly, everyone is willing to reduce everyone

else’s standard of living, but not his own. We are

hampered in our efforts by an administration

which neither worries nor thinks. The news media

fan the flames, ostensibly to help the public, but

in fact to sell newspapers. They simply generate

mass hysteria and increase anxiety.

The translation of the Bible commissioned by

King James I of England was written in 1611

—

Shakespeare’s time—and although it is one of the

great and beautiful pieces of literature of all time,

readers of Shakespeare will understand that a lot

of variation in the meaning of words has occurred

since then. Critics of the Bible have considered

the injunction of Jesus to “take no thought for the

morrow” to be ridiculous and counterproductive.

Indeed, to make no plans is clearly contrary to

every Biblical teaching. In his epistle James says

only that when stating his plans, one should al-

ways say, “If the Lord wills it.”

What Jesus actually said was not to make no

plans, but not to worry about tomorrow, as to-

morrow will have enough worries of its own. The

word worry comes from a word older than Old

English which also meant “strangle,” a very clear

and logical derivation. Jesus continually berated

his disciples for their worries, calling them men of

little faith! Lew Thomas is correct in calling man
“The Worrying Animal.” But this is no compli-

ment. It is simply a statement of fact that man
does not have within himself peace and calm. It

has to be put there.

The beliefs of our readers about the presence

and work of God in the universe vary all over the

lot. Some do not believe in God at all, and others

believe in Him only as some sort of super-spirit

who maybe set things in motion and then went on
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to other, perhaps more profitable ventures. Some
believe He is active in the universe, but not in the

life of each of the billions of individuals born

since the creation, I must be counted in the group,

perhaps small, that believes that God is not only

active in His creation, but that He is in control of

it, and that He is and also always has been active

in the life of every individual He ever created,

seeking to draw that individual into fellowship

with Himself, the highest good imaginable to God
—and to me.

I am hazy, as every honest person must be, on

the beginnings of things. I believe the book of

Genesis gives an accurate account of the creation

and man’s fall, but there are a lot of gaps in it,

and I do not know, for instance, when it occurred

or what Adam and Eve were like. I also do not

know whether there were other human beings, or

perhaps hominids, about. It is not really im-

portant, and anyway, not provable, one way or

another. In any case, man decided he would rather

do it himself (he has never changed), thereby

falling from his protected status as a Child of the

King to the unprotected status of a Child of the

Universe. God did not abandon man, nor did He
wish sickness and calamity onto him, as primitive

religions, and even some Christians, insist, but

simply left man to fend for himself, as he had

wished. Worry is the outcome of man’s trying to

do it himself—or more properly, by himself.

The overwhelming need of the world is for

calm, collected reason in places of power and

decision making, and for hysterical self-interest to

be replaced in every citizen—worldwide—by cal-

culated public interest. I have no illusions that

this will come about before the Millenium, but

those who are capable of disinterested thought

should begin applying it.

Worry is not an acceptable substitute. But per-

haps it is better than nothing.

J.B.T.

Ah, Wilderness!

Bali H’ai may call you

Any night, any day;

In your heart you’ll hear it call you,

“Come away, come away.”

—Oscar Hammerstein, III

In August, 1929, I made my first trip to the

seacoast, the beginning of a lifelong love affair. It

was interrupted for several years just after that,

because bad things happened in October that year,

but I learned some things that stood me in good

stead later on. Virginia Beach, the site of that first

encounter, with its long boardwalk was an en-

chanted realm for an 8-year-old who had never

before been farther than 50 miles from Chatta-

nooga, and I wandered along it for a couple of

hours our first afternoon there. My mother spent

the first week of our visit treating my blisters. I

learned that a redhead cannot spend hours unpro-

tected from the sun.

My brother, who has the same kind of skin,

came back from sea duty in World War II singing

the praises of Sea & Ski, which, he said, allowed

him to function, and suntan lotions have come

and gone, but since then I have never gotten far

away from my Sea & Ski. In the 1930s, though,

Sea & Ski (and sunscreens generally) had not

been invented yet, and so when we went to Day-

tona Beach each summer I spent the mid-day

hours off the beach. A lot of the time I spent

reading, and one of the books I read was Mutiny

on the Bounty, followed by Men Against the Sea

and Pitcairn Island, all by Charles Nordhoff and

James Norman Hall. Later I read everything I

could find written about the incident, including

the accounts of Captain William Bligh and Mid-

shipman Peter Haywood, the Roger Byam of the

story.

Last winter, when notice came from Comer

Pharmaceuticals, Inc., that one of their periodic

symposia on infectious diseases would be held in

Tahiti in May, I immediately made a reservation

by telephone, and then called my wife to tell her

we were going to Tahiti. When she asked, “What

do you want to go to Tahiti for?” my answer was

that I had always wanted to go to Tahiti—or

more truthfully, I have wanted to go for more than

40 years. So many names other than those of

Bounty fame are associated with Tahiti, names

like Cook, Wallis, Bougainville, Rogers and Ham-
merstein and South Pacific, Bali H’ai, Gauguin,

Jack London, Somerset Maugham, Rupert

Brooke, James Michener. So much has been writ-

ten about it by so many people, each describing

his own Tahiti. I have encountered very few peo-

ple who have ever been there, but in the last 20

years over a million have—which really isn’t a

lot, considering how many people are traveling.

One acquaintance told us, “Think of the most

beautiful place you can possibly imagine, then

double it. That’s Tahiti.”

Although William Bligh, captain of the Bounty,

is a controversial figure, his background and his

subsequent naval career suggest he has been ma-

ligned to make Mutiny on the Bounty a good

story. Mutiny in every navy in sailing vessel days
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was discouraged by fear of punishment and the

fact that mutineers had no place to take their

ship. The choice between Tahiti and a career in

the British Navy was, except for the most dedi-

cated, really no choice at all, especially if you

were a member of the crew of HMS Bounty, most

of whom were cutthroats rounded up by press

gangs or released from the jails to go to sea.

Except for the threat of flogging or keel-hauling,

they might have jumped ship in any port, as most

of them had little to go back to.

Mutiny on the Bounty is a good story, and the

movie—the first one, with Clark Gable, Franchot

Tone, and Charles Laughton—is a great one. To
most of my generation Charles Laughton was

Captain Bligh, and the present unsavory image of

that officer is tribute to a fine actor’s art. In the

same way, Clark Gable was Fletcher Christian,

and instead of a bunch of ruffians, the crew of the

Bounty was made to appear a loveable lot, and so

we found ourselves cheering for the mutineers,

with the result that the memory of an apparently

fine naval officer has been sullied beyond repair.

The real culprit, though, is Tahiti. I think

Nordhoff and Hall, who themselves moved there

after World War I, knew this. They could not

imagine anyone who had ever been to Tahiti

wanting to leave it, and they understood the urge

of the mutineers to return, come hell or high

water. After having seen Tahiti, I think it likely

took no more than the normal hardships of being

a sailor in the British Navy becalmed in the dol-

drums under a captain who was no more severe

with them than was customary, to make them kick

over the traces and go back to Paradise. But ap-

parently knowing they could not convey this urge

through the printed word, Nordhoff and Hall felt

they had to establish it by embellishing the story

with added motivation.

It is a faculty of our human state to romanticize

that which we do not have, and to make it seem
more desirable than it really is. In reality, only

God is perfect and never disappoints. Recognizing

this, I wondered how far short of my romanti-

cized image of it Tahiti would fall. Although I

can’t speak for the long term, my answer after a

week there is, “Not much.” When the time came
to leave, I had only started seeing and enjoying it,

and others, such as Charles Nordhoff, James Nor-

man Hall, and Paul Gauguin, never left. Most of

the crew of the Bounty risked death—and some
found it—to return.

When I began trying to get some solid infor-

mation on Tahiti in preparation for our trip I

could find surprisingly little. The National Geo-

graphic furnished most of it. Coverage even by

Fodor’s Guide was rather sketchy. Most of our

information came finally from a tabloid handed us

on the airplane—a UTA DC 10—on our way

there. It did occupy us through much of the long

night.

In the first place, “Tahiti” is not just Tahiti, but

the Society Islands, a part of French Polynesia

comprising a few hundred square miles of land

scattered over a few thousand square miles of the

southeastern Pacific Ocean. About a dozen of the

islands are “developed,” and over half of the com-

bined population of all the islands—136,000

(77% Polynesians of Maori descent, 7% Asian,

and 4% European)—live in Papeete, which is the

capital of Tahiti and the seat of the French gov-

ernment of the islands. Most of the rest live else-

where on Tahiti.

Papeete is no longer the Papeete-town of the

19th century traders, but a modern city of 95,000

with a brisk tourist trade. A few years ago the

old colorful waterfront area, of which Quinn’s

Restaurant and Bar was the center, was replaced

with architecture laughingly referred to as “new

Tahitian or old Miami Beach,” but except for

Papeete, with its modem jetport, the islands have

apparently changed little in the last hundred years

or so. Except for Tahiti, each island has an ex-

cellent hotel or two. Tahiti has maybe a dozen.

Everything is rather dear, as it must be imported,

mostly from France or New Zealand. Fodor’s

said take lots of money. Actually, food and lodg-

ing cost slightly less than in San Francisco.

Even though I am an old Tahiti fan, I was sur-

prised by its location. It is actually east of Hawaii,

and not much farther away, lying as it does more

south than west. It is of appproximately the same

latitude as Lima, Peru, or slightly north of Rio de

Janiero, and lies precisely at the center of Poly-

nesia, a triangle at whose corners are New Zea-

land, Hawaii, and Easter Island.

I was not really prepared, either, for the ter-

rain. I knew there were mountains, but I did not

know there were just mountains. If you have read

Michener’s Hawaii, you know these islands are

the tips of collapsing inactive volcanic cones atop

an undersea mountain range, surrounded by hard

coral reefs which protect the soft volcanic rock

from the pounding surf. When the collapse is

completed a few millennia hence, there will be

only an atoll—a circle of flat, sandy islands

(“motus”) built up from the coral reefs sur-

rounding the lagoon in which the island has been
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entombed. That is providing, of course, a cata-

clysm does not intervene.

Flat land is minimal and mostly coastal, and

the palm-fringed beaches are narrow—a hundred

feet at most, and usually 50 feet or less. Often

the mountains plunge almost straight into the sea.

Nearly always, though, there is a rim of flat land

and beach, just above water level and often quite

narrow, to be sure, but that is of no importance,

as there are virtually no tides in the islands.

Most of our notions of the islands came from

World War II films, usually made on the flat

atolls, or from South Pacific, where they cheated.

Bali H’ai does indeed exist, though not by that

name; it is the jagged 3,000-foot peak Mou’aroa

which dominates the central skyline of the island

of Moorea, a small mountainous island about 12

miles to the northwest of Tahiti. As the island has

little flat land and even less beach, the mountain

and the bay before it—by all odds the most in-

describably magnificent, breathtakingly beautiful

scene I have ever encountered—was photographed

and used as a backdrop for scenes shot on an-

other flatter island with more beach. So South

Pacific showed us an island the likes of which

does not exist. But though Moorea’s beaches are

narrow, the lagoon which completely surrounds

it, protected as it is by a ring of coral reefs a

short distance offshore, is crystal clear and still as

a swimming pool, even though the 12-mile strip

of water between it and Tahiti is one of the

roughest anywhere.

The faces of the cliffs are incredibly sheer and

their profiles jagged, and some even overhang, but

even on the most perpendicular some hardy vege-

tation usually manages to survive, so that almost

everything is lush and green. The mountains are

uninhabitable, being too steep and soft—although

modern building equipment and techniques have

of course to some extent overcome that obstacle

around Papeete. Bali H’ai and similar peaks re-

sist mountain climbers in the same way. The
crumbling lava is so soft that crampons and hooks

can find no solid spot to lodge.

The French have wisely taken steps to ensure

that their islands do not go the way of Hawaii.

The air age has opened them all to tourism. Even
little Bora Bora and tiny Tetiaroa have airstrips,

the former built on an adjoining reef island by the

Seabees in WW II. It is a 45-minute ride by

motor launch from Vaitape, capitol of Bora Bora,

which, unlike Papeete, is noplace, and will doubt-

less remain so. A moratorium has been declared

both on increased air travel into the islands and

on hotel building. Although no visa is required for

visits of up to 30 days, special permission must

be obtained from the French government to re-

main longer than 90 days, and anyone entering at

all must either show a return ticket or leave with

customs a deposit sufficient to fund his return

home.

Michener has declared Bora Bora (which

means “fleet of canoes with silent paddles”), 165

miles northwest of Tahiti, the most beautiful place

in the world. Based on insufficient knowledge of

both, I think I’ll cast my vote for Moorea, but I

must confess my opinion is probably colored by

color. Our day on Moorea was gorgeously sunny,

while we had rain and only fleeting glimpses of

le soldi in our two days on Bora Bora. In fact,

except for one brief occasion, the island’s spec-

tacular “dorsal spine” was at least partially ob-

scured by clouds. It is a significant commentary on

its beauty that even in the rain I still would vote

Bora Bora the second most beautiful place.

When we asked our Polynesian guide, co-

proprietor with his French wife of the beautiful

hotel on Moorea where we had lunch, how cold it

gets there, he replied that occasionally in mid-

winter—July and August—it gets really cold,

sometimes as low as 58° in the early morning!

When you think about it, though, that’s right

chilly when you have no wraps and no heating

system and your rooms have high thatched roofs

with a wide open space under the eaves. But then

when the sun comes up the temperature goes

quickly into the 70s. On a hot day in summer

—

we were there during a hot spell in early fall

(May)—it may go up to 82°, with periodic rain

and high humidity. But there is always a breeze

from the trade winds.

This “breeze” we found can be quite strong and

gusty, as it was the day we wobbled and slewed

onto Tetiaroa’s sandy airstrip. We were in an 18

passenger De Haviland high wing monoplane with

two turboprop engines, an aircraft built in Canada
for the northern provinces, used extensively

throughout the outback in Australia, and by Air

Tahiti and Air Polynesia for air taxi service be-

tween the islands. Tetiaroa, about 50 miles north

of Tahiti, is totally unlike the other islands. It is

an atoll of maybe a dozen palm-covered “motus”

about a beautiful lagoon. Its central island has

already sunk below the surface. It was used by

the Pomare dynasty, the last ruling family of Ta-

hiti, for their summer home, as it never rains on

Tetiaroa. It belongs now to Marlon Brando, who
bought it after his tour of duty in the islands

while making the second Mutiny on the Bounty.

There is a small hotel which, like those on the
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other out islands, has individual thatch-roof bun-

galows and an open central lodge, also thatched,

but which is more primitive and which unlike the

other hotels has only central community plumb-

ing facilities. It is pretty much uncommercialized,

though Brando has just begun trying to make it

a paying venture.

Our primary reason for going to Tetiaroa was

for snorkling and to go to “the bird island,” the

smallest island of the atoll, and the only place in

the islands where there are birds in any numbers.

Tahiti has many mynah birds, which were im-

ported to kill insects. But like so many imported

critters anywhere, they did things they were not

supposed to do. They killed all the other birds.

On the bird island, though, there are birds by the

thousands, mostly terns of various sorts. It is a

beautiful little island, covered with palms and

other tropical vegetation, surrounded by the clear,

incredibly blue water of the lagoon, variegated in

shade depending on its depth and whether it over-

lies sand or coral.

The sand on the islands’ beaches is usually

white, coming from broken coral, but sometimes

it is black. Matavai Bay, the natural harbor where

Cook, Wallis, and Bougainville landed on Tahiti,

has no outlying coral reef, and so its sand comes

from the volcanic rock of the island itself. When
Mutiny on the Bounty was being filmed there,

several shiploads of white sand were brought in

and unloaded over the natural black sand on the

theory that the American public was unwilling to

accept a black beach! Although it looks dirty

when it gets on you, like any other sand it quickly

washes off. Perhaps the producers felt that

wouldn’t be photogenic. It is different, but, like

everything else—or every natural thing—in the

islands, very beautiful.

Black sand, white sand; golden skies of sunrise

and the crimson of sunset; white clouds and black

clouds against the blue. The green of the stately

coconut palms and the many other kinds of trees

and shrubs. The crimson of the poinciana, the red

and yellow of the hibiscus, the brilliant multi-

colored Bougainvillea and numberless other flow-

ering trees and plants of white, red, yellow, orange

—all shades and colors on a backdrop of green

and blue, making the islands a riot of color. The
penetrating fragrance of the frangipanis so often

woven into leis. Underwater, multicolored fish

among the variegated coral fronds—heaven for

snorklers. Haze over mountain and lagoon.

Waterfalls cascading down the mountainside.

Handsome, friendly people whose notions of hos-

pitality are offended by tipping. Informality, ca-

sual dress, soothing climate. Delicious fruit and

seafood so plentiful and, unlike everything else,

inexpensive. Hinano beer, brewed in Papeete. So

like Paradise.

Unlike Paradise, mosquitoes—but a little repel-

lent satisfactorily keeps those away. Flies—but

only on Tetiaroa, and there only on the main

island. Not many birds—but also no snakes or

other poisonous reptiles, and though there are

bees, I saw no other stinging insects. Few of the

amenities of civilization, but perhaps they are not

so important after all. (One woman who left tiny

Bora Bora with us, who had been there a week,

said her only complaint was it was pretty con-

fining. We-e-11 . . .) And things are expensive.

This side of Paradise itself, nothing can be per-

fect. My only disappointment was the brevity of

the visit, and rain when I would sooner have had

sun. I had time only to find out the things I would

like to do for the next few weeks—or months.

Reading back now over this briefest of ac-

counts, I realize how confining language is, and

as I look at the pictures I took, I find them, too,

though beautiful, still unsatisfying. How do you

preserve, much less impart, the soft touch of the

warm, moist air, alive with its cooling breeze,

filled with the ever-changing fragrance of the

flowers? And on film the subtleties of coloring are

dissipated and the brilliant colors run together so

that all that is left is a shadow, seen through a

glass, darkly. It all survives intact only in the

mind of the beholder, and even there it eventually

undergoes mutation.

Someday you’ll see me tall in the sunshine,

My head sticking out from a low flying cloud;

You’ll hear me calling, singing through the sunshine,

Sweet and clear as can be:

“Here am I, your special island;

Come to me! Come to me!”

Bali H’ai! Bali H’ai! Bali H’ai!

J.B.T.

Joseph H. Hamilton, age 84. Died June 7, 1979.

Graduate of University of Tennessee Center for the

Health Sciences. Member of Memphis-Shelby County
Medical Society.

James Emerson Wilford, Jr., age 41. Died July 1,

1979. Graduate of University of Tennessee School of

Medicine. Member of Sullivan-Johnson County Med-
ical Society.
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new membcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

COFFEE COUNTY MEDICAL SOCIETY
Robert W. Koshinau, M.D., Tullahoma

HAMBLEN COUNTY MEDICAL SOCIETY
James H. Hickman, Jr., M.D., Lowland

KNOXVILLE ACADEMY OF MEDICINE
Robert W. Schafermeyer, M.D., Knoxville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Glenda J. Corley, M.D., Memphis
Ian Farrell Murray, M.D., Memphis
George William Wood, M.D., Memphis
G. Forrest Wortham, Jr., M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Charles R. Arendale, Jr., M.D., Nashville

Ralph I. Barr, M.D., Nashville

Philip W. Felts, M.D., Nashville

John W. Greene, M.D., Nashville

Daniel E. Gremillion, Jr., M.D., Nashville

John W. Hammon, Jr., M.D., Nashville

Aristides Sismanis, M.D., Nashville

Edmund F. Tipton, M.D., Nashville

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
Mervin R. Dieckmann, M.D., Kingsport
Harrison D. Turner, M.D., Kingsport

SUMNER COUNTY MEDICAL SOCIETY
John Flynn, M.D., Gallatin

B. N. Lakshmikanth, M.D., Gallatin

R. H. Ruckle, M.D., Portland

WILSON COUNTY MEDICAL SOCIETY
John L. Swann, M.D., Lebanon

pei/oAQi n«w/

L. W. Diggs, M.D., Cordova, who established the

first blood bank in the South and pioneered in the

development of safe blood transfusion techniques,

was recently presented with the Memphis Rotary
Club’s award for outstanding service to his profes-

sion.

Robert Harvey, M.D., Erwin, was honored by the

employees of Unicoi County Memorial Hospital on
his retirement after 42 years of practicing as a physi-

cian and surgeon in Unicoi County. He was given a

party and presented with a signet ring encircled by
14 diamonds.

Oscar M. McCallum, M.D., Henderson, has been

elected to head the Statewide Health Coordinating

Council, an agency which advises Governor Lamar

Alexander on health care issues in Tennessee. The
41-member council was established by executive order
under the National Health Planning and Resources
Development Act of 1974.

Emmett Paul Mobley, Jr., M.D., Paris, has been
elected chief of staff at the Henry County General
Hospital.

Kenneth J. Phelps, Sr., M.D., Lewisburg, has been
named by the Marshall County Chamber of Com-
merce as that county’s most outstanding citizen.

G. A. Sheikh, M.D., McKenzie, has been elected to

Fellowship in the American Academy of Pediatrics.

Jack Wells, M.D., Elizabethton, has been elected

chief of staff of the Carter County Memorial Hos-
pital.

Sarfraz Zaidi, M.D., Bristol, was recently elected a
Fellow of the Royal College of Physicians of Ireland.

pfOQfcim/ cind new/ of
fiieclicol /ocielie/

Greene County Medical Society

The Greene County Medical Society recently hon-
ored Greeneville’s senior doctors with a plaque of

appreciation, a dinner at Link Hills Country Club,

and a series of personal tributes to the doctors for

their years of dedicated service to the community
and their patients. Dr. Dee Metcalf, president of the

Society, told the doctors who assembled to pay trib-

ute to their senior peers that he was only sorry that

Dr. Haskell Fox, Dr. Luke Ellenburg and Dr. Dale
Brown could not be present for the testimonial, and
promised to find another time to honor those three

doctors. The eight doctors presented with the tributes

are, seated from left. Dr. Rae B. Gibson, Dr. Leroy
Coolidge, Dr. Graydon Evans, and Dr. Hal Henard;
standing from left. Dr. George Novinger, Dr. Haskell

McCollum, Dr. Nathan Horner, and Dr. Ramon
Azaret. Dr. George A. Zirkle, standing far right,

president-elect of the Tennessee Medical Association,

was present to make some remarks on the occasion.

{Greenville Sun photo by Cletus Mitchell)
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medkcll neui/
in lennc//ee

At a meeting of the Vanderbilt Medical Alumni Asso-

ciation on May 23, 1979, as a part of the annual reunion.

Grant Liddle, M.D., chairman of Vanderbilt’s Depart-

ment of Medicine, acting on behalf of the alumni and
faculty who had commissioned the work, presented to the

medical school a portrait of Rudolph Kampmeier, M.D.
There is nothing I can say which will improve upon the

words of Dr. Liddle, printed below, which express the

feelings not only of us alumni and former students of
Rudie Kampmeier, but of the multitudes of his friends

and admirers worldwide.—Ed.

RUDOLPH H. KAMPMEIER, M.D.

HONORED

Our purpose in gathering here at this moment is

to unveil the portrait of the man who has served

Vanderbilt University School of Medicine with high

distinction longer than anyone else in the history of

the school.

He was recruited to the faculty of the Department
of Medicine in 1936 by Dr. Hugh J. Morgan who
was acting on the strong recommendation of Dr.

John B. Youmans,
From that day to the present he has, I think, been

the most highly respected and best loved member of

our professional community. More than any other

single individual he has striven constantly to unify

the medical school with the physicians of the region.

In doing so he has been totally unselfish, never ask-

ing more for himself than the decent respect that is

the right of every man, always willing to take on the

difficult, the arduous, the unwanted-but-necessary

tasks that go with running a good medical school.

During their most difficult days, Nashville General
Hospital, St. Thomas Hospital, Vanderbilt University

Hospital, and Central State Hospital all turned to

him to lead their medical programs. Their very sur-

vival as teaching hospitals may well have depended
on him.

He joined Vanderbilt during its halcyon days of

the 1930s, when virtually every member of the

faculty was a giant or a developing giant in American
medical education. With characteristic devotion to

the institution, he assumed responsibility for the

operation of what was to become an “L” clinic of

great distinction. He then became responsible for

supervision of the entire medical clinic. Then, with
World War II and the departure of the entire full-

time medical faculty except for himself alone, he
organized the loyal part-time faculty, and together
they assumed responsibility for all of the instruction

of students and housestaff in all of the medical clinics

and all of the medical wards of the hospital for the

duration of the crisis.

For two decades he was responsible for the basic

physical diagnosis course. Many are our alumni who
still recall with pleasure, excitement, and apprecia-

tion the privilege of learning “physical diagnosis”

from this great teacher. On the insistence of Hugh
Morgan, he wrote a textbook on physical diagnosis

which was one of the classics of this century.

In addition, his fertile mind and keen observations

led him to write over a hundred original articles on
a wide variety of subjects in clinical science and
medical practice.

His intellectual qualities were so readily apparent

that he was asked to serve for many, many years as

editor of a number of journals, including the South-

ern Medical Journal, Journal of the Tennessee Medi-
cal Association, Southern Medical Bulletin, and
Journal of the American Venereal Disease Associa-

tion.

In his capacity as editor he has written countless

trenchant, wise, knowledgeable, and thought-provok-

ing editorials for his various journals, all with the

literary style and intellectual grace and power charac-

teristic of the man himself.

His leadership ability was so readily apparent that

he was elected to serve at various times as president

of the American College of Physicians, president of

the Tennessee Medical Association, president of the

Southern Medical Association, president of the Nash-
ville Academy of Medicine, and president of the

Nashville Society for Internal Medicine.

His international eminence has brought him Fel-

lowship in the Royal College of Physicians of London
and Honorary Fellowship in the Royal College of

Physicians of Ireland. These things I mention not

because they have been honors sought by this modest,

self-effacing man but because they illustrate how
much he has done to enhance the stature of Vander-
bilt as a medical school worthy of international recog-

nition. Honors have pursued this man; it is foreign

to his nature to pursue honors.

Although he served as acting chairman of the De-
partment of Medicine during three perilous periods

in the history of our medical school . . , when he
was finally offered the chairmanship outright, he de-

(Left to Right) Grant Liddle, M.D., chairman of the

Department of Medicine, Vanderbilt University School
of Medicine and Mr. Martin Kellogg with Rudolph
Kampmeier, M.D., at the presentation to the school by
Dr. Liddle of Martin Kellogg’s portrait of Dr. Kamp-
meier.
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dined on the ground that it would not be in the best

interest of the Department for someone as advanced

in years as he was to accept the responsibility. That

was 21 years ago, and he is still more productive and

intellectually vigorous than our current chairman (or

most of the chairmen of other departments across the

country). I mention this only to emphasize again the

modesty and loyalty of this man who has always done
whatever he could to serve this institution, this com-
munity and this profession without a thought of self-

agrandizement ever having passed through his mind.

What is the essence of this man? He came to us

well-trained in internal medicine but with some years

of experience as a general practitioner in the rural

West and Midwest. He came to us knowing that the

reason for a medical school to exist is to educate

physicians, to educate them well, and to continue to

educate them as long as they live. He came to us with

the interests of the patient and the practitioner deeply

implanted in his heart. He knew that for practicing

doctors to take good care of their patients, they must
do everything possible to keep abreast of advances in

medical science ... to keep intellectually alive by
participating in the teaching programs of medical

schools, by participating in the scientific programs of

county medical societies, regional medical societies,

and national medical societies ... to read widely

and deeply in the current medical literature and, if

possible, to contribute to that literature as well. Here,

then, is a man who has seen medical education and
practice in their true perspective, one who has de-

voted every effort to seeing that our medical schools

and our practitioners share their goals, share their

activities and never cease to value and respect each

other.

For this reason, it is particularly appropriate that

we use the occasion of the Vanderbilt Medical

Alumni Reunion to unveil a portrait of Dr. Rudolph
H. Kampmeier and to point out that those who com-
missioned the creation of this portrait were for the

most part Vanderbilt alumni, former students and

faculty colleagues of Dr. Kampmeier. It is the wish

of all those who have contributed to the creation of

this portrait that it be presented to you. Dean Chap-
man, with the thought that it find a place of honor

amongst the portraits of the other great founders of

this medical school, where it can serve as a perpetual

inspiration to all present and future Vanderbilt

alumni, students, and faculty, reminding them that

the practice of good medicine will be achieved only

by those who prepare themselves well, who place

their patients’ welfare above their own, and who
continue to grow in medical proficiency throughout

their careers . . . through continuing participation

in the affairs of our medical schools and societies. If

I know Rudie Kampmeier, these are the truths he

lives by.

The painter of this portrait, Mr. Martin Kellogg,

has honored us with his presence today. I should like

to ask him to assist me in unveiling the portrait and

then to accept the acknowledgement of our audience

for the excellence of his work.

Grant W. Liddle, M.D.

nolioAcil ncui/

From the AMA’s Office in Washington, D.C.

Administration NHI Plan No Bargain

President Carter has given the Congress a detailed

preview of a national health insurance (NHI) pro-

posal that would require all businesses to provide

workers comprehensive private health insurance

meeting federal standards. Catastrophic coverage

would be mandated and the cost would be partially

borne by the federal government.

The first phase of the program would cost about

$15 billion. By contrast the Labor-Kennedy bill has

a price tag of from $30 billion to $40 billion; and

the third major NHI plan—the catastrophic only

approach—has an estimated cost of $5 billion to $10

billion.

The administration rushed its measure out after

months of tinkering and plotting in order to meet

previously scheduled hearings of the Senate Finance

Committee on NHI and hospital cost containment.

Chairman Russell Long (D-La.) has threatened

speedy action on his favorite catastrophic plan.

The American Medical Association believes, “the

administration appears to offer expanded benefits on

one hand while restricting the availability of services

and resources on the other,” according to Frank

Jirka, M.D., vice chairman of the AMA Board of

Trustees.

Dr. Jirka added, “Arbitrary government controls

don’t reduce costs—they simply reduce care avail-

able without addressing the public’s demand and need

for health care.”

On the other hand. Dr. Jirka said the program

“does address major issues with which we have been

concerned. For example, the AMA has supported

expanded catastrophic and basic insurance coverage

in the private sector, the filling of insurance gaps

created during periods when insurance is not avail-

able through an employer, and more equity and uni-

formity within the Medicare and Medicaid pro-

grams.”

The administration measure is structured in such

a way that Congress would have to approve each

succeeding stage of implementation of the program,

whereas the Kennedy-Labor NHI bill would have the

stages automatically phased-in by law. This is the

major difference between the two approaches and

the principal reason for the rift between the President

and Kennedy on NHL
The President’s plan provides catastrophic cover-

age for workers for out-of-pocket expenses above

$2,500, increased federal control of Medicaid and

Medicare, and complete coverage of all prenatal and

birth costs.

Rep. Charles Rangel (D-N.Y.), chairman of the

House Ways and Means Health Subcommittee, said

he told President Carter he would sponsor the mea-

sure when it reaches bill form.
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A mandatory fee schedule will be proposed by set-

ting a standard fee at the Medicare average in states

or sub-state areas and then raising substandard Med-
icaid fees in those areas to that level over time. Phy-

sicians could not charge—or be reimbursed—above

the fees established in the schedule. A process of

negotiation would be established for subsequent fee

schedule changes.

On the private side, the names of physicians who
are willing to adhere to the schedule will be pub-

lished in order to increase consumer choice. “A
commission will be established to look at reimburse-

ment questions and to advise whether more stringent

measures are necessary to hold down health costs

and increase physician participation in the public

programs.”

Medicaid would be expanded and made more uni-

form, and a more liberal income requirement for

Medicaid eligibility would be established, bringing

many more people into the program, all at major

new federal cost.

The most controversial features of the adminis-

tration proposal from the standpoint of health pro-

viders will be the many control features that bristle

throughout the proposal.

The mandatory hospital cost containment measure

is included as a provision of the NHI plan as well as

in the separate measure now hung up in Congress,

giving lawmakers the option of approving it in either

form.

However, it is reported that the administration is

veering toward a relatively more simple plan that in

its beginning stages would be mostly confined to the

provision of catastrophic health benefits.

By thus jettisoning a big chunk of the President’s

proposed first stage NHI, the administration would
move closer to that of Sen. Long whose proposal has

some chance of congressional approval.

The administration is said to be willing to settle

for the controls embodied in the Hospital Cost Con-
tainment Act and abandon the physician fee and
other controls in the plan originally outlined by
President Carter.

Long is trying to hammer out a consensus bill and
has indicated he is willing to go along with the

administration on the hospital measure. The senator

said he’s not sure the nation can afford more than a

catastrophic benefit, but said there might be room
for added coverage for poor people.

Sen. Kennedy appeared before the Finance Com-
mittee, saying “we want to work with you. There is

very keen desire . . . there is no pride of author-

ship.” He said he is willing to compromise. Despite

the conciliatory atmosphere, Kennedy didn’t suggest

where he might be willing to compromise. He has

said he’s opposed to a simple catastrophic plan and
opposed to any plan that calls for a first step NHI
only.

Kennedy said he could support any plan that

would provide cost controls, equal treatment of the

population, competition within the medical system

and needed reforms.

Long said the sense of Congress must be gauged
on the issue of cost controls and additional medical

care. “I just want to see us get together and pass the

best bill that the House and Senate will accept.”

The senator has made it clear, though, that he will
stick to his long-held position favoring catastrophic
despite the administration’s much more extensive
program, and has given no indication that he is pre-
pared to make significant compromises.
At the same time, the lawmaker, who wields great

influence in the Senate, said, “I don’t think the nation
can afford—nor does it want—womb-to-tomb health
insurance coverage.” Referring to the Kennedy-Labor
bill, though not by name, he said a single package
comprehensive NHI would bind future budgets and
future administrations “to what may be inappropriate
or unaffordable expenses for health insurance.”

But Beats Kennedy's

The House Republican Research Committee has
said that Sen. Edward Kennedy’s new national health
plan bears a number of fundamental similarities to
the British National Health Service “which fore-
shadows the direction this nation’s health care de-
livery system could be expected to go if Kennedy’s
bill became law.”

The committee, an arm of House Republicans, said
both the British National Health Service and the
Kennedy proposal provide universal coverage and
comprehensive benefits—with no cost sharing. Under
the Kennedy plan, certain mental health, drug and
other benefits would be limited, but like the British
system all hospital and physician services, x-rays,
laboratory tests, and most other services would be
provided “free” upon treatment.

“The side effect of such ‘free’ care is, of course,
limitless demand. And with a limited number of pro-
viders trying to meet the limitless demand, a ration-
ing of services—as already exists in England—would
inevitably result,” the committee’s task force on
health policy said.

Cost Cap Craps Out

Two key health lawmakers have issued a detailed
critique of the administration’s hospital cost bill con-
tending it “would have virtually no impact on the
overall rate of inflation.”

The controversial proposal is still teetering in
three of the four jurisdictional committees of the
Congress, the Senate Labor and Human Resources
having passed it earlier.

Reps. Phil Gramm (D-Tex.) and Dave Stockman
(D-Mich.) said the rise in hospital costs, while con-
tinuous, is nowhere near as high as the administra-
tion suggests in its arguments for the cap proposal.
The two members of the House Commerce Health

Subcommittee said in the nine states that now have
mandatory control programs (which are cited by
HEW as examples of how mandatory programs can
work), there has been very little impact on hospital
costs.

In a 78-page detailed analysis of the plan, they
said the administration’s estimated savings of $53.4
billion “is either wildly overstated, or it implies that
HEW intends to severely cut the service capacity of
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those hospitals unlucky enough to fall under manda-

tory controls,”

The administration’s contention that hospitals can

prevent bankruptcy under this legislation is com-
pletely unsupported by the evidence, they declared.

The report shows that while costs are rising, actual

out-of-pocket expenditures for health and hospital

care by the American people, when adjusted for in-

flation, have remained constant for decades.

According to the representatives, the real reason

for the rise in costs is the ‘‘tremendous growth” in

hospital insurance coverage that pays first-dollar

costs, but provides little real protection for serious

illness.

Rep. Gramm said the HEW proposal “would add

to the massive burden of paperwork and red tape

now facing the nation’s hospitals, ‘ration’ the quality

and availability of hospital care without significantly

reducing costs, and subject the health care industry

to the ‘whims of HEW.’ ”

FDA Fiddles as Fevers Flourish

Overly stringent Food and Drug Administration

regulations and delay are unduly retarding approval

of new drugs and discouraging investigators from
developing them, the AMA has told Congress,

“We do not believe at this time the benefits de-

rived from FDA’s current safety and efficacy pro-

cedures and conservatism exceed the detriments that

are caused by the lack of availability of new drugs

in the United States,” said Ray Gifford, M.D., a

member of the AMA’s Council on Drugs and head

of the Department of Hypertension and Nephrology
at the Cleveland Clinic.

Dr. Gifford told a House Science Subcommittee

that in recent years physicians have noticed “a dis-

turbing trend that drugs ultimately approved in this

country as major treatment breakthroughs have been

available in other countries for significant periods of

time prior to U.S. marketing.”

A complete list of drugs that were marketed earlier

in foreign countries include important drugs that

could have made significant improvements in thera-

peutics had they been available earlier in the United

States, Dr. Gifford said.

“Two of the most potent diuretics we now have,

ethacrynic acid and furosemide, were marketed in

Europe fully two years before American physicians

had access to them,” Dr. Gifford said. “They are

the only diuretics that are effective for patients with

impairment of kidney function.”

He noted that in 1963 he published the results of

an investigation of a new drug, bethanidine, confirm-

ing the findings of European and Australian investi-

gators that it has been a potent and useful drug.

Bethanidine was approved in the United Kingdom in

1963. Subsequently, it has become available in every

other country in the world (including Canada), ex-

cept the United States! “This has led to the situation

where I can prescribe bethanidine for my Canadian

patients and not for my American patients.”

Dr. Gifford described, as an example, the use of

sodium nitroprusside for hypertensive crisis which

appeared more than 20 years ago but was not ac-

cepted for marketing by the FDA until 1974.

“There must be something wrong with our drug
regulatory system when a drug that is recognized by
authorities in the field as unique and lifesaving is not
made available to the practicing physician for 20
years after the first description of its potential value,”

he said.

The AMA witness said it was found that in approv-
ing a drug, 25 times as much paperwork was re-

quired in the United States as compared to England,
and it took twice as long to process the application

here.

He urged changes in the drug laws that would pro-

vide for the HEW Secretary to allow the limited

marketing of “breakthrough” drugs without the re-

ceipt of full efficacy data and that otherwise would
speed approval.

CHAP Chaps Child Advocates

The AMA has told Congress the administration’s

Child Health Assurance Program (CHAP) would
“add further confusion to an already heavy burden
of administering Medicaid laws.”

William Felch, M.D., chairman of the AMA’s
Council on Legislation, said different sets of rules,

provider benefits, reimbursement and cost-sharing

for CHAP would add to the major problems that

states have in administering Medicaid. “Child Health
Programs are distinct and should not be imposed
upon the Medicaid program any further,” Dr. Felch
told the Senate Finance Subcommittee on Health.

The early and periodic screening, diagnosis and
treatment (EPSDT) program would be replaced by
CHAP, which would increase the number of children

and pregnant women eligible for Medicaid.

Dr. Felch said there appears to be no clear under-

standing of the reasons for the failure of EPSDT,
and no base of experience as to what effect the pro-

posed CHAP changes might have on Medicaid and
the provision of care for the children. “This legisla-

tion would introduce a major new program with

distinctive needs and copious administrative require-

ments into a Medicaid program already beset with

complex problems.”

Dr. Felch noted that child health assessments

under the program could be provided only by a

health care provider who entered into a specific

agreement with a state Medicaid agency. He said this

provision is “highly undesirable and could result in

differences in the availability and level of health care

available to CHAP beneficiaries, as compared to

health services available to others.”

Convicted Careless Colleagues

Can't Continue

Forty providers, including 18 physicians, have
been barred from the Medicare-Medicaid programs
as a result of their criminal convictions for abusing
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the programs, the Health, Education and Welfare

Department has announced.

The AMA said it favors “full disclosure of the

names of health care providers properly convicted

of such fraud.

“The AMA is on record as favoring the vigorous

prosecution and punishment of physicians who have

been found guilty of defrauding the government or

their patients,” the AMA statement said.

A court injunction remains in effect for the HEW
release of the names of providers who make $100,-

000 a year or more in incomes from Medicare or

Medicaid, a policy that HEW inaugurated several

years ago but which drew strong protest from the

AMA. HEW will now on request open its books to

reveal Medicare and Medicaid income by individual

physicians.

The 40 providers convicted over the past year and
a half include 18 physicians, three doctors of osteop-

athy, six chiropractors, 10 dentists and two podi-

atrists. Another 16 providers, including three physi-

cians, have been excluded from participating in

Medicare either because of court convictions or find-

ings by HEW that they have been engaged in fraudu-

lent or abusive practices.

The names of the health care practitioners have
been referred to their respective state medical licens-

ing authorities for appropriate action.

onnouncemenl/

Sept. 5-8

Sept. 6-8

Sept. 14-16

Sept. 17-22

Sept. 23-27

Sept. 26-28

Sept. 27-29

Sept. 27-29

Sept. 27-30

Oct. 1-4

Oct. 4-6

CALENDAR OF MEETINGS
NATIONAL

American Association of Obstetricians

and Gynecologists—The Homestead,
Hot Springs, Va.

National Conference on Breast Cancer
(American Cancer Society)—Waldorf-
Astoria Hotel, New York

AMA Williamsburg Regional Meeting
—Colonial Williamsburg Conference
Center, Williamsburg, Va.

American Electroencephalographic So-

ciety—Atlanta Marriott, Atlanta

Civil Aviation Medical Association

—

Orlando, Fla.

American Academy of Occupational
Medicine—Radisson Hotel, Minneapo-
lis

American Society of Internal Medicine
(Interim Meeting)—Las Vegas

Gynecologic Surgery Meeting (Univ. of

Louisville)—Hyatt Regency, Louisville

AMA Hurron Regional Meeting—Saw-
mill Creek Lodge, Hurron, Ohio

American College of Emergency Physi-
cians—Hyatt Regency, Atlanta

American Neurological Association

—

Chase Park Plaza, St. Louis

Oct. 4-6

Oct. 6

Oct. 7-11

Oct. 7-12

Oct. 8-11

Oct. 10-12

Oct. 11-13

Oct. 13-14

Oct. 13-14

Oct. 13-18

Oct. 14-19

Oct. 16-20

Oct. 18-21

Oct. 20-24

Oct. 21-27

Oct. 22-26

Oct. 22-26

Oct. 24-26

Oct. 24-27

Oct. 25-

Nov. 2

Oct. 28-

Nov. 2

Oct. 30-

Nov. 3

Association of American Physicians and
Surgeons—Mills Hyatt House, Charles-

ton, S.C.

American Rhinologic Society—Dallas

American Academy of Otolaryngology

—Convention Center, Dallas

Congress of Neurological Surgeons

—

Caesar’s Palace, Las Vegas
American Academy of Family Physi-

cians—Hilton Hotel, Atlanta

Society for Advanced Medical Systems
—Denver Hilton Hotel, Denver
Society for Adolescent Medicine—San
Francisco

AMA Rapid City Regional Meeting

—

Howard Johnson Motel, Rapid City,

S.D.

AMA Rochester Regional Meeting,

Marriott Inn, Rochester, N.Y.
American Academy of Pediatrics—St.

Francis Hotel, San Francisco

American Physiological Society—Hilton

Hotel, New Orleans

American Medical Writers Association

—Radisson Meuhlebach, Kansas City,

Mo.
AMA Hyannis Regional Meeting

—

Dunfey’s Resort, Hyannis, Mass.
American Society of Anesthesiologists

—San Francisco

American College of Gastroenterology

—Disneyland Hotel, Anaheim, Calif.

American College of Surgeons (Clinical

Congress )—Chicago
AMA Honolulu Regional Meeting

—

Ilikai Hotel, Honolulu
AMA Congress on Occupational Health
—Univ. of North Carolina, Chapel Hill,

N.C.
American Society of Therapeutic Ra-
diologists—^New Orleans Marriott, New
Orleans

American Society of Clinical Path-
ologists and College of American Path-
ologists—Las Vegas
American Group Practice Association

—Caesar’s Palace, Las Vegas
American Society of Cytology—San
Francisco

Oct. 5-6

Oct. 15-16

Oct. 27-28

Oct. 31-

Nov. 2

STATE

Joint Annual Meeting—^Tennessee So-

ciety of Internal Medicine and Ameri-
can College of Physicians, Tennessee
Region—Hyatt Regency Hotel, Knox-
ville

26th Annual Tennessee Valley Medical
Assembly—Chattanooga Choo Choo
AMA Nashville Regional Meeting

—

Hyatt Regency, Nashville

Tennessee Academy of Family Physi-

cians, 31st Annual Scientific Assembly
—River Terrace and Civic Auditorium,
Gatlinburg
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John W. Boustead Named TAAA

Executive Assistant for

Health Planning

The Tennessee Medi-

cal Association an-

nounces the employ-

ment of John W.
Boustead as executive

assistant in charge of

health planning. Bou-
stead, who has 12 years

of experience in the

health care field, will

coordinate statewide

physician activities for

TMA with the health

systems agencies (HSAs) in Tennessee. He comes to

the TMA from Topeka, Kan., where he was the

assistant director of the Northeast Kansas Health

Systems Agency.
A native of Des Moines, Iowa, Boustead, age 32,

earned his B.S. degree, graduating cum laude in

social sciences, from Lincoln University, Jefferson

City, Mo., and his Master’s degree in Public Health

from the University of Missouri, Columbia, Mo.,

where he was awarded a research stipend by the

Columbia Cancer Research Center.

In 1974-1975, he was director of the Division of

Health Education for the Metropolitan Health De-
partment of Nashville. From 1975-1977, he served as

director of education services in Riyadh, Saudi Ara-

bia, at King Faisal Specialist Hospital and Research

Centre, a project of the Hospital Corporation of

America. He was administrator of the Missouri Can-
cer Programs, Inc., in Columbia, Mo., in 1977 before

joining the Northeast Kansas HSA in early 1978.

Last year, John was named an Outstanding Young
Man of America by the National Jaycees. He is a

member of the American Public Health Association

and the American Academy of Health Administra-

tion.

CORRECTION

In the list of medical specialty society

officers for 1979-1980, published in the

June issue of the Journal (J Tenn Med
Assoc 72:460, 1979), Dr. Eugene B. Lin-

ton was erroneously listed as president of

the Tennessee State Obstetrical and

Gynecological Society.

The president of the Tennessee State

Obstetrical and Gynecological Society for

1979-1980 is Larry T. Arnold, M.D., 1911
Glen Echo Rd., Nashville 37215.

PENINSULA PSYCHIATRIC
HOSPITAL
Jones Bend Road

Louisville, Tennessee 37777

Peninsula Hospital is a 60-bed private psychi-

atric hospital, providing treatment for acute

emotional disturbances, alcohol and drug abuse,

with separate programs for adults and adoles-

cents.

Peninsula is accredited by the Joint Commis-
sion on Accreditation of Hospitals and is a mem-
ber of the American Hospital Association, Ten-

nessee Hospital Association, and the National

Association of Private Psychiatric Hospitals.

Treatment of Patients

The age range of patients is from teens to

advanced age. Peninsula's program applies to

all categories of nervous and mental disorders,

including alcohol and drug abuse.

The program includes individual psychother-

apy, large and small group therapy, as well as

special groups for couples, adolescents, parents,

families, alcoholics.

Activities

Recreational therapies include tennis courts,

gymnasium, swimming pool, handball, paddle-

ball, volleyball, softball, archery, jogging, fish-

ing, horseshoes, shuffleboard, weight lifting, and
mountain hiking.

Occupational therapies Include crafts, music,

sewing, needle art, library, and table games.
A high school educational program is con-

ducted by an educational specialist and is co-

ordinated with public school programs.

Admission Procedures

Patients have access to the full range of ac-

tivities on the scenic 25 acre ground located

on Fort Loudon Lake.

Patients may be admitted by telephone ap-

pointment upon referral of their doctor or may
be self referred. It is desirable for the hospital

to receive information from physicians and
therapists who have previously treated the

patient.

Patient Inquiries Welcome

(615) 573-7913 Bruce Q. Green, M.D.

(615) 983-8216 Will Brownlow, Administrator
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rmfl conlinuinQ medkol
cducoWon opportoftHic/

The continuing medical education occrediteaion

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category 1 credit toward the AMA Phy-

sician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education
of Vanderbilt University. The practicing physician,

with the guidance of the participating department
chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures. observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology
Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . . .

Dermatology
Diabetes

Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurology
Obstetrics & Gynecology .

Oncology . .

.

Samuel Mamey,
Bradley E. Smith,

Gottlieb C. Friesinger, III,

James D. SneU,
John A. Oates,

Lloyd King,
Oscar B. Crofford,

David Rabin,
David N. Orth,

Steven Schenker,
. . .

.

W. Anderson Spickard,
Sanford B. Krantz,

ZeU A. McGee,
Grant W. Liddle,

Gerald M. Fenichel,

Lonnie S. Burnett,

Robert Oldham,

M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.

Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A.
Renal Diseases

Rheumatology
Surgery

Cancer Chemotherapy . .

General
Neurological

Ophthalmology
Oral

Pediatric

Plastic

Renal Transplantation . .

Thoracic & Cardiac . . . .

Urology

Paul W. Griflin, M.D.
William H. Hartmann

, M.D.
David T. Karzon, M.D.

Marc H. Hollender, M.D
Everette James, Jr., Sc.M., J.D., M.D

H. Earl Ginn, M.D
John S. Sergent, M.D.

Vernon H. Reynolds, M.D
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D
H. David Hall, D.M.D
James A. O’Neill, M.D.
John B. Lynch, M.D

Robert E. Richie, M.D
Harvey W. Bender, M.D
Robert K. Rhamy, M.D

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-
tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,
Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

August-

October

Sept. 14-15

Sept. 26-28

Autumn

Oct. 25-26

Nov. 9-10

December

Internal Medicine Intensive Review

Blood Banking Symposium

Amplification in Education

10th Annual Pediatric Symposium

1979 Postgraduate Course in AJlergy

Update in Anesthesiology 1979

Obstetrical Seminar

For information contact: Vanderbilt Continuing
Education, 3200 West End Ave., Suite 306, Nash-
ville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

T he schedule of activities is individualized in re-

sponse to tbe physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.
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Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.

Internal Medicine
Cardiology . .

.

Chest Disease

Dermatology

Gastroenterology

General Medicine

Hematology/Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

John Thomas, M.D.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

. . .Thomas W. Johnson, M.D.
David Horowitz, M.D.

. .Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D.

Robert S. Hardy, M.D.

Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.

Henry W. Foster, M.D.
Axel C. Hansen, M.D.

....Wallace T. Dooley, M.D.
Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Cimnp, M.D.

Louis J. Bernard, M.D.

Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

. .Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

Oct. 9-11 (M) Three Nights on Cardiac Aus-
cultation

Oct. 18-20 (K) Cancer Concepts 1979—Gatlin-

burg
Oct. 25-27 (K) Office Ultrasound—Gatlinburg

Nov. 9-10 (M) Rheumatology
Nov. 9-10 (C) Diagnostic Radiology
Nov. 9 (K) 8th Annual Internal Medicine

Symposium
Nov. 16-17 (M) 2nd Annual Pain Symposium
Nov. 29-30 (M) ACP Internal Medicine Review
Nov. 30 (K) Infant Nutrition

Nov. 30- (C) Basic Cardiology, EKGs &
Dec. 2 Therapy

Dec. 7-8 (M) 10th Annual Otolaryngology

Conference for Family Physi-

cians

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone

:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

800 Madison Ave.

Memphis, TN 38163
Tel. (901) 528-5605

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

Sept. 8-9 (M) Medical and Surgical Emergen-
cies

Sept 13-14 (K) Fetal Monitoring
Sept. 27-28 (C) Sexual Dysfunction
Sept. 27-28 (M) 11th Memphis Conference on

the Newborn
Sept. 29 (C) Cancer in Women: Current

Concepts
Oct. 4-6 (K) Regional Meeting— American

College of Physicians & Ten-
nessee Society of Internal Medi-
cine

Oct. 5-6 (M) Medical Alumni Day

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Sept. 9-14

Oct. 8-9

Oct. 23

Nov. 9

Dec. 4

Substance Abuse in Youths: Prevention

and Treatment

Geriatrics II: Sex and the Aged

Consumer Health Education: A Mul-
tidisciplinary Approach

Pediatrics—Neonatology

Occupational Medicine II

For information contact Dr, Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)

928-4626, ext. 204

Annual Thomas W. Green Memorial Lecture

Oct. 16 An Update in Antibiotics—SuUins Hu-
manities Center, Bristol, Va. Fee: none.

For information contact Raymond Massengill, Jr.,

Ed.D., Assistant Dean and Director of Medical Edu-
cation, East Tennessee State University College of

Medicine, Bristol Memorial Hospital, 209 Memorial
Dr., Bristol, TN 37620.
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OAK RIDGE ASSOCIATED UNIVERSITIES

Oct. 18-20 The Medical Basis for Radiation Acci-

dent Preparedness—Oak Ridge, Tenn.

(Presented by REAC/TS—Radiation

Emergency Assistance Center/ Training

Site—operated for the U.S. Department

of Energy by the Medical and Health

Sciences Division of Oak Ridge Asso-

ciated Universities.) Credit: 16 hours

AMA Category 1.

For information contact REAC/TS Conference,

Oak Ridge Associated Universities, P.O. Box 117,

Oak Ridge, TN 37830.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy

and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule

Sept. 7-8 Fiberoptic Bronchoscopy: A Work-
shop*

Oct. 11-13 The Radiology of Multisystem Dis-

eases*

Oct. 17-19

Oct. 21-24

A Clinical Focus on Tuberculosis and
the Mycoses*

Symposium on Neurological Disorders

of Children*

Dec. 7-8 Burn Symposium*

*Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

UNIVERSITY OF LOUISVILLE

SCHOOL OF MEDICINE

Sept. 5-6 Current Concepts in Nutrition—Hyatt

Regency Hotel, Louisville, Ky. Credit:

14 hours AMA Category 1. Fee: phy-

sicians, $75; others, $35.

For information contact Office of Continuing

Medical Education, University of Louisville School

of Medicine, P.O. Box 35260, Louisville, KY 40232,

Tel. (502) 588-5329.

Sept. 10 John I. Perlstein Lectureship—Health

Sciences Center Auditorium, Louisville,

Ky.
Oct. 31 Louisville Pediatric Lectureship

—

Health Sciences Center Auditorium,

Louisville, Ky.

Nov. 1-3 Annual Newborn Symposium in com-
memoration of “The International Year
of the Child”—Health Sciences Center

Auditorium, Louisville, Ky.

For information contact Billy F. Andrews, M.D.,
Professor and Chairman, Department of Pediatrics,

University of Louisville School of Medicine, P.O.

Box 35260, Louisville, KY 40232, Tel. (502) 588-

5753.

BOWMAN GRAY SCHOOL OF MEDICINE

Courses in Ultrasound

Three eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on
the following dates: Sept. 24-Nov. 16, 1979; Jan.

7-Feb. 29, 1980; and April 14-June 6, 1980. Credit:

30 hours per week in AMA Category 1.

Two additional two-day Real Time courses are

offered for obstetricians on Sept. 20-21, 1979 and
Nov. 29-30, 1979. Credit: 10 hours per day in AMA
Category 1.

Several one-week courses in Abdominal Real-Time
Sonography will be held on Aug. 6-10, Dec. 10-14,

1979, and March 24-28, 1980. Credit: 30 hours

AMA Category 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

OF SPECIAL INTEREST

AMERICAN CANCER SOCIETY

Sept. 6-8 National Conference on Breast Cancer,
1979—Waldorf-Astoria Hotel, New
York: Credit: 16 hours AMA Cate-

gory 1. Fee: None.

For information contact Sidney L. Arje, M.D.,
Breast Cancer Conference, American Cancer Society,

777 Third Ave., New York, NY 10017, Tel. (212)
371-2900.
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DUKE UNIVERSITY MEDICAL CENTER

Oct. 22-26 Adult and Pediatric Diagnostic Radi-

ology including Ultrasound and CT
Scanning—Southampton Princess Ho-
tel, Bermuda. Credit: 30 hours AMA
Category 1. Fee: physicians, $275; in-

training, $150.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical Cen-
ter, Durham, NC 27710, Tel. (919) 684-4397.

THE MEDICAL COLLEGE OF PENNSYLVANIA

Retraining Program for Clinically

Inactive Physicians

Two eight-week Retraining Programs, designed to

facilitate the reentry of clinically active physicians

into clinical medicine through intensive clinical and
didactic experience, will be held at the Medical Col-

lege of Pennsylvania on the following dates: Oct. 15-

Dec. 7, 1979; April 21 -June 13, 1980. Credit: AMA
Category 1. Fee: $1,950.

For application, write to Retraining Program for

Inactive Physicians, Office of Medical Education,

The Medical College of Pennsylvania, 3300 Henry
Ave., Philadelphia, PA 19129.

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Nov. 5-8 64th Annual International Scientific

Assembly of Interstate Postgraduate

Medical Association—New Orleans
Marriott, New Orleans. (In coopera-
tion with the Louisiana Acad, of Family
Physicians, Tulane Univ., and Louisi-
ana State Univ. ) Credit: 24 hours AMA
Category 1 and AAFP prescribed; 4
hours AMA Category 2 and AAFP
elective. Fee: $90 in advance; $100 at

meeting.

For information contact Alton Ochsner, M.D.,
Program Chairman, Interstate Postgraduate Medical
Association, P.O. Box 1109, Madison, WS 53701.

AMERICAN LUNG ASSOCIATION
OF LOUISIANA

Nov. 27- SUPERCOURSE® V postgraduate pro-
Dec. 1 gram on lung disease—Hyatt Regency

Hotel, New Orleans. (In conjunction
with the 16th Annual Pulmonary Func-
tion in Health and Disease Course, the

12th Annual Respiratory Disease
Course, and the 9th Annual Pediatric

Pulmonary Course.) Credit: AMA
Category 1 on an hour-for-hour basis;

AAFP prescribed. Fee: $225.

For information contact John B. Bobear, M.D.,
SUPERCOURSE® V Chairman, American Lung
Association of La., Inc., Suite 500, 333 St. Charles
Ave., New Orleans, LA 70130.
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Notes on Medical History

Medical Advertising in Early Nashville

The picturesque spelling and punctuation used in

the original have been retained throughout.—Ed.

Since mail deliveries were infrequent, the local news-

paper was the only means of communication available to

Nashvillians in the early 1800s. It is understandable,

therefore, that space in the newspaper columns would be

used liberally by the citizens for a variety of reasons,

even matters of the most personal nature, but especially

for advertising their businesses and professions.

The paper published in Nashville at that time was The
Tennessee Gazette, a weekly that served not just the city

but all of Middle Tennessee, or Mero District, as it was

called.

The Gazette carried a generous share of medical ad-

vertising, some from private physicians and surgeons,

some from owners of medicine shops, some from mer-

chants in general stores, and some from persons of un-

known qualifications. The ads usually ran several months.

Newcomers were quick to make known their arrivals.

One of the earliest such ads appeared Sept. 22, 1802:

THE SUBSCRIBER, Informs the public that he has

removed to Nashville, where he intends to practice

Physic and Surgery—particularly in cases of Cancer,

Ulcers of all denomination. White Swellings, and Rheu-

matisms, which he will insure to cure in all cases, if

required; he has prepared himself with rooms and board-

ing for any applicants that may wish to be immediately

with him, his particular attention may be relied on, those

who may favor him with their custom.

STEPHEN BEAN

Three new arrivals were announced in 1804. The first

was in the issue of May 23:

NOTICE
The subscriber has settled in Haysborough, for the pur-

pose of practicing

PHYSIC, SURGERY, AND MIDWIFERY.
He has had the experience of ten years extensive prac-

tice, and has vouchers to show that his success was equal

to any physician in the town and neighborhood where he

practiced. He perfectly understands all the diseases that

relate to the Teeth and Gums—can Clean, Extract,

Transplant, or put in Artificial Teeth, that will look as

well as natural ones.

CORNELIUS BALDWIN

The second followed soon after on June 6:

DOCTOR JAMES L. ARMSTRONG
from Lexington, Kentucky

Begs leave to inform the inhabitants of Sumner County,

and that part of Davidson opposite the place where he

resides, that he has commenced the

PRACTICE OF MEDICINE
at Col. Henderson’s in Drake Creek, where he may at all

times be found—and if attention to business will be any
recommendation, he flatters himself that he will deserve

the approbation of the public.

The third came a few weeks later with a somewhat
more modest announcement on August 22:

Doct. D. SAYRE
Respectfully tenders his best service to the public, in

Physic, Midwifery and Surgery. He resides with Col.

Ward, at Hunter’s-Hill, Davidson County.

Another simple announcement ran on June 21, 1806:

DOC. F. MAY
Informs the public, that he has commenced the practice

of PHYSIC, SURGERY, ETC. in the house lately occu-

pied by Mr. John Sommerville, and by strict attention,

hopes to merit public patronage.

Partnerships were frequently formed for private prac-

tice hut some were short lived. Dr. Joseph Hays seems

to have been one of the more adventurous practitioners.

On Feb. 13, 1805 we find:

HAYS & ARMSTRONG
Take the liberty to inform the public that due attention

will be paid [by] them to the practice of

MEDICINE SURGERY
IN PARTNERSHIP,

In the town of Nashville and the vicinity. They occupy

the house formerly occupied by Hays and Dickson,

where they will furnish those who may please to call on

them, with Medicine on as low terms as it can be afforded

in the state.

N.B. Joseph Hays, for the last time request[s] those

indebted to him on account of the firms of Hays &
Claiborne, Hays & Dickson, Hays & Watkins or himself

a lone, to come forward and make payments or close

their accounts, (until the 1st, January 1805) otherwise,

without discrimination, they will be put into the hands

of an officer for collection.

On Aug. 14 of that year we find:

The subscribers take the liberty to inform their friends

and the public in general, that they will keep a practicing

shop of Medicine, sufficient to supply any number of

patients who may think proper to call on them for

Medical aid, in any of its branches. It is not to be under-

stood that a copartnership exists, their object for occu-

pying one house is for the convenience of occasionally

attending and prescribing for the patients of each other.

The shop will be kept in the white house formerly occu-
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pied by Robt. and Anthony Foster, and now the property

of Col. Butler, where every attention will be paid by

them to their patients.

Joseph Hays,

Felix Robertson

P.S. The subscriber requests those who are indebted to

him formerly, in any of his copartnerships, to come for-

ward and make immediate settlements; otherwise their

accounts must be put into the hands of proper officers

for collection.—In his absence, as the Books will remain

in the shop, he has prevailed with Doctor Felix Robert-

son, to attend to the settling accounts, if he should not

otherwise be engaged in the practice.—All those who he

is indebted to, are requested to bring forward their ac-

counts, etc.

Joseph Hays

The Feb. 1, 1806 issue carried this ad:

DOCT. WATKINS
Has removed his shop to the house formerly occupied

as a dwelling house by Mr. Joseph M’Kean, next door to

Black Bob’s—where it will in future be kept in occu-

pancy with

DOCT. CATLET.
Indispensible business will oblidge Doct. Watkins to be

absent for a few weeks, but the time will be made as

short as possible.—Until his return application for any

Medical service, will be attended to with promptitude by
Doct. Catlet.

The firm of Hays & Claiborne inserted this ad May 5,

1802:

The subscribers beg leave to inform the citizens of Nash-
ville, its vicinity, and their fellow citizens in general, that

they have just received from a house of the highest

respectability in the United States, a large and general

assortment of

MEDICINE,
adopted to the diseases of the climate,

PATENT MEDICINES,
Together with a supply of the most fashionable

PAINTS,
Which they have opened at there Apothecaries Hall, on
the Main Street Nashville, opposite the house of John
Anderson & Co.—They are determined to sell on the

most reduced prices for cash,—orders from practitioners.

Merchants and private families, will be cheerfully at-

tended too, under the immediate inspection of one of the

characters, and to prevent the too frequent injurious use

of Medicines going out of the shop without being la-

belled, no article of ever so innocent a nature, shall pass

from the Hall without being wrote on, and the manner of

using, inscriped in writing if required by the purchaser.

Having determined to continue in the pursuit of their

profession, they offer their services to their fellow citizens

in the practice of Physic, in all its different branches, and

pledge themselves to pay the most unremitted attention to

those who may favor them with their confidence.

There was a slight hint of Madison Avenue in the ads

from the general store merchants, for example this one

of July 8, 1801:

The Infallible Ague & Eever Drops which cures all

kinds of Agues & Fevers, Remittent, and Intermittent

Fevers, etc., etc. and so perfectly tasteless, that they may
be administered to children and persons of the weakest

stomachs without the least difficulty—May be had at the

store of Joseph M’Kean in Nashville.

The medicine shops of the day were usually owned
and/or run by physicians. Not unlike modem dmg
stores, they did not confine their stock to medicines and
drugs. It was common for them to carry a stock of

chemicals, dyestuffs, painters’ colors, etc., as well as

“shop furniture”—the term applied to office or laboratory

supplies such as glass stoppered bottles, mortars and
pestles, scales and weights, graduated measures, pillboxes,

etc. In this instance the stock apparently belonged to the

general merchants: (Jan. 13, 1802)

The subscribers have now received for sale at their

store in Nashville, a general assortment of

MERCHANDISE,
Suited to the present and approaching season;—which

they will sell wholesale or retail, for COTTON in bales,

TOBACCO or CASH. They have also imported an exten-

sive assortment of genuine

DRUGS and MEDICINES,
PAINTERS’ COLORS,

DYE-STUFFS,
SHOP FURNITURE, ETC. ETC.

Which are opened for sale at the shop of Doctor Roger

B. Sappington.—Every attention will be paid to this

business as usual, and all orders addressed to them will

be duly attended to and faithfully executed.

HENNEN & DICKSON

Dr. Sappington placed this ad Aug. 4, 1802:

The subscriber has received within a few days past a

fresh supply of

MEDICINE,
from a house in Philadelphia, the most celebrated in the

city for keeping Medicine of the best quality.

ALSO
The following articles of Groceries,

Tamarinds,

Sugar Candy,

Sweet Almonds,

Cloves,

Indigo Trench,

Pearl Barley,

Windsor shaving soap

Sugar,

Raisins,

Nutmegs,

Cinnamon,

Fig Blue,

Wash balls,

Amatto,

HAS ALSO
A large quantity of the celebrated

English

Ague & Eever Drops.

The largest and best assortment of

Paints

Ever imported into Tennessee—All of which will be sold

on moderate terms at his shop in Nashville.

Less than a year later Dr. Sappington ran this ad in

the issue for June 29, 1803:

The subscriber having declined the Apothecary’s busi-

ness is compelled to call on all persons in debt to him,

to make immediate settlements, and hopes all persons in

arrears will pay attention to this notification.

He still intends to give particular attention in the prac-

tice of Physic, wherein there will be a difference from his

former method of charging,—any person desirous to

know the difference previous to employing, will be in-

formed on application—the shop will be kept at his

dwelling house on the hill.
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In the Nov. 8, 1806 issue we find:

The subscriber has removed his shop next door to Mr.

Porter’s store—where he offers for sale an assortment of

DRUGS & MEDICINES, PAINTS, ETC.

on the most reasonable terms

Hanson Catlet

On Jan. 7, 1807 we see:

DISSOLUTION OF COPARTNERSHIP
The copartnership of Thomas G. Watkins and Hanson

Catlet, under the firm of

WATKINS & CATLET,
was dissolved by mutual consent on the 20th day of

October last. All persons having claims against the said

FIRM, are requested to present them for settlement; and

those persons who are indebted to them are requested to

make immediate payment to Thomas G. Watkins, who is

duly authorized to settle and close the concern of said

firm, for which purpose their books and papers are put

in his possession.

Thomas G. Watkins

Hanson Catlet

N.B. DOCTOR WATKINS,
continues to do business as usual in the house formerly

occupied by Watkins & Catlet.

It is not known what the credentials of certain ad-

takers were, as seen in this ad Nov. 13, 1802:

The Subscriber, Living on Mansker’s Creek, Davidson

County, wishes to inform those who labor under con-

sumptions, that he has discovered a remedy for that com-
plaint, and from experiments proves to be effectual.

Those afflicted, may be cured on moderate terms, by

application to,

John Rhodes, Sen.

Whether John Collins was a member of the medical

profession or not, you couldn’t beat the deal he offered

May 6, 1801:

The subscriber wishes to inform the public in general,

that he can cure the Rupture in any person from the

age of one to the age of 45, and any person subject to

this disorder can get directions and medicine from the

subscriber to cure themselves on low terms, or otherwise

he will cure them on moderate terms—no cure, no pay.

Submitted by

Charlotte A. Williams

Coiuitoii

Kelly Health Care
fbrn|aiicU|enpit

the iithpnie pafient
Some patients are institutionalized only because you can’t be

sure proper recuperative care can be provided in the home.

Kelly Care specializes in hospital- quality care in the com-
fortingly familiar atmosphere of the patient’s home. RNs,

LPNs, Home Health Aides, and Homemakers to provide

precisely the level of care prescribed. Highest standards

assured by meticulous selection, in-service training and our

own Nursing Supervisor. Count on us to do the right thing for

your patients— and for you.

Kelly
Health Care

a subsidiary of Kelly Services

MEDICARE APPROVED
4466 Elvis Presley Blvd. • Suite 141 • Memphis, TN 38116 • 901/396-1711
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Tennessee Medical Association’s

Exclusively Approved

Disability Insurance

&
Major Hospital Insurance

Programs

Administered By

Smith, Reed, Thompson & Ellis Co.

P.O. BOX 1280

NASHVILLE, TENNESSEE 37202

PHONE 255-7625

Manager
WILLIAM H. ELLIS, C.L.U.

Supervisors

ROBERT K. ARMSTRONG
THOMAS G. HENRY, JR.

ROBERT M. GARRIGUES

Underwritten

SINCE THE PROGRAM'S INCEPTION IN 1942

By

Commercial Insurance Company

Newark, New Jersey
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Animal Tests of Drugs

For Cancer Held Invalid

Giving animals huge doses of drugs to determine

whether the drugs cause cancer does not tell scien-

tists whether the drug would cause cancer in humans,

says a communication in JAMA.
Dr. John C. Ballin, director of the AMA’s Depart-

ment of Drugs, commenting on the National Cancer

Institute’s project of testing commonly used drugs

for their possible carcinogenic effect in animals,

points out that the animals often are fed doses ex-

ceeding the usual human consumption by factors of

50-, 100-, or 1,000-fold. Results of such tests have

recently been released for reserpine, a common anti-

high blood pressure drug, and methapyralene, an

antihistamine. They may cause cancer in animals in

massive overdoses, but “the conditions of use in such

tests bear little relation to the conditions of use in

human patients.”

It is possible, Dr. Ballin says, that many chemicals,

such as saccharin, can induce cancer in animals if

huge doses are given during an entire lifetime, but

this does not mean that such drugs or chemicals are

carcinogenic in man when taken according to labeled

directions. Aside from the enormous differences in

dose and duration, it is not possible to extrapolate

data derived from animal experiments to human re-

sponse. It would be unfortunate if patients discon-

tinued their use as a panic response to the animal

test findings. In the case of reserpine, for example,

the hazard to health from untreated hypertension far

exceeds an unproved risk of cancer.

Testing of common drugs for cancer-causing po-

tential is in the public interest, but the NCI should

conduct confirmatory studies in which the dose and
duration of administration more closely approximate

the usual human exposure, says Dr. Ballin.

Honey Implicated in

Spread of Infant Botulism

Infants less than 1 year old should not be fed

honey, because of the danger of transmission of

infant botulism, says a report in an AMA journal.

Of 90 honey samples tested to date in California,

10% contained C botulinum, and in honey from
California, Florida, Iowa, Michigan, Minnesota, Ne-
braska, Tennessee, Texas and Washington, the figure

was 7.5%
C botulism may be responsible for some cases of

the sudden infant death syndrome probably unde-

tected, as infant botulism was only recently recog-

nized as a separate disease. As of Dec. 1, 1978, 108

cases had been recognized in 21 of the 50 United

States. Sixty of the reports were from California,

where a special surveillance and educational effort

has been under way since 1976. Cases have also been

reported in England and Australia.

No spores were found in any of the several hun-

dred food items tested in California other than

honey, the doctors report. Adults need not fear in-

fant botulism, as no one past the age of 8 months
has been stricken.

New British Drug

Fights Breast Cancer

A newly developed British drug, tamoxifen ci-

trate (trade name in Great Britain, Nolvadex), has

proved effective in breast cancer that has spread to

other areas of the body.

There is no comparable U.S. product.

Tamoxifen was tested at the M.D. Anderson Hos-
pital and Tumor Institute, Houston, on 50 breast

cancer patients in whom conventional endocrine

therapy and combination chemotherapy (drugs) had
failed, and the cancer had metastasized.

Tamoxifen achieved a significant palliation of di-

sease in 50% of the patients, with practically no side

effects.

There also are indications that tamoxifen will be

useful in management of metastatic breast cancer in

many different phases of the disease, and can safely

be considered the best choice for postmenopausal
women who are likely to respond to hormonal ther-

apy.

Hyperactive Children Adjust

Fairly Well to Adult Life

What happens to that hyperactive child when he

grows up?
The adolescent or young adult still may have some

problems, but for the most part the child who had
such a rough time in school learns to cope reasonably

well with the adult world, says a report in the Ar-

chives of General Psychiatry. While many hyper-

active subjects continued to have some difficulties of

adjustment, only a small minority showed severe psy-

chopathology or had serious antisocial behavior.

The hyperactive children were more likely to be

impulsive adults than their less active peers, had
more auto accidents, and changed their place of resi-

dence more frequently, but there was no difference in

the job status of the once-hyperactive children and
their normal peers. In the working world, if the hy-

peractive subject doesn’t like an employer, he can

move, but in the classroom, the child must remain

with incompatible teachers and subject matter.

Most hyperactive adults perceive their childhood

as an unhappy one, and in adolescence the hyper-

active have an impaired self-esteem. This continues

into adult life, despite ability to hold their own in the

business world.
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! PRIMARY CARE PHYSICIANS

I

NEEDED
Rural health services clinic in beautiful resort

area: Pickwick Lake Park (boating, fishing, swim-

ming) and Shiloh National Military Park. Building

and office (2,400 sq. ft.) completed. Malpractice

insurance provided. All equipment furnished. No
accounting, billing or personnel problems. Salary

depending on qualifications. We invite you to call

or write to Mrs. Z. Schreiner, Project Coordi-

nator, Shiloh-Pickwick Health Services, P.O. Box

113, Pickwick Dam, TN 38365. Phone: (901)

689-5237.

An Equal Opportunity Employer

EMERGENCY PHYSICIAN
NEEDED

Career emergency physician to participate in

group staffing 250-bed community hospital with

30,000 ED visits annually. Fee for service. Sig-

nificant follow-up activity in outpatient surgical

and diagnostic activities. East Tennessee scien-

tifically oriented city of 30,000. Excellent

schools. Abundant recreational opportunities.

Varied cultural activities. Write Emergency As-

sociates, P.O. Box 822, Oak Ridge, TN 37830,

Phone (615) 482-2909.

DOCTOR POSITION AVAIUBLE WITH

KNOXVILLE ARMED FORCES

EXAMINING AND ENTRANCE STATION

Full-time doctor needed to conduct physical ex-

aminations for applicants seeking military ser-

vice. Responsibilities include supervision of five

military and civilian medical technicians. This is

a civil service position (GS-12), pleasant working

conditions, no malpractice insurance required,

and all equipment furnished. Starting salary is

$30,017.00 with subsequent periodic increases.

Fringe benefits Include annual leave, compen-

satory time off, sick leave, retirement and vari-

ous insurance benefits. Office hours are from

7:30 AM to 4:00 PM Monday through Friday,

subject to slight variance depending on station

workflow.

Appointments for interview can be made by

calling Major Rudy at (615) 525-7153, Knoxville,

or writing Commander, AFEES, 1013 N. Central

St., Knoxville, TN 37917.

EMERGENCY ROOM PHYSICIAN

Needed one Emergency Room Physician to join

six-man group in new emergency facility of a

360-bed acute general hospital, affiliated with

new medical school at Marshall University.

40,000 visits annually. $60,000 guarantee

against fee-for-service, plus fringe benefits, in-

cluding malpractice insurance. Emergency resi-

dent graduate students preferred. Send
curriculum vitae to E. B, Santos, M.D., Director

of Emergency Department, Cabell Huntington

Hospital, 1340 Hal Greer Boulevard, Huntington,

West Virginia 25701.

GENERAL INTERNISTS
NEEDED

General Medical Internists for full-time faculty

positions in an innovative developing program at

the East Carolina University School of Medicine.

Address inquiries and curriculum vitae to De-

partment of Medicine, East Carolina University

School of Medicine, Greenville, North Carolina

27834.

Affirmative Action /Equal Opportunity Employer

OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Outstanding multi-hospital emergency physician

group has excellent opportunities available for

full-time, career-oriented emergency physicians

in Morristown, Bristol, and Hendersonville, Ten-

nessee. Must be willing to live within daily com-

muting distance.

FEE-FOR-SERVICE compensation. Averages $30-

$50 per hour. Physician remuneration increases

with department growth and complexity of pa-

tient disease processes. Malpractice coverage

via a group policy. We are interested in people

who enjoy working while receiving fair compen-

sation. Physicians who assume responsibility for

the diagnosis and treatment of seriously ill or

injured patients should be compensated accord-

ingly. Considerable attention paid to INDIVIDUAL

scheduling desires and continuing medical edu-

cation. Large central emergency medicine library

at your disposal.

We invite you to call or write to Kathleen Gallie,

Director, Physician Services, 897 MacArthur Blvd.,

San Leandro, CA 94577, phone (415) 638-3979.
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YOU’LL GET PROMPT
PROFESSIONAL RESULTS
WHEN YOU REFER A
HEARING-IMPAIRED
PATIENT TO A

Hearing Aid Specialist
IN TENNESSEE

YOUR INDEPENDENT AUTHORIZED DEALERS ARE:

Nils L Cruz
Beltone Hearing Aid Service

301 Montgomery Street

Box 1097
Johnson City, Tennessee 37601
(615) 928-9285

Noble Davis

Beltone Hearing Aid Service

433 East Spring Street

Cookeville, Tennessee 38501
(615) 526-1711

Robert G. Donahue«4-T:y^3»stl
Beltone Hearing Aid Center
164 6th Avenue, North
Nashville, Tennessee 37203
(615) 256;i862

James C.' Dowlen
Beltone of Chattanooga
Suite ! 1 1 Doctor’s Bldg.

744 McCallie Avenue
Chattanooga, Tennessee 37402
(615) 266-3725

“

Johnny Elias

Beltone Hearing Aid Center
105 South Court Street

Memphis, Tennessee 38103
(901) 525-1553
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Power Lawn Mower Injuries

ROBERT R. MADIGAN, M.D. and CLETUS J. McMAHAN, JR., M.D.

There has been an increasing incidence of

power lawn mower injuries in the United States

in the last few years and this trend appears to be

continuing.^’^ Though mortality rates approach

zero, the morbidity is significant. This paper is

an attempt to review the current literature and

statistics on lawn mower injuries and compare

them with a prospective study done in a relatively

large metropolitan area for the year 1976.

In October 1974, the U.S. Consumer Product

Safety Commission distributed a report on the

current status of lawn mower injuries. At that

time, they estimated that more than 50,000 adults

and children were treated each year in hospital

emergency rooms for injuries associated with

power lawn mowers.^ Just 16 months later they

published a second report stating that 161,000

lawn mower-related injuries occur each year, in-

cluding more than 60,000 that required some

type of hospital emergency room treatment. The
injuries resulted in 3,500 amputations, and they

reported 1,000 cases of blindness.^

A prospective study of all patients with lawn

mower injuries seen in five hospitals was under-

taken for the year 1976. It involves a relatively

large metropolitan city, Knoxville, Tenn., of ap-

proximately 300,000 people.

Methods
All medical personnel involved with lawn

mower injuries, including local emergency rooms,

emergency room physicians, general surgeons

and orthopedic surgeons, were contacted per-

sonally and asked to participate in the study by

Reprint requests to 630 Concord St, S.W., P.O. Box
11047, Knoxville, TN 37919 (Dr. Madigan).

reporting any such injuries to us. A total of 37
patients with lawn mower injuries were reported,

32 of whom were personally contacted. All

emergency room records, hospital charts and
x-rays were reviewed, and the patients were fol-

lowed from 16 to 24 months, with a mean of 18

months. Five patients could not be located for

follow-up and were not included.

A data sheet was drawn up prior to the study,

taking into account the history of the accident,

environmental factors surrounding the accident,

the injury itself, and follow-up complications,

including morbidity resulting from the accident.

Results

Data were available on 32 patients involved

in mower-related accidents between January and
December 1976, including 24 male and 8 female

patients ranging in age from 9 years to 74 years

with a mean of 38 years.

All but one of the mowers involved were of

the rotary type. The walk-behind rotary type was
responsible for 23 injuries, the riding rotary type

responsible for eight, and the reel type for a

single injury. Fifteen of the 32 mowers had
either a guard or tray or both protective mea-
sures (Table 1). Only 6 of the 32 patients were
wearing above the ankle boots at the time of the

TABLE 1

USE OF PROTECTIVE DEVICES

None 17 (53%)
Skirt and guard 5 (16%)
Skirt or guard 10 (31%)
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accident. Other foot gear included tennis shoes,

loafers, slippers and none. Eighteen of the acci-

dents occurred on flat ground, while the remain-

ing 14 occurred on sloping ground. Twenty-eight

took place on bright sunny days when the ground

was dry. Ethanol ingestion was admitted in only

three cases. Twenty-nine injuries were sustained

by the mower operator, while there were three

injuries to bystanders.

The mechanism of injury was direct contact

with the mower in 25 cases, 20 of them from di-

rect contact with the blade and five from contact

with other parts of the mower. Injury resulted

from a missile thrown from the lawn mower in

six instances (Table 2). There was a single

twisting injury resulting in a closed fracture of

the foot while mowing wet grass. Other types of

injuries included 11 lacerations, nine open frac-

tures, six amputated digits, four closed fractures

and two contusions (Table 3). There were 13

hand injuries, 13 foot injuries and six injuries to

the leg.

All patients received local wound care, includ-

ing debridement, tetanus prophylaxis and ap-

propriate dressings. Nineteen received antibiotics,

most frequently one of the cephalosporins, and

15 of the 32 were admitted to the hospital for

varying lengths of stay ranging from 1 to 33 days,

with a mean of six days.

Complications were divided into initial and

late, the former consisting of two wound infec-

tions which cleared with appropriate treatment.

One occurred in a patient treated with antibiotics

and the second in a patient treated without anti-

biotics. Twenty had no follow-up complaints.

Late complications included three painful digits

associated with cold weather, five sensitive scars,

three nail problems, and one loss of dexterity of

the fingers (Table 4). Time lost from work

ranged from 1 to 300 days, with a mean of 18

days.

Discussion

Rotary power lawn mowers, which have be-

come standard household equipment in most

American homes, are probably the most danger-

ous of the common household tools. Their effi-

ciency in cutting all lengths of grass and weeds

on both even and uneven ground, coupled with

the ease of maintenance, accounts for their in-

creasing popularity. It is estimated that there are

between 22 million and 30 million power lawn

654

mowers in the United States, the majority (90% )

being of the rotary type.^’^’® The National Elec-

tronic Injury Surveillance System estimates that

more than 161,000 mower-related injuries occur

each year, with 60,000 resulting in visits to the

hospital emergency room.^

The majority of wounds are caused directly or

indirectly by the rotating blade, while the remain-

ing relate to electric shocks, bums and problems

with steering and stability. It is easy to appreciate

the wounding capacity of the rotary mower when
we realize the blade rotates from 3,000 to 4,000

rpm and exerts a force of 10,000 psi.^-®'^ Objects

can be hurled at speeds up to 300 ft/sec, causing

penetrating injuries which are often at some dis-

tance from the mower.

In this series 72% of the injuries were caused

by the walk behind rotary mower and 25% by

TABLE 2

MECHANISM OF INJURY

Direct contact mower 25 (78%)
Contact blade 20
Other 5

Missile 6 (19%)

Other 1 ( 3%)

TABLE 3

TYPE OF INJURY

Laceration 11

Open fracture 9

Amputations 6

Closed fracture 4

Contusion 2

TABLE 4

COMPLICATIONS—LATE

None 20

Pain with cold 3

Sensitive scar 5

Nail 3

Loss of dexterity 1
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the riding-rotary type. Only one injury was caused

by a reel type mower. This compares favorably

with the Kenny statistics, which showed 99% of

the injuries were from rotary mowers, but differs

slightly from those of McClure which showed

88% injuries were caused by rotary mowers.’^’^®

The high percentage of rotary mower injuries

can be attributed to its popularity and its sig-

nificant wounding capacity.

Most rotary mowers have available optional

safety devices. The rear skirt is a hinged metal

plate attached to the posterior mower housing,

which prevents hands and feet from coming into

contact with the blade posteriorly and acts as a

damper to projectiles thrown into the path of the

operator. The discharge opening can be covered

by a discharge guard which deflects the cut grass

and possible projectiles in a downward manner.

The striking finding in our study was the general

lack of optional safety devices in use. Fifty-three

percent of the mowers involved had no safety

devices, and none of the six mowers resulting in

missile injuries had safety equipment. Although

we cannot realistically expect a foolproof safety

mower, it is obvious that many of our injuries

could have been avoided if the standard safety

features had been employed.

All injuries were confined to the upper and

lower extremities. The number of foot injuries

could have been decreased or the extent of injury

lessened if proper footwear (boots) had been

used. Attention to simple safety rules may well

have altered some of the lower extremity injuries.

Interestingly enough, some environmental factors

that we thought would influence injuries were not

significant and did not enter into the picture.

Darkness, wet ground, type of terrain or ingesting

alcohol at the time of mowing did not appear to

affect the number of injuries.

Since the blade revolves so rapidly, it is im-

possible to remove a hand or foot from the

cutting zone until it has been struck by the

cutting edge of the blade several times. Objects

hurled by the blade travel at considerable speed

with a large amount of kinetic energy, in many
ways similar to low velocity gunshot missiles,

with injuries resulting in considerable soft tissue

damage, open fractures and amputations. Five of

the six amputations were partial amputations of

the digits of the hand, with significantly more
morbidity than the loss of toes. Surgical treatment

consists of debridement, amputation revision,

tetanus prophylaxis, and skin coverage via grafts

and various flaps. Slightly less than half of the

patients required admission to the hospital, pri-

marily for surgical procedures performed in the

operating room or for observation following pro-

cedures performed in the emergency room, repre-

senting in addition to the injury with its associated

morbidity a sizable economic loss.

Follow-up showed 62% had no subjective

complaints or problems. The remaining com-

plaints were those commonly following injuries

to the hand or foot (Table 4). The time lost

from work was significant in view of the fact that

few injuries were work-related and thus were not

covered by compensation insurance, and also

represents a significant economic loss over and

above direct medical expenses.

U.S. Consumer Product Safety Commission is

the government agency responsible for developing

safety standards for consumer-related products.

These mandatory standards always increase cost.

How much is safety worth to the consumer?

Should safety features be optional or removable?

The CPSC is presently studying certain proposals

to improve the safety of power mowers, the most

important aimed at preventing contact with the

mowing blade. This calls for a dead man control

—a control that stops the blade automatically

whenever the operator leaves the operating po-

sition.^ We wholeheartedly endorse this proposal.

It would also seem advisable that safety features

such as the rear skirt and deflector guard be non-

removable. We recommend a twofold approach

to reduce the number of mower-related accidents.

First, a safety campaign should be directed

toward identifying the dangers to the public and

encouraging the use of proper safety procedures,

such as proper footwear and keeping hands away

from the blade while the engine is running. Sec-

ond, there should be mandatory unremovable

safety devices such as skirts, guards and dead

man controls, to protect the nonsafety-minded

public.
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Patterns of Communication to

Cancer Patients:

A Descriptive Analysis

ROBERT HARDY, M.D. and GLADYS HARDY, Ph.D.

Recent comprehensive campaigns by govern-

mental agencies and public and private civic or-

ganizations dealing with epidemiology, prevention,

screening and early detection of cancer have un-

doubtedly made the public more cancer-conscious

and perhaps more knowledgeable about these

diseases than ever before. Nevertheless, due to the

complexity and gravity of the situation surround-

ing the whole process of diagnosis and treatment,

personal comprehension of its development is

associated with complex behavior patterns ^ affect-

ing not only the patient but the physician and

others as well.

One of the major issues the physician faces in

this situation is communication to cancer patients

of information relating to their disease. A careful

review of the literature discloses a plethora of

opinion on how and what to communicate.^'®

Many opinions are diverse and, at times, dia-

metrically opposed. None is convincingly suited

for all situations. This diversity should not be

lamented, as plurality of approach represents a

functionally adaptive strategy for concerns in the

emerging area of communication to cancer pa-

tients.

As an initial step in trying to formulate a more
fruitful and wise approach of dealing with cancer

patients, we have attempted to provide a descrip-

tive analysis of communication patterns to cancer

patients by physicians associated with George W.
Hubbard Hospital of Meharry Medical College.

From the Department of Internal Medicine, Meharry
Medical College School of Medicine, 1005—18th Ave.
North, Nashville, TN 37208.

The objective was not to identify a single appro-

priate approach but rather to describe a number

of different approaches, examining each in terms

of its suitability for rehabilitating cancer patients.

Methods
Forty-four practicing physicians consented to

being interviewed and filled out a questionnaire

dealing with what and how information was pro-

vided to the patient relating to his illness. All

participants were licensed practicing physicians

associated with George W. Hubbard Hospital and

Medical Center either as full-time staff engaged in

teaching and patient care, part-time staff clinicians

or practicing physicians with hospital privileges.

Physicians’ direct contact with cancer patients

ranged from 2 to 40 during a six-month period

preceding the survey. No technique of randomiza-

tion was employed. All physicians available and

cooperative participated. Data were analyzed by

age and specialty and various criteria for inform-

ing were sought. Specialty category samples in-

cluded family practice, internal medicine, ob-

stetrics/gynecology, and general surgery. No pe-

diatricians or psychiatrists were included.

Data were described as descriptive with regard

to factors important in communication patterns.

Age and specialty correlations were analyzed by

the chi square statistical method.

Results
Forty-four physicians participated in the survey.

Ages ranged from 28 to 64 years with a mean of

37. The breakdown by specialty showed family

practice, 8% ;
internal medicine, 46% ;

obstetrics/
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gynecology, 18%; general surgery, 28% (Table

1). Sixty percent of the total group always or

usually informed their patients that they had can-

cer while 40% usually did not or never did. All

gynecologists questioned always or usually in-

formed their patients that they had cancer in con-

tradistinction to only 18% of surgeons who did

so. Internists were intermediate, with 65% of the

physicians informing their patients, as was the

case for three of the five family practitioners sur-

veyed. Statistical analysis showed a relationship

between specialty and doctors’ communication of

knowledge to cancer patients (P= 0.005).

The most frequent reason given by the surgeons

for not telling was “because of family wishes.”

Other reasons included “emotional instability,”

“no direct request by patient,” and prognosis. Age
or intellect as criteria for “not telling” was most
infrequent. Mental stability, direct patient inquiry

and family wishes were most important factors

given by all physicians in the survey for informing

or not informing their cancer patients (Table 2).

There was no statistical difference between
younger and older physicians and their overall

behavior, though more older physicians usually

did not or never told their patients about their

cancer. A surprising finding, however, was that

95% of all physicians surveyed would wish to be

told they had cancer if they developed the disease.

Only two physicians indicated otherwise and those

responses were “I never thought about it” and

“Fm not sure.”

Other parameters evaluated included timing

and terminology. Except for the gynecologists who
usually told their patients “immediately,” most of

the other physicians told their patients gradually.

The terminology most frequently used was

“tumor” (48%) and “cancer” (26% ). However,

all of the surgeons used the word “tumor” and

nearly all of the gynecologists actually used the

word “cancer.” The intemist/family practitioners

were intermediate (Table 3).

Discussion

Much has been written on the communication of

physicians with cancer patients from both the

physicians’ and patients’ perspective. There is

no consensus as to how such communication

TABLE 1 TABLE 2

PREFERENCES FOR INFORMING BY SPECIALTY CRITERIA USED FOR INFORMING PATIENTS

Always or

Usually

Inform

Never or

Usually Do
Not Inform

No. % No. %
Internal Medicine 12 67 6 33

Ob/Gyn 7 100 0 0

Surgery 2 18 9 82

Family Practice 2 67 1 33

No. O'L/o

Mental stability 20 51.0

If patient inquires 8 21.0

Family wishes 6 15.0

Right to know 3 7.7

Pathological diagnosis 3 7.7

Do not have criteria 3 7.7

Awareness 2 5.0

Radical treatment 1 2.6

Education 1 2.6

Age 1 2.6

TABLE 3

TERMINOLOGY USED

Growth Mass Tumor Cancer

Suspicious

Cells

No. No. No. No. No.

Internal Medicine 8 (44%) 0 8 (44%) 5 (28%) 0

Ob/Gyn 0 0 1 (14%) 5(71%) 1 (14

Surgery 2 (18%) 0 10(91%) 0 0

Family Practice 0 1 (33%) 1 (33%) 1 (33%)
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about the patients’ illness should be accomplished.

Opinions range from the extremes of always tell

and almost never explicitly tell to a middle-of-the-

road relaxed gradual disclosure guided by patient

signals and clues. McIntosh ® observed patterns of

communication between both parties over a pro-

longed period of time on a Scottish cancer ward
where many patients had incurable disease. Physi-

cians and nurses there tended not to explicitly tell

but to speak in euphemisms, omitting most hard

facts. He found that of 88% who knew or sus-

pected they had cancer 50% (33 of 65) knew or

wanted confirmation of their diagnosis. Only one

patient wanted to know the prognosis and none

wanted to know whether or when the illness would

be fatal.

A Philadelphia questionnaire ^ revealed that

30% usually or always told their patients they

had cancer. Most consistent communications were

by dermatologists and psychiatrists. Veach ^ also

recently claimed that up to 90% of physicians

surveyed “do not tell.”

Other studies have tended to either advocate

the opposite stance or to contradict the above-

mentioned results. Mitchell et al interviewed 50

cancer patients undergoing radiotherapy. All pa-

tients used the word “cancer” or malignant tumor

to describe their disease. Kelly and Friesen ®

found that 98% of cancer patients interviewed

indicated they preferred knowing their condition.

Prior ^ is in favor of informing patients after

histologic confirmation (during which time the

patient can be accepting the possibility that he

might have a malignancy). He feels that honest

but sympathetic communication with patients

would perhaps do much to allay the anxiety sur-

rounding the problem.

We found in this pilot study that a substantial

number of physicians affiliated with a medical

center did not usually tell their patients about

their diagnosis of a malignancy and that most of

the physicians used euphemistic terms such as

growth, or tumor. Hardly ever was the word can-

cer used. Surprisingly, the surgeons were most

adamant about “not telling.” They tended to say

they would tell if the patients asked and that the

patients would ask if they really wanted to know.

Despite this notion, all except two physicians

wished to be told about their disease, if they de-

veloped cancer. All physicians would disclose all

pertinent information to relatives and a substantial

658

number of physicians in any speciality would not

tell the patient about his diagnosis against the

wishes of the family.

The gynecologists, in contradistinction, uni-

formly told their patients the diagnosis. Some
spoke of the necessity of being involved with the

whole patient and his treatment. Psychiatrists

have often advised a most direct approach, an

approach not often followed, though at times

appropriate. In spite of concern for undue de-

pression and abnormal behavior, Plumb and Hol-

land did not detect excessive or inappropriate

depression when studying cancer patients vs. pa-

tients with suicidal desires. Our study points up

the subtleties involved in the interaction of cancer

patients and their physicians. While we do not

attempt to advise how information should be com-

municated to the cancer patients, the necessity

has become more and more obvious. This is an

age of rapidly advancing chemotherapy and multi-

modality therapy, holding promise of greater

palliation and, in some cases, cure. This therapy,

however, is associated with potentially life-

threatening side effects and should not, indeed

cannot, be administered to patients without their

full knowledge and consent. Herein lies the crux

of the matter. If the decision is made in favor of

such treatment, patients should be informed of

the circumstances surrounding and necessitating

that treatment. Often a specialist in oncology,

along with supporting staff, can assist in providing

not only information but hope and reassurance to

the patient as well.

The art of communication lies in how, when,

and how much to tell. r ^
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Wegener's Granulomatosis:

A Treatable Pulmonary-Renal Syndrome

ROLLAND F. REGESTER, M.D., and ROBERT N. MONTGOMERY, M.D.

Dramatic improvement in therapy and long-

term survival of patients with generalized Weg-
ener’s granulomatosis has occurred in the past

ten years. To achieve these results, an accurate

and prompt diagnosis must be made. The follow-

ing three cases underscore the importance of early

recognition of this illness.

Case Reports

Case 1: A 43-year-old Caucasian female was hospital-

ized with a two-year history of nasal congestion, six

months of intermittent epistaxis, and two months of pain-
ful hands, ankles, and knees, with questionable heat in
the knees. She had become progressively weaker and
unable to work. Ten days prior to hospitalization she
developed anorexia, cough, fever, and mouth ulcerations.

Pertinent findings on examination included a tempera-
ture of 103 F and mild dyspnea. The tympanic mem-
branes were dull and retracted, suggestive of serous
otitis media bilaterally; the edematous, friable nasal
mucous membranes bled easily on contact, and there
were nonspecific, punctate hemorrhagic lesions of the
retropharynx palate.

Laboratory studies included a hematocrit of 32%,
sedimentation rate of 62 mm/hr, and a urinalysis with
1+ qualitative proteinuria and 35 to 40 RBC/HPF.
The PAOa was 63 mm Hg while receiving 50% FlOa by
mask. Multiple cultures of sputum, blood, and bone
marrow were negative, as were cold agglutinins and
autoantibody studies. A 24-hour urine revealed 690 mg
protein excreted. The serum creatinine was 1.9 mg/dl,
and BUN was 33 mg/dl.

Chest films showed faint, poorly defined, bilateral mid-
lung infiltrates (Fig. 1) which rapidly progressed to two
large round areas of consolidation, with nodular infil-

trates in the left upper lung field.

Nasal mucosal biopsy revealed granulomas but no
evidence of arteritis, and percutaneous renal biopsy
revealed necrotizing arteritis and a focal and segmental
necrotizing glomerulitis (Fig. 2). Immunofluorescence
was negative, but tissue for this study was scanty. Elec-

From the Department of Internal Medicine, Univer-
sity of Tennessee Center for the Health Sciences, Knox-
ville.

Reprint requests to Department of Internal Medicine,
University of Tennessee Center for the Health Sciences,

1928 Alcoa Hwy., S-303, Knoxville, TN 37920 (Dr.
Regester).

tron microscopy did not reveal dense deposits and only

confirmed light microscopic findings.

The patient was begun on corticosteroids and cyclo-

phosphamide (Cytoxan), initially intravenously and then

orally. The high-dose prednisone was rapidly reduced
over a few weeks to alternate day therapy, and then

tapered slowly. There was rapid improvement in the pul-

monary lesions, with marked clearing of the chest film

and improvement in Paos to 77 mm Hg on room air

prior to discharge, approximately five weeks after ad-

mission. The serum creatinine remained 1.8 mg/dl.

Steroids were slowly tapered and discontinued, and
cyclophosphamide was maintained at 100 mg daily. At
the end of one year, the patient was asymptomatic. Her
chest film was essentially normal, and the urinalysis was
normal except for occasional 1+ qualitative proteinuria.

The 24-hour urine protein was less than 100 mg. Serum
creatinine was 1.2 mg/dl, and BUN was 12 mg/dl.
Twenty-four hour creatinine clearance was 70 ml/min,
up from 30 ml/min during her acute illness. The blood
pressure remained within normal limits.

Case 2: A 47-year-old Caucasian female had been
essentially well until the onset of hemoptosis. An exten-

sive pulmonary evaluation, including bronchoscopy and
multiple cultures, was done in another hospital without

revealing the etiology of her illness. In view of the

bilateral infiltrates, she was treated first with antibiotics,

and then placed on antituberculous therapy while await-

ing final culture results. She was noted to have asymp-
tomatic microhematuria, but was menstruating. Crea-

tinine was 0.8 mg/dl, and BUN was 11 mg/dl initially.

Her course fluctuated over the next several weeks but

then began to worsen with increasing dyspnea, hemop-
tosis, and weakness.

When seen in consultation approximately five weeks
after the onset of her illness, the patient was pale with

moderate dyspnea and anterior and posterior rales. The
serum creatinine was 4.9 mg/dl, and the urinalysis

showed 4-f qualitative proteinuria and many RBCs.
Twenty-four hour urine protein excretion was 1.6 gm.
The chest film showed bilateral infiltrates suggestive of

granulomatous disease, and the PAO2 was 58 mm Hg on
room air. Collagen studies were negative. Emergency
percutaneous renal biopsy revealed crescentic glomerulo-

nephritis with focal necrosis and epithelial crescents, and

fibrinoid necrosis was present in one small artery and
arteriole. Immunofluorescence showed only focal granu-

lar mesangial deposition of Cs and Cs, with fibrin in the

crescents. Electron microscopy again only confirmed

light microscopic findings, with no suggestion of immune
complex deposition.

The patient was begun on high-dose corticosteroids

and cyclophosphamide immediately after biopsy. Her
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pulmonary lesions improved rapidly, and the chest film

showed minimal residual at the time of discharge one

month later. Her creatinine increased to 8.5 mg/dl, but

had fallen to 3.5 mg/dl by the time of discharge four

weeks later.

Over the next year steroids were gradually reduced.

Although an attempt was made to maintain cyclophos-

phamide at 100 mg daily, the fall in WBC count neces-

sitated a reduction to first 75 mg, and then 50 mg per

day. Her serum creatinine gradually rose to 5.0 mg/dl,

and she has required treatment for moderate hyperten-

sion. After one year there was no evidence of significant

pulmonary disease, but serum creatinine was 5.0 mg/dl
with the BUN 58 mg/dl, and urinalysis showed 3-f

qualitative proteinuria with a few RBC/HPF.

Case 3: A 28-year-old Caucasian female presented with

a two-week history of generalized gingivitis characterized

by friability and tenderness over the gums. Subsequent
biopsy was nonspecific. One month later she returned

with right otitis and maxillary sinusitis with a tempera-

ture of 100.4 F. Her gingivitis had improved with saline

gargles and penicillin, but two weeks later she had not

improved with cephalothin and had developed a cough.

Physical examination at that time revealed evidence of

acute weight loss and temperature of 100.2 F. The nasal

mucosa was inflamed and friable, the left eardrum was
inflamed, and there was bilateral submandibular lymph-
adenopathy. The chest was clear. Laboratory studies in-

cluded hemoglobin 8.5 gm/dl; WBC count was 23,000
with a left shift. Multiple cultures of sputum, blood,

and urine were negative, as were cold agglutinins and
AFB cultures and skin test. Urinalysis showed only

micropyuria.

Chest film revealed bilateral pulmonary infiltrates,

with possible cavitation. Nasal biopsy revealed giant

cells with acute vasculitis and necrosis, and percutaneous

lung biopsy showed necrotic tissue which was nondiag-

nostic. On open lung biopsy, however, necrotizing gran-

ulomatosis with negative AFB and silver stains were
found. Hematuria was first noted just prior to open lung

biopsy.

Figure 1. Early chest film showing extensive bilateral

infiltrates which later cleared in therapy (case 1).
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Treatment was begun with cyclophosphamide 100 mg
daily and prednisone 60 mg daily. As there was early

marked improvement of her nasal septum inflammation

and pulmonary infiltrates, the prednisone was tapered

rapidly and discontinued after one month, and the pa-

tient continues to do well on cyclophosphamide.

Discussion
The illness described by Wegener in 1936/

characterized by a necrotizing granulomatous

vasculitis of the upper and lower respiratory

tracts accompanied by a glomerulonephritis, was

considered almost uniformly fatal, with a mean

survival of five months following the onset of

clinically evident renal disease,^ but with the in-

creasing use of cytotoxic therapy, especially

cyclophosphamide, since the mid-1960s, the

disease has been found quite responsive to therapy

and potentially curable.

The clinical features of the disease include in-

volvement of multiple organ systems,^ and age at

onset has been quite variable, although the mid-

dle years are most common. Males have pre-

dominated in some series. Fever, possibly second-

ary to sinus infection, and weight loss have been

Figure 2. Medium-sized intrarenal artery showing se-

vere necrotizing arteritis (case 1).
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common. Joint involvement, usually polyarth-

ralgias, but sometimes frank arthritis, is common,

but usually transient. Skin manifestations are also

common, with the typical lesion being an ulcera-

tion caused by acute necrotizing vasculitis, al-

though other forms may be seen. Conjunctivitis,

kerititis, uveitis, scleromalacia perferans, pseudo-

tumor of the orbit, proptosis, and serous otitis

media may be seen, with granulomas and necro-

tizing vasculitis found on histologic section. Both

granuloma formation and vasculitis may be found

to involve the heart, and nervous system disease,

especially involving the cranial and peripheral

nerves, is not uncommon.
Although the patients may present with any of

the above manifestations, the most common
presenting features involve the respiratory tract.

Upper respiratory symptoms usually predominate

at first, but are often accompanied by pulmonary
symptoms. Involvement of the nasopharynx

and/or paranasal sinuses is found in 90% to

95% of cases. Mucosal ulceration, sinusitis,

necrotizing granulomas, saddle nose deformity,

and secondary bacterial infection, often staphy-

lococcal, may be seen.

Pulmonary lesions may be solitary or multiple,

frequently with nodular densities or infiltrates.

The lesions may be transient, but cavitation is not

infrequent. Audible bronchospasm is uncommon.
The presence of renal disease distinguishes the

“generalized” form of Wegener’s from the “local-

ized” form. This has been the chief cause of death

in this disease, with clinical findings of glomerulo-

nephritis, and proteinuria, hematuria, and red

cell casts on urinalysis.

On renal biopsy a focal and segmental glomer-

ulonephritis of variable severity is found, often

accompanied by a necrotizing vasculitis, in some
cases in the absence of clinical evidence of renal

involvement.^ The focal areas of localized sub-

ephithelial dense deposits suggestive of immune
complex deposition on electron microscopy, de-

scribed in some cases, and IgG and complement
on immunofluorescence, possibly suggesting an
immune complex etiology of the disease, have not

been invariable, and were not present in our
cases.

Treatment of Wegener’s granulomatosis with

cyclophosphamide has revolutionized the outlook

in this disease. Remission is expected, and ap-

parent cures have been obtained,^ although treat-

ment must be maintained for months, and prob-

ably should not be discontinued until at least one
year after all manifestations of disease activity

have disappeared.® Relapses may occur if the

drug is discontinued too soon.

Such long-term use of cytotoxic drugs is

fraught with considerable danger, including the

possibilities of overwhelming infection, life-

threatening hemorrhagic cystitis, fatal bone mar-

row depression, pulmonary fibrosis, sterility, and

carcinogenesis. The late long-term results of treat-

ment in this disease cannot yet be predicted. Even

so, such risks seem justified in view of the almost

uniformly fatal prognosis in the untreated cases.

Such treatment requires close follow-up, as

well as adequate initial documentation of the

presence of the disease, which can best be ob-

tained by nasal mucosal and percutaneous renal

biopsy, although open or closed lung biopsy may
occasionally be necessary.

In serious and rapidly progressive cases,

therapy has sometimes been initiated intrave-

nously, followed shortly by oral therapy. Usually,

oral doses of cyclophosphamide have been in the

range of 1 to 2 mg/kg/day.

The usefulness of steroids is unclear, and al-

though ineffective when used alone, they appear

to be indicated in combination with cyclophos-

phamide in cases with fulminant pulmonary or

renal disease, and in those with severe skin vas-

culitis, eye involvement, or severe serous inflam-

mation, such as pericarditis. The initial high daily

divided doses can often be reduced to alternate

day therapy within two to three weeks, and

tapered and discontinued after a few more weeks.

The long-term outlook seems chiefly dependent

on the status of the renal lesion, and advanced

cases may still progress to end-stage renal disease

and require chronic hemodialysis or transplanta-

tion. Since a good renal response appears to be

dependent, at least in some cases, on the degree

of damage present prior to the institution of

cytotoxic therapy, early diagnosis is important,

particularly in those cases in which the differential

diagnosis includes a strong suspicion of Good-

pasture’s syndrome, for which reasonably good

treatment results are now being reported with

combined chemotherapy and plasmapheresis if

the diagnosis is made early enough. These two

diseases can usually be differentiated from one

another by renal biopsy findings if immuno-

fluorescent studies are performed. Other less well

defined pulmonary-renal syndromes may some-

times be encountered, and, for these, therapy

must be individualized.

Because the outcome of generalized Wegener’s

granulomatosis is so poor if it is unrecognized
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and untreated, and because specific therapy is

now so effective, this disease must be included in

the differential diagnosis of unexplained pul-

monary infiltrates, especially if accompanied by
significant sinus or nasal disease. Additionally,

other forms of pulmonary-renal syndromes should

be considered when unusual or unexplained pul-

monary infiltrates and an abnormal urinalysis

are present r ^
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VIEWS ON INFLATION . .

.

“Today, when we hear about the American medical system, the bulk of public discussion

is almost always about its deficiencies—real or often imagined . . . Yet, despite the

epidemic of criticism, the truth is that more and better medical care is available for the

sick in the United States than anywhere else in the world . . . The nub of the argument
is the cost of medical care . . . But to the extent that the medical-cost explosion is

greater than the general inflation, the U.S. government and its policies—and not the

medical establishment—are largely responsible.”

—Harry Schwartz

Reader’s Digest (10/3/78)
* * *

“It is hard for me to understand, for example, why more than 30 years ago when I had
my appendix removed by a small town general practitioner, the fee was 60% of what I

charge today as an urban, boarded specialist in surgery. And, at that time it cost me
three cents to mail a letter and five cents for a newspaper, 15 cents for a Sunday paper.

I recently paid $1 for a Sunday paper that was decrying the skyrocketing costs of medical

care.”

—Robert S. Flom, President

Minnesota Medical Association (11/78)

“Both Republicans and Democrats blame government for many of the nation’s ills . . .

Government, not business or labor, is held most responsible for inflation; ‘Big government’

rather than business or labor poses the greatest threat to the nation’s future . . . The per-

centage of Americans citing government as the chief culprit in the inflationary spiral (51%)
is the highest one found in surveys dating back nearly two decades . . . That government

must bear the burden of blame for inflation is particularly significant in that this finding

was recorded at a time when six Americans in ten were also saying that inflation is the No.

1 problem facing the nation.”

—George Gallup

American Institute of Public Opinion (10/15/78)
% ^

“Society has decided almost to double the proportion of all incomes that are transferred to

the old and the poor (8% of disposable income in 1960 to 16% in 1977), and the rest

of the economy must lose that share of total income. Attempts to recapture these losses

merely fuel inflation . . . when transfer payments are increased or a regulatory intervention

is started, our political leaders should make clear to the public that these policies are not

‘free’: real incomes in the productive sector will be reduced and these losses cannot be

recaptured.”

—Robert M. Dunn, Jr., Professor of Economics

George Washington University

Washington, D.C. (1/9/79)
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Case Report

Herpes Zoster Affecting Three Noncontiguous Dermatomes

In a Child With Cancer

SANDOR FELDMAN, M.D.; ROBERT NOVAK, M.D.; and WILLIAM MALONE, M.D.

Varicella-zoster (v-z) virus causes two distinct

infections: varicella and herpes zoster. The first

is a primary infection that occurs most often in

young susceptible hosts and is characterized by a

random distribution of lesions. Zoster, by con-

trast, is believed to arise from reactivation of

latent v-z virus in the dorsal root ganglia; its

lesions have a dermatome distribution, and it is

much more likely to occur in persons who have

had varicella.^

The natural course of v-z virus infection is

often modified by immunosuppressive treat-

ments, such as used for cancer patients,^ patients

with collagen disorders^ or recipients of organ

transplants.^ Although benign and uncomplicated

in most otherwise healthy persons, varicella and

zoster may be quite severe in the immunosup-

pressed host and, in some cases, fatal.^’® We re-

port an unusual case of varicella rapidly followed

by zoster affecting multiple dermatomes in a child

with non-Hodgkin’s lymphoma.

Case Report
The patient was a 10-year-old white boy diagnosed

as having non-Hodgkin’s lymphoma of the cecum with

mesenteric lymph node involvement. Therapy consisted

of surgical resection of the tumor, total abdominal
irradiation and six weeks of prednisone, vincristine and
cyclophosphamide followed by continuation treatment

From the Infectious Diseases Service, St. Jude Chil-

dren’s Research Hospital, Memphis.
Reprint requests to St. Jude Children’s Research Hos-

pital, P. O. Box 318, Memphis, TN 38101. (Dr. Feld-

man).

664

with 6-mercaptopurine and methotrexate. Five months
after diagnosis the child was exposed to a sibling with

varicella. He had not had varicella and was receiving

chemotherapy at the time of exposure. Within 72 hours

of exposure he received 10 ml/kg of zoster immune
plasma (ZIP) with a complement-fixation (CF) titer

of 1:64; antineoplastic treatment with methotrexate and
6-mercaptopurine was continued as planned. The patient

had no demonstrable CF titer to v-z virus antigen be-

fore chemoprophylaxis was started, but 24 hours later

it was 1:4 (Fig. 1). Varicella lesions had not appeared

by the 25th day after exposure, and serial throat and
blood cultures for virus isolation were negative. Com-
plement-fixation tests were negative on days 17 and 25,

The mother noticed several scattered papulovesicular

lesions on the child’s tnmk and extremities on the 27th

day after exposure. Four days later, when reexamined

at St. Jude Children’s Research Hospital, he had eight

varicella lesions from which v-z virus was isolated. New
lesions continued to appear over the next eight days

until the total reached 28. On the 42nd day post-

exposure, vesicular lesions began to appear on the

child’s right forehead and scalp, conforming to a derma-
tome distribution over the right trigeminal nerve (Fig.

2). Four days later lesions were noted on the left upper
chest, axilla and anterior medial aspects of the left

upper arm, indicative of a left T-2 distribution (Fig. 3).

Chemotherapy for maintenance of remission was with-

held and was to be resumed only after all lesions had
crusted. On the 47th day postexposure, vesicular lesions

began to appear in a dermatome distribution above the

right breast, and these continued to spread anteriorly,

laterally and posteriorly, conforming to a right T-4
dermatome distribution (Fig. 4). Varicella-zoster virus

was isolated in tissue culture from the vesicles of each
dermatome. Randomly distributed lesions resulting from
cutaneous dissemination also appeared. Serial chest

roentgenograms and liver function studies disclosed no
evidence of visceral dissemination.

By the 50th day after exposure, no further progres-

sion of cutaneous lesions was noted, and these lesions

resolved over the next several weeks. Tests of lympho-
cyte stimulation by v-z virus antigen in vitro,’^ performed
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on the 51st day after exposure, yielded positive results,

in contrast to negative findings obtained during the

course of infection (Fig. 1). With the exception of a

positive serologic test 24 hours after the administration

of ZIP, antibody to v-z virus was not detectable by com-
plement-fixation during the course of infection, includ-

ing follow-up evaluations at 51 and 80 days postex-

posure.

Comments
Barensprung® in 1862 first proposed an associa-

tion of herpes zoster with the sensory ganglia.

Head and CampbelP in 1900 supported this rela-

tionship with detailed necropsy findings in 21

patients examined from three days to two years

APPEARANCE OF LESIONS:

VARICELLA

RIGHT Y
ZOSTER LEFT T-2

(right T-4

COMPLEMENT-FIXATION TEST

LYMPHOCYTE STIMULATION

DAYS FROM EXPOSURE

15 20 25 30 35 40 45 50 55 60

Figure 1. Schematic drawing showing relation of ZIP prophylaxis, laboratory tests and virus isolation to appearance
of new zoster or varicella lesions. The small triangles indicate a positive vesicle-fluid culture for v-z virus. The
titer of complement-fixing antibody to v-z virus on the day after ZIP prophylaxis was 1:4.

Figure 2. Zoster involving the dermatome of the right

trigeminal nerve.

Figure 3. Zoster involving left T-2 dermatome.

Figure 4. Zoster involving right T-4 dermatome.
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after they had had zoster eruptions. In 1965

Hope-Simpson^ proposed that zoster arises from

reactivation of latent v-z virus in the dorsal root

ganglia. Direct evidence for this concept was later

obtained by immunofluorescence studies^® and

electron microscopy most recently, v-z virus

was isolated from the dorsal root ganglia of pa-

tients with active zoster. A number of factors

—

including lead, arsenic, syphilis, spinal trauma,

neoplasms, leukemia, x-irradiation, possibly ste-

roid therapy, sinusitis, ultraviolet irradiation, se-

vere emotional trauma, and immunosuppressive

therapy—have been proposed as precipitating

causes of zoster infection,^’^^ but none satisfactor-

ily explain the host-parasite interaction that al-

lows the latent v-z virus to become clinically

manifest.

Our case illustrates two previously unreported

manifestations of v-z virus infection. First, typi-

cal zoster lesions began to appear only three days

after varicella had resolved. Zoster is usually con-

sidered an adult disease and the interval between

varicella (the primary infection) and reactivation

of the latent virus has been described as years or

decades. With the widespread use of immunosup-

pressive treatments for childhood cancer, it has

become apparent that zoster can appear after a

much briefer interval, but a lag of only a few

days is most uncommon. Comparison of the

clinical and laboratory features of our patient

with those of other children whose interval be-

tween v-z virus infections was months or years

failed to disclose any differences that would ac-

count for the much more rapid onset of zoster.

Passive immunization or prophylaxis for v-z virus

infections has been in use for several years but

has not been reported to result in a decreased

interval between infections.

This child had three noncontiguous derma-

tomes affected by zoster lesions. Bilateral zoster

has been reported before^^ and accounts for about

1% of the zoster cases at this institution (S. Feld-

man, unpublished data). We have also observed

recurrent zoster in different dermatomes than

affected by the initial episode. These observations

suggest that in at least some instances v-z virus

is latent in more than one dorsal ganglion. In our

patient, there was no obvious immediately pre-

ceding event, such as irradiation or trauma, to

account for reactivation of the virus in multiple

dermatomes.

The lack of a satisfactory explanation for this

unusual case points up the obscure pathogenesis

of zoster, in particular the events required for

reactivation of the latent virus.

Summary
A 10-year-old white boy in treatment for non-

Hodgkin’s lymphoma developed herpes zoster in

three noncontiguous dermatomes 72 hours after

varicella had resolved. The child had received

chemoprophylaxis with zoster immune plasma
(10 ml/kg) 24 days before the first varicella

lesions appeared. Zoster lesions were initially

distributed in the dermatomes of the right tri-

geminal nerve, left T-2 and right T-4 and later

disseminated generally over the skin but did not

involve the viscera. The patient had no clinical

features that would satisfactorily account for

either the rapid development of zoster following

varicella or the involvement of multiple derma-
tomes, nor could the case be explained on the

basis of complement-fixation or lymphocyte stim-

ulation tests. r P
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Case Report

Idiopathic Pulmonary Ossification

JAMES E. CROOK, M.D., Ph.D.

Although the ubiquity of thoracic calcifications

and the diversity of associated pathological con-

ditions are well known, the presence of these

pulmonary lesions may go undetected or be ob-

scured by the superimposition of an unrelated

disease process. This report describes one of the

Figure 1. Admission chest roentgenogram of 67-year-

old man with chest pain and dyspnea.

From the Division of Clinical Pharmacology, Depart-

ment of Pharmacology, Vanderbilt University School of

Medicine, Nashville, TN 37232.
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more rare types that is often not suspected ante-

mortem.

Case Report
A 67-year-old male Mexican-American was admitted

complaining of chest pain and respiratory difficulty, with

electrocardiographic evidence of an acute anterior myo-
cardial infarction. Admission chest roentgenogram is

shown in Figure 1.

Significant past medical history was restricted to an

eight-year history of diabetes mellitus controlled by oral

agents. Five years prior to the present admission a meta-

tarsal amputation was performed, and the chest roent-

genogram from that admission is shown in Figure 2.

During his hospitalization, a Swan-Ganz catheter was
inserted and the following values obtained: pulmonary
artery pressure (mean) = 54 mm Hg and pulmonary

Figure 2. Chest roentgenogram five years prior.
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capillary wedge pressure = 32 mm Hg. Subsequent to

afterload reduction, the wedge pressure decreased to 18

nun Hg.
Serial chest roentgenograms during the patient’s hos-

pital course were virtually unchanged from Figure 1. In

the context of the clinical presentation and laboratory

parameters, the differences between Figures 1 and 2 were
ascribed to acute pulmonary edema. He continued to

have minimal improvement in his clinical status and
succumbed to a refractory ventricular arrhythmia.

Postmortem examination revealed diffuse interstitial

pulmonary fibrosis and numerous ossifications, varying

Figure 3. Cross-section of a representative pulmonary
ossification (hematoxylin-eosin, original magnification
X 130).

Figure 4. Xeroradiogram of pulmonary parenchyma
(postmortem) illustrating numerous ossifications.

from 0.1 to 0.3 cm, that increased in number toward the

base of the lungs. A microscopic section (Fig. 3) of one
of the ossifications revealed lamellar bone and marrow.
The mitral valve was slightly thickened due to arterio-

sclerotic changes.

Discussion

Although idiopathic pulmonary ossification is

a rare disorder of obscure origin, it is generally

believed to result from metaplastic bone forma-

tion within alveoli or interstitial tissue. It may be

divided into two forms: (1) nodular circum-

scribed and (2) racemose or branching. The

racemose form occurs most often in men of ad-

vanced age (mean= 67 years) and typically in-

volves the lower lobes. The nodular circumscribed

variety mainly affects men less than 40 years of

age with mitral stenosis.

While antemortem diagnosis is unusual, there

are reported cases where the diagnosis has been

established by needle lung biopsy.^’^ Strontium-85

lung scanning has been suggested as a newer

modality in the early diagnosis of pulmonary

ossification.® Another approach to the diagnosis

may be to perform xeroradiography on the sus-

pected pulmonary parenchyma. A xeroradiogram

(Fig. 4) of the postmortem whole lung specimen

clearly revealed the areas of ossification. Al-

though this technique has the potential to sub-

stantiate the presence of suspected thoracic calci-

fications, a tissue sample would be required to

differentiate between calcification and ossification.

Summary
Idiopathic pulmonary ossification is a rare

disorder infrequently suspected antemortem.

Xeroradiography may be a simple and rapid

means of detection leading to confirmation by

tissue biopsy.
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Medical Grand Rounds

Supraventricular Tachycardia With

Accessory Pathway

CHARLES E. KOSSMANN, M.D., Editor

THOMAS R. LITTLEFIELD, M.D.: TABLE 1

A 65-year old black woman had a 12-year history of

palpitation associated with dizziness, shortness of breath,

and diaphoresis, but without chest pain. She could not

identify precipitating or relieving factors, but the epi-

sodes occurred approximately once a month.

On the day of admission she suffered three episodes,

the first two resolving spontaneously after approximately

20 minutes, but the third was associated with retrosternal

pain lasting approximately five minutes, prompting her

to come to the emergency room.

She had had asthma for about 30 years, and her

cardiac risk factors were hypertension, a positive family

history for heart disease, and obesity. She did not smoke

or consume alcoholic beverages.

The blood pressure was 160/110 mm Hg, pulse rate

100/min and irregular, respirations 20/min, and tem-

perature normal. Pertinent signs included moderate

atrioventricular (AV) nicking in the retinae, a normal

thyroid gland, and normal heart sounds without gallops,

murmurs or clicks. The lungs revealed mild expiratory

wheezing. Blood count, serum electrolytes, thoracic

roentgenogram, thyroid function tests, and cardiac en-

zymes were normal.

The patient entered the emergency room with a regu-

lar supravantricular tachycardia at a rate of 240/min

with a narrow QRS complex and depression of the ST
segment in multiple leads. P waves were not discernible.

The rapid rhythm was terminated with digoxin plus

metoprolol after initial unsuccessful trials with quinidine,

procainamide and propranolol, the last causing significant

wheezing.

An electrocardiogram (EKG) after restoration of

normal sinus rhythm displayed a PR interval of 0.14

seconds. A His-bundle EKG showed evidence of an

accessory AV pathway with supranormal AV and ven-

triculoatrial conduction properties.

DAVID M. MIRVIS, M.D.:

Mechanisms of Arrhythmias
Arrhythmias may be attributed to any of five

basic mechanisms (Table 1). The first is the

MECHANISMS OF CARDIAC ARRHYTHMIAS

Automatic Sinus rhythm, parasystole, escape

rhythms, ectopic tachycardias

Fibrillatory Atrial fibrillation, ventricular fibrillation

Block Sinoatrial, intra-atrial, atrioventricular,

intraventricular block

Reentrant Paroxysmal supraventricular tachycardia,

fixed coupled ventricular extrasystoles,

ventricular tachycardia

Unknown Atrial flutter, multifocal atrial tachycar-

dia

classical automaticity. The tissue under consid-

eration fires at an abnormally rapid rate due

either to an intrinsic abnormality or an extrinsic

effect upon a normal tissue. Second, fibrillatory

arrhythmias are characterized by a seemingly total

disorganization of cardiac activation so that little

if any mechanical function is preserved. Block,

the third mechanism, is characterized by a failure

of conduction of the electrical impulse from one

cardiac region to another. The fourth mechanism

is reentry, on which much of the discussion to

follow will center. Last, many arrhythmias are

currently of uncertain electrogenesis. For exam-

ple, in atrial flutter and multifocal atrial tachy-

cardia, automaticity and reentry have been impli-

cated but no agreement on a definitive mechanism

has been reached.

From the Department of Medicine, University of

Tennessee, 951 Court Ave., Memphis, TN 38163.

City of Memphis Hospital Case No. 57764, Presented

Feb. 7, 1979.

Reentry
Three basic electroanatomic requirements must

be met before reentry can occur. In Figure 1, the
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upper row diagrams depict the condition if the

requirement under consideration is absent, and

the lower row displays the physiology if present.

First, a loop circuit must exist. If absent, the im-

pulse would propagate into each branch and be-

come extinguished at the end of each. If only a

loop circuit were present (Fig. 1, lower left) the

impulses traveling in each branch would collide

and the wavefronts would become extinguished.

The second requirement, a zone of unidirectional

block, prevents collision. In this blocked region

an impulse may be conducted normally if propa-

gating in one direction (retrograde) but may be

blocked if traveling in the opposed direction

(antegrade). Thus an impulse entering the loop

can travel around one branch only and collision

cannot occur. This too, however, is not sufficient.

If the impulse entered one branch, traveled around

the circuit and then attempted to pass a second

time—or reenter the loop—it would encounter

tissues refractory to stimulation and the impulse

would die away (Fig. 1, lower middle) because

the refractory period of cardiac tissues generally

exceeds the product of conduction velocity and

the length of the loop circuit. The third require-

ment—a zone of slow conduction—provides for

a different result. By conducting the impulse more

slowly than normal, the wavefront is delayed from

reaching previously excited tissue until its refrac-

tory period has terminated so that it may again be

excited successfully (Fig. 1, lower right).

A final feature of reentry is the anatomic loca-

tion of the loop. The three aforementioned re-

quirements may exist at almost any cardiac site.

For example, if it is in the ventricular specialized

conduction system, ventricular extrasystoles re-

Figure 1. Electrophysiologic requirements for reentry

—a loop (A), unidirectional block (B), and slowed

conduction (C). Reading A, B, C, sequentially from

above downward, the diagrams show the effect of the

successive addition of the three requirements on the

generation of reentry.
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suit; if in the atria, atrial premature beats may
occur. And if the loop spans the AV junction, as

in the case discussed here, paroxysmal supra-

ventricular tachycardia may result.

Potential Cardiac Reentrant Circuits

Of major interest is the location of the branches

of the loop circuit in the reentrant form of

paroxysmal supraventricular tachycardia.^ ® In a

small number of patients, the loop is totally within

the atria, passing either through the borders of the

sinoatrial node or within the remainder of the

atrial musculature. In the majority, however, the

branches pass between atria and ventricles or

within the AV node. In the latter case, both

branches are geographically located within the

AV node. Both are considered to connect the in-

puts of the AV node to the His-bundle, providing

an anatomic loop circuit (Fig. 2). The two path-

ways, referred to as “alpha” and “beta,” have

different electrophysiologic characteristics; the

beta pathway conducts more rapidly than the

alpha but has a longer refractory period.

At relatively slow heart rates, the atrial impulse

is transmitted to the ventricles via the more rap-

idly conducting beta pathway (Fig. 2, left). An
atrial premature beat (Fig. 2, APB) occurring

during the refractory period of the beta but not

of the alpha pathway conducts to the ventricles

via the slowly conducting alpha fibers. This would

likely result in a prolonged PR interval. The beta

pathway then becomes analogous to the zone of

unidirectional block of the basic reentry paradigm.

Similarly, the slow conduction characteristic of

the alpha pathway provides the third requirement

NSR APB -PSVT

Figure 2. AV nodal reentry. An atrial premature beat

(APB) is conducted to the ventricles by the alpha

pathway when it meets beta fibers still refractory from

the previous normal sinus beat. Subsequent reentry

of the atrium by way of the beta pathway occurs as it

recovers excitability, and the loop circuit thus created

results in generation of a sustained tachycardia of

supraventricular type (PSVT). VSCS = ventricular spe-

cialized conduction system.
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for reentry, a zone of slow conduction.

Thus, the impulse initiated as an atrial prema-

ture beat is blocked at the entrance to the beta

pathway, and passes to the distal AV node via the

slowly conducting alpha pathway. At the distal

junction of the two pathways within the AV node.

ATRIA INTRA-ATRIAL PATHS

Figure 3. Anatomic atrial, atrioventricular, and ven-
tricular tracts which can function as reentrant path-

ways.

Figure 4. Diagram to show the intracardiac location
of pacing (1) and recording (2) multipolar catheter
electrodes for determining the effect of extra-atrial

stimuli or rapid atrial rate on antegrade atrioventricu-
lar conduction and intervals. For determination of the
same variables with retrograde conduction, the stimu-
lating catheter is placed in the right ventricle. SN =
sinoatrial node; Ao = aorta; MS = membranous ventricu-
lar septum; AVN = atrioventricular node; HB = bundle
of His; RBB = right bundle-branch; CS = coronary sinus.

the impulse attempts to conduct in a retrograde

manner, i.e., from distal AV node to atria, through

the beta pathway. This may be successful be-

cause the beta pathway was not used and hence

remains “open,” and an atrial “echo” beat results.

If the impulse then reenters the alpha pathway,

which it may do only if the path has regained its

properties of excitability, and conducts to the

ventricles a second or more times, the repetitive

reentry results in sustained paroxysmal supra-

ventricular tachycardia.

This model accounts for the major electro-

cardiographic features of reentrant paroxysmal

supraventricular tachycardia: (1) initiation of a

paroxysm by an atrial premature beat, and (2)

superiorly oriented atrial forces (negative P waves

in electrocardiographic leads II, III and aVF dur-

ing the paroxysm).

A second mechanism for paroxysmal supra-

ventricular tachycardia involves the presence of

an “accessory atrioventricular connection.” Nor-

mally, the AV node provides the sole functional

connection between the atria and ventricles.

Under certain conditions other anatomic and

physiologic pathways may exist between the atria

and the ventricles (Fig. 3). Three types of “anom-

alous,” “accessory,” or “bypass” tracts may be

defined. First a pathway may exist connecting one

atrium to the ipsilateral ventricle without entering

the usual junctional conducting tissues. These

paths, termed Kent fibers, may exist in the left or

right lateral or septal margins of the AV ring and

are the usual anatomic substrate for the Wolff-

Parkinson-White syndrome. The second type of

accessory pathway, first described by Mahaim,

connects the proximal ventricular conduction sys-

tem (AV node, His-bundle, proximal bundle-

branches) to ventricular muscle, bypassing in

TABLE 2

ELECTROPHYSIOLOGIC CHARACTERIZATION OF
PAROXYSMAL SUPRAVENTRICULAR TACHYCARDIAS

Wu et aU Farshidi et al s

AV nodal reentry 50 (73%) 40 (67%)

Concealed accessory 9 (13%) 12 (20%)
pathway

Sinoatrial reentry 2 (3%) 5 (8%)

Intra-atrial reentry 5 (7%) 3 (5%)

Automatic tachycardia 3 (4%) 0 (0%)
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TABLE 3

ELECTROCARDIOGRAPHIC FEATURES OF PAROXYSMAL
SUPRAVENTRICULAR TACHYCARDIA 5

Concealed AV Nodal

Accessory Pathway Reentry

Cycle length 337 ± 32 msec 385 ± 25 msec

Negative P wave in lead 1 12/12 (100%) 0/40 (0%)

P wave following QRS 12/12 (100%) 12/40 (30%)

Functional bundle-branch block 8/12 (67%) 3/40 (8%)

part the distal ventricular specialized conduction

system. The third form, the James fibers, bypass

the AV node, directly connecting the atria to the

His-bundle. The last is believed to provide the

anatomic substrate for the Lown-Ganong-Levine

syndrome of short PR interval and paroxysmal

supraventricular tachycardia.

Reentry and Tachycardia
The mechanism by which the presence of ac-

cessory pathways can lead to paroxysmal tachy-

cardia is analogous to the mechanism proposed

earlier for intranodal reentry. In this instance,

however, the AV node as a whole acts as a single,

slowly conducting, rapidly recovering tract as de-

scribed above for the alpha fibers. The accessory

fiber functions like the rapidly conducting but

slowly recovering beta pathway in the previous

example. During normal sinus rhythm, the atrial

impulse would be expected to pass to the ventri-

cles via the more rapidly conducting accessory

pathway with the recording of a short PR interval

(James fiber), a delta wave (Mahaim fiber), or

both (Kent fiber). In many cases, however, the

bypass tract does not function in the antegrade

(atria to ventricles) direction, so that the atrial

impulse passes to the ventricles via the AV node,

and the EKG is normal. The presence of a bypass

tract is “concealed.”

If an atrial premature contraction occurs prior

to the end of the refractory period of the acces-

sory pathway (which is or is not capable of ante-

grade conduction) the impulse passes only

through the AV node and propagates throughout

* The PR interval is divided by the His-bundle po-
tential (H) into an AH (atria to His-bundle) and HV
(His-bundle to ventricles) interval. Since the AV node
is part of the pathway from the atria to the His-bundle,

delayed conduction in that structure will result in a pro-

longed AH interval.

676

the bundle-branches and Purkinje system to ex-

cite the ventricular musculature. Because the ac-

cessory path was not depolarized during antegrade

conduction, the ventricular impulse may enter its

distal terminus and pass in a retrograde direction

back to the atria to reexcite them to produce an

atrial “echo” beat. Should this echo reenter the

AV node, a repetitive reentrant arrhythmia may
result.

Body Surface EKG and Reentrance
If an accessory pathway is functional in the

antegrade direction, its presence might be evident

on the surface EKG in the form of a delta wave.

If it were functional only in the retrograde direc-

tion, it could be detected only by intracardiac

electrophysiologic recordings with atrial and ven-

tricular electrical stimulation.^ In the patient pre-

sented today, such a study demonstrated the

presence of a James-type fiber which was bidirec-

tionally functional.

Placement of electrode catheters near various

regions of the cardiac conduction system (Fig. 4)

permitted detection of potentials generated within

these structures too small to be sensed on the

body’s surface, and allowed electrical stimulation

of the high right atrium to alter cardiac rate. Nor-

mally, as heart rate is increased by high right

atrial pacing, the PR interval lengthens. This is

the result of the negative dromotropic effect of

an increased rate of stimulation on the AV node.

This increase in PR interval can be shown to be

solely due to a prolonged AH or AV nodal con-

duction interval.* A bypass tract, however, be-

haves as does atrial tissue in response to increas-

ing rate by maintaining a rapid conduction

velocity. Thus, the AV conduction time, or PR
interval, fails to increase as atrial rate rises. This

response is highly suggestive of a bypass tract

(Continued on page 679)
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 66-year-old man was admitted to St. Thomas Hos-

pital with complaint of “heavy” substernal pain which

radiated to both shoulders. The pain had been present

intermittently for the past six months with an episode of

particularly severe pain six weeks prior to admission.

It was precipitated by tension or anxiety and occasionally

by exertion, and was usually relieved by nitroglycerin.

stylus per minute (25 x 60). The PR interval is

normal at 0.16 seconds (each millimeter repre-

sents .04 seconds). The P waves are inverted in

Vi and V2 and are notched and broad in the

inferior leads II, III and aVF. This finding is

compatible with left atrial enlargement.^

Discussion

Examination disclosed an uncomfortable white

man with blood pressure of 152/100 in the right

arm. An S3 gallop was audible and there was a

grade II blowing systolic murmur. An electro-

cardiogram was obtained (Fig. 1), showing a

regular rhythm at a rate of 107/min, which can

be obtained by dividing the number of millimeters

between R waves into 1,500, as electrocardio-

graphic paper is normally run at a rate of 25

mm/sec, and therefore 1,500 mm go past the

From the Department of Cardiology, St. Thomas Hos-
pital, P.O. Box 380, Nashville, TN 37202.
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Q waves are present in leads II, III and aVF
and in V3 through Ve. Q waves are considered

abnormal in leads II, aVF or the precordial leads

if they are .04 seconds (1 mm) in duration, are

2 mm or more in depth, and have an amplitude

greater than 25% of the following R wave. The

Q waves observed in leads II, III and aVF and

V3 through V5 clearly satisfy these criteria.

The ST segments are slightly elevated and the

T waves are inverted in leads II, III and aVF.

The ST segments are slightly depressed in aVL.

Elevation of ST segments in the inferior leads

demonstrates that these ST segments are deviated

in an inferior direction, and conversely the T

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



waves which are negative in II, III and aVF are

deviated superiorly. The location of an infarction

is easily inferred if it is kept in mind that the

QRS forces (Q waves) and T forces point away

from the area of infarction while the ST forces

point toward it. Therefore, Q waves in II, III and

aVF with ST segment elevation and T inversion

suggest an inferior wall infarction. As Q waves

in V3, V4, V5 in this tracing show that the QRS
forces are pointing away from these leads in the

anterior lateral chest wall it is obvious that a

portion of the anterior wall has undergone in-

farction as well.

Correlation with angiographic data has shown

that Q waves in anterior and inferior leads

usually imply infarction of the left ventricular

apex as well as a portion of the anterior and in-

ferior wall. The presence of small r waves in

Medical Grand Rounds . . .

(Continued from page 676)

functioning in the antegrade direction. Ventricular

pacing may be used in an analogous manner to

detect retrograde directions in such tracts.

Recent efforts have been directed at categoriz-

ing the electrophysiologic substrate of paroxysmal

tachycardia using these invasive procedures (Table

2). Combined data from two series are presented

(Table 2) documenting that in approximately

70% of patients, reentry within the AV node oc-

curs whereas in 16% “concealed” extranodal

accessory pathways are present.

Criteria®’® suggesting one or the other mecha-

nism may be derived from the standard EKG
(Table 3). Supraventricular tachycardias related

to concealed bypass tracts generally display a

faster rate than those due to AV nodal reentry.

aVR (which are usually not present) also suggest

apical infarction. It has been stated by some

authorities that the initial QRS vector should

point rightward in apical infarction.^ In this pa-

tient there is no negative deflection in I and there-

fore rightward forces are not demonstrated.

Cardiac catheterization and coronary cineangi-

ography were carried out a few weeks later, and

he was found to have an akinetic anterior and in-

ferior wall with a dyskinetic apex.

FINAL DIAGNOSIS: (1) Left atrial enlarge-

ment. (2) Apical myocardial infarction. / ^
REFERENCES
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and are more often characterized by a negative P
wave in lead I (suggesting a left atrial-left ventric-

ular accessory path), a P wave following the

QRS rather than superimposed upon it, and func-

tional, rate-related bundle-branch block,
y
— ^
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X-ray of the Month

ARTHUR C. FLEISCHER, M.D., and CRAIG M. COULAM, M.D., Ph.D.

A 56-year-old man complained of the acute onset of

cramping abdominal and back pain, nausea and vomiting

while driving in his car. Since the patient was clinically

diagnosed to have pancreatitis, he was hospitalized in a

nearby hospital and given intravenous fluid and anal-

gesics with partial relief of the pain. Further questioning

revealed the patient had noticed a slowly enlarging

epigastric mass over the week prior to admission.

Admission chest x-ray showed bilateral pleural effu-

sions, plain abdominal radiograph revealed a paucity of

gas shadows, and upper GI series demonstrated widening

of the duodenal C-loop and edematous mucosal folds of

the proximal small bowel (Fig. 1). Excretory urogram
revealed displacement of the left kidney by a left upper
quadrant mass, and a liver/spleen scan showed no de-

monstrable filling defects. A BSP Rose Bengal scan, per-

formed to rule out biliary tract obstruction, demon-
strated normal excretion into the gastrointestinal tract

without demonstration of the gallbladder.

Urinalysis showed 3-b blood, and a serum amylase
was 217 units (normal less than 200 units). Most im-

portantly, the patient’s hematocrit dropped over the first

two days of admission from 41% to 33%, and the

calcium dropped from 4.4 mg% to 0.6 mg%. The
clinical impression at that time was acute hemorrhagic
pancreatitis.

As the patient had a readily palpable mid-epigastric

mass, an abdominal sonogram was ordered to exclude

pancreatic abscess or pseudocyst as the cause of the pa-

tient’s unrelenting fever. One radiologist noted petechial

hemorrhages over the patient’s flanks, referred to as the

Grey-Turner sign of acute hemorrhagic pancreatitis, and
although the image quality was degraded by bowel gas

surrounding the mass, a large complex mid-abdominal
mass was identified, with evidence of a small amount of

intraperitoneal fluid in both paracolic recesses. There
was no evidence of a cystic mass in the region of the

pancreas (Fig. 2),

The patient’s condition slowly improved on blood re-

placement, total parenteral alimentation, and antibiotics.

An abdominal CT scan, ordered because ©f the per-

sistent abdominal mass and fever, revealed marked en-

largement of the pancreatic outline with several areas of

inhomogeneity within the pancreas, probably represent-

From the Department of Radiology and Radiological

Sciences, Vanderbilt University Medical Center, Nash-
ville, TN 37232.
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ing areas of old hemorrhage. The peripancreatic fat

planes were also obscured by the mass (Fig. 3). The
diagnosis of hemorrhagic pancreatitis without evidence
of abscess was established.

Over the next few weeks, the patient’s condition con-
tinued to improve, the abdominal mass decreased in

size, and the patient was eventually discharged in good
condition.

Figure 1. AP abdominal radiograph from upper GI

series showing widening of the duodenal C-loop and
edematous mucosal folds of the proximal small bowel
(arrow). This most likely was a reflection of spread
of the inflammatory process along the small bowel
mesentery, (courtesy of J. W, Range, M.D.)
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Discussion
Hemorrhagic pancreatitis is an uncommon but

serious complication of acute pancreatitis, thought

to result from erosion of blood vessels around the

pancreas by liberated pancreatic proteolytic en-

zymes.^ The diagnosis can usually be made clini-

cally by recognition of a palpable epigastric mass

accompanied by a precipitous drop in hematocrit

and serum calcium values. After the acute epi-

sode of hemorrhagic pancreatitis, the patient usu-

ally develops a fever, and the possibility of a de-

veloping pancreatic abscess or pseudocyst is

raised. The relative role of radiographic, sono-

graphic and computerized tomographic (CT)

techniques for diagnosis and evaluation of the

sequelae of hemorrhagic pancreatitis is illustrated

in this case report.

Figure 2. Transverse sonogram taken 6 cm below

xyphoid showing ill-defined large complex mass in the

region of the pancreas (arrow). A small amount of

fluid is noted in the left paracolic recess.

Figure 3. Computerized body tomogram at same level

as sonogram showing massive enlargement of the

pancreas (arrows) as well as inhomogeneous texture

of the pancreatic tissue and obscuration of the peri-

pancreatic fat. (courtesy of Charles Faulkner, M.D.)

Although the diagnosis of acute hemorrhagic

pancreatitis could be made chnically in this pa-

tient, radiography, sonography and CT provided

important clinical data concerning the severity of

the disease process. In particular, CT and ultra-

sound were helpful in excluding the presence of

a pancreatic abscess and/or pseudocyst as a cause

of this patient’s fever. Since either of these condi-

tions would have been managed differently than

acute pancreatitis, the information obtained from

them was clinically helpful.

From a diagnostic imaging point of view, all

three modalities may be needed to assess the ex-

tent of the inflammatory process in patients with

suspected acute hemorrhagic pancreatitis.^ Al-

though the CT findings of hemorrhagic pancre-

atitis can be mimicked by other pancreatic tumors

and inflammatory processes, CT had the greatest

sensitivity and specificity, and in particular could

demonstrate peripancreatic involvement by ob-

scuring the peripancreatic fat planes.® Although

the CT numbers for abscess and tumor and areas

of hemorrhage overlap, CT may be helpful in

some cases when a gas-producing abscess is pres-

ent in the pancreas. In these cases, mottled areas

of gas within the pancreas may be present.^

Although sonograms were of poor quality be-

cause of the ileus, the finding of free intraperi-

toneal fluid was clinically relevant. In addition,

sonography ruled out any cystic or fluid-filled

mass in the peripancreatic area.

The radiographic findings of edematous mu-
cosal folds of the proximal small bowel sug-

gested spread of the pancreatic enzymes and

inflammatory processes along the routes of the

small bowel mesentery. Barium studies may also

show the classic colon “cutoff” sign, another re-

flection of spread of pancreatic enzymes and

inflammation along mesenteric routes.®

FINAL DIAGNOSIS: Hemorrhagic pancreatitis.
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Diabetes Clinical Care Conference

Use of Protein-Sparing Modified Fast in

Treatment of Diabetes and Obesity

Virginia Manley, adult nurse practitioner: This

48-year-old married woman, mother of six grown

children, is presented to illustrate the problems of

managing non-insulin-dependent diabetes compli-

cated by severe obesity. Obesity began at age 18,

during the first pregnancy. Subsequently she had

tried several weight loss regimens without much

success. She had tried Weight Watchers for a

year, claiming to have followed the diet strictly,

with fluctuating loss of weight, 4 lb loss one

week, 3 to 4 lb weight gain the next week, with

total weight loss for the year of about 14 lb. This

pattern was frustrating for her. She became dis-

couraged, felt she was wasting her money, and

stopped the program. At age 34 she developed

vaginitis which lead to the discovery of hyper-

glycemia. She has had no other symptoms of

diabetes at any time. She took tolbutamide

(Orinase) briefly, but had been on insulin in in-

creasing dosages for several years. She had main-

tained a stable weight, about 240 lb, since starting

on insulin, and claimed to follow a 1,500 calorie

diet. She was taking 80 units NPH insulin daily

when first seen as an outpatient in October 1978.

Her blood sugars over the past year had ranged

from 240 to 360 mg/ 100 ml and she always had

glucosuria. She denied ever having an insulin

reaction.

The patient was admitted to St. Thomas Hos-

pital on Oct. 30, 1978 to begin a protein-sparing

modified fast, since it was felt that the insulin re-

sistance associated with her massive obesity made
insulin treatment relatively ineffective.

Physical examination revealed a dejected, over-

weight woman who weighed 242 lb. Her height

The Diabetes Clinical Care Conference at St. Thomas
Hospital, Nashville, Tenn., a collaborative educational

program of the St. Thomas Department of Hospital Edu-
cation and the Vanderbilt Diabetes Research and Train-

ing Center, is coordinated by Peggy Clark, R.N. and
Virginia Manley, R.N., and edited by Alan L. Graber,
M.D.
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was 152 cm (5 ft). There were no other ab-

normal physical findings and no suggestions of

endocrinopathy other than obesity.

The glycohemoglobin (hemoglobin A-l-C)
concentration on admission was 15.6%, indicat-

ing marked hyperglycemia with average plasma

glucose of about 250 mg/ 100 ml over the pre-

ceding four months. Normal subjects and well-

controlled diabetic patients have levels less than

8.5%.

Alan L. Graber, M.D., endocrinologist: Like

many maturity-onset diabetic patients, insulin

was proving ineffective in controlling hypergly-

cemia, even when the dosage had been progres-

sively increased. Recent evidence indicates that

the insulin-resistance of obesity is related to the

number and affinity of the insulin receptors, and

that the total receptor concentration relates in-

versely to the circulating insulin levels.^ With

this in mind, reduction of insulin levels by discon-

tinuing insulin treatment theoretically would have

beneficial effects on the clinical insufin resistance.^

Linda Beasley, dietitian, St. Thomas Hospital:

Prior to admission the patient’s daily calorie con-

sumption ranged from 1,000 to over 2,500

calories daily, depending on the amount and fre-

quency of her snacks. She had numerous snacks

during the day, primarily crackers and peanut

butter or cheese. About 2,000 calories would

maintain her weight at 240 lb. For breakfast she

would usually eat a boiled egg, a slice of bacon,

a slice of toast, and hot tea with artificial sweet-

ener. For lunch she would eat a large tossed salad

with diet dressing, occasionally with added meat
or cheese, and crackers. For supper her usual

intake would include 4 to 6 oz of baked, broiled

or roasted meat and two servings of vegetables,

well seasoned with ham hocks or other fatty

meat. She would also eat potatoes and/or bread.

About a month before admission a pharmacist

friend had prescribed three tablespoons of protein

powder in water three times daily, accompanied
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by “gobs” of vitamins four times daily. On this

routine she ate no breakfast except for vitamins

A; E, and D, and two safflower oil capsules. For

lunch she had a large vegetable salad with diet

dressing and a diet drink, accompanied by “a

handful” of vitamins, so many that she could not

remember what they were. For supper she con-

tinued with 5 to 6 oz of broiled meat and a cup

of vegetables seasoned with ham hocks. She sup-

plemented this with two more safflower oil cap-

sules, then took “a handful” of vitamins at bed-

time. The estimated caloric consumption on this

regimen was 1,065 calories, but still no weight

loss occurred.

Dr. Graber: It has recently been shown by Drs.

Bistrian and Blackburn that insulin could be dis-

continued in some diabetic patients who retain

some endogenous insulin reserve if they could

fast or diet effectively to decrease their insulin

resistance.^ The protein-sparing modified fast was

suggested because it preserved lean body mass

and could be well tolerated, particularly if closely

supervised. It should be emphasized that this ap-

proach is considered experimental and should not

be applied indiscriminately.

Ms. Beasley: During hospitalization this patient

was started on the protein-sparing modified fast,

consisting of 1.3 gm of high biologic value (HBV)
protein per kilogram of ideal body weight. Since

her height was 152 cm, her ideal body weight

was calculated at 46 kg. The diet consisted of 59

gm of HBV protein, 46 gm of fat, no carbohy-

drate, and 650 calories daily. In addition she was

instructed to drink at least 3 qt of water per 24

hours. The regimen actually consisted of the fol-

lowing: For breakfast, 1 boiled egg, 1 oz of ham,

diet gelatin, and broth; for lunch she had 3 oz

roast beef, V2 cup of fat-free green beans, lettuce

salad with zero dressing, diet gelatin and broth;

for supper she had ZVi oz of baked chicken, V2
cup of fat-free turnip greens, lettuce salad with

zero dressing, diet gelatin and broth. She was

allowed adequate salt and supplemented with

multivitamins, calcium (in the form of Turns

tablets), and potassium. She did not complain of

hunger during her hospital stay.

Mrs. Manley: Table 1 illustrates her changes in

weight, fasting plasma glucose, and first morning
urine specimens. Her weight did not drop rapidly,

since we supplied large amounts of sodium and
fluids, preventing the diuresis which usually

occurs with fasting or acute dietary regimens.

Despite stopping insulin, the fasting plasma glu-

cose fell progressively from 329 mg/ 100 ml on
the day after admission, to 234 mg/100 ml on
the day of discharge, ten days later. Though she

was not a ketosis-prone diabetic, ketonuria ap-

peared by the fifth day and persisted, as it would
have in a nondiabetic individual undergoing

almost total carbohydrate deprivation. The elec-

trolytes showed no evidence of ketoacidosis,

however, which would have been the major com-
plication if she had severe endogenous insulin

deficiency. In fact, with successful dieting, the

urine became virtually sugar-free for the first

time in several years.

Physical Therapist: This patient came to physi-

cal therapy twice daily for a prescribed exercise

TABLE 1

CHANGES IN PARAMETERS WITH PROTEIN-SPARING MODIFIED FAST

Fasting Plasma Glucose Urine (a.m.) Weight

Date (mg/100 ml) (sugar-ketones) (lb)

10/27/78 238

10/28/78 329 1% Neg. 2361/2

10/29/78 320 Neg. Sm. 23534

10/30/78 303 2% Mod. 2343/4

10/31/78 298 V2% Mod. 23514

11/01/78 275 2% Lg. 23434

11/02/78 262 V2% Lg. 2341/2

11/03/78 249 V4% Lg. 2341/2

11/04/78 249 Neg. Lg. 2331/2

11/05/78 240 Neg. Lg. 234

11/06/78 247 %% Lg. 234

11/07/78 234 Neg. Lg. 234

SEPTEMBER, 1979 683



routine.^ It began with the equivalent of 50 kcal

twice daily, since she had not exercised much for

several years, but she enjoyed the activity and it

was gradually increased to 200 kcal twice daily

before discharge. Therefore, she was able to sup-

plement her weight loss by an additional 400

calories daily. If she keeps this up, the exercise

alone will account for 2,800 calories each week,

and it takes a 3,600 calorie deficit to lose 1 lb.

The patient’s spirits seemed to be improved by

the exercise routine.

Dr. Graber: In summary this patient with non-

insulin-dependent diabetes complicated by severe

obesity and insulin resistance actually showed

improvement by the withdrawal of insulin, the

institution of a carefully supervised, though ad-

mittedly experimental, low calorie diet to achieve

rapid weight reduction, and the incorporation of

a graduated exercise program. At the time of dis-

charge metabolic control of diabetes was better

than it had been for several years, though she still

had hyperglycemia and would require close

follow-up. /
' ^
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"RelcLX, there was a mix-up in
the laundry delivery,”
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Special Communication

Rules^ Regulations and Guidelines

JOSEPH G. BURD, M.D.

Rules, regulations and guidelines are pouring

out of Washington at a rapid pace about virtually

every area of activity from cradle to grave. As to

the practice of medicine since the government

picks up the tab for much of medical care some

guidelines and rules are reasonable, but beyond

these reasonable demands for guidelines concern-

ing money paid for work done, additional regu-

lations encroach on the practice of medicine itself.

Some regulations are consistent with the rapid

changes of our way of life. The old family doctor

has gone the way of the pony express; computer-

ized tomography is here to stay. New rules them-

selves are not, on the whole, peculiar to the

practice of medicine.

It is reasonable to believe that many in our

government are as truly concerned about the qual-

ity of medical care as about the cost of medical

care, but it is also reasonable to believe that some

in government are interested in doing away with

the private practice of medicine.

Because medicine has a weak power base and

a weak voice in our vocal society, our medical

leaders seek a more powerful, united medical

community. They want a strong voice at local and

national levels to preserve excellence in medicine

affecting specialties, subspecialties, and indepen-

dent and salaried physicians alike.

It seems that the response of the rank and file

of the medical community is to ignore the efforts

of their leaders. Apparently our leaders feel that

“in house” rules—rules by doctors, for doctors,

and for the common good of the public at large

—

can meet the challenge of our changing society.

Who else is in a position to generate worthwhile

Dr. Burd is a member of the Professional Standards

Committee of the American Academy of Orthopaedic
Surgeons.

guidelines? Our leaders need the cooperation of

the medical community. They need both active

and vocal support, which may mean stripping

ourselves of our anonymity and whatever mys-

tique medicine may still possess.

The current “right to know” climate—full

knowledge of what we are, how we got here, what

we are doing, and what we hope to do in the

future—can actually be exploited. Joe Average

Guy is pretty wonderful, but he can be misled by

spurious facts. The meek may inherit the earth,

but the electronic and printed media inherit the

public. (With apologies to the “Good Book.”)

Review courses, second opinions, etc., have

been standard fare for years, and although co-

operating with our leaders by accepting these as

rules may bruise our ego, they might gain a

sympathetic, listening public. A spinoff would be

to dampen the enthusiasm of the small minority

of the medical community playing their little fi-

nancial games and might even help run the bad

treatment guys out of town.

Pursuing anonymity and failing to support our

medical leaders ignores a void. The rapid changes

in our society have affected all men, including

doctors. The rapid changes have left a void. The

void filler-inners are the vote-seeking politicians,

well meaning do-gooders and, at times, actual

enemies of our system of government.

We know that although morality cannot be

legislated, good rules, regulations and guidelines

are needed. This entails active and vocal support

of our leaders by the rank and file of medicine.

It is the only way we can meet the challenge of

change and protect excellence in the practice of

medicine. /

6045 Bresslyn Rd.

Nashville, TN 37205
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Special Item

Freeloaders . . . Hear This!

JAMES H. SAMMONS, M.D.

Executive Vice President

American Medical Association

I am particularly pleased to be here today be-

cause I am concerned about the State of New
York. I really did not come to pass platitudes

with you this morning. In the first place, you

have too much to do for me to take up your time,

and so do I. I came to talk with you very seri-

ously about what I think is the major problem in

this country, and that’s you.

When I first started going to the AMA House
of Delegates back in 1954, the New York State

Delegation filled up half of one side of the room.

You almost had to have the list in hand to find

out who you were talking to, there were so many
of you. You made great contributions, and you
were listened to. Today I can almost place you
with my old Texas Delegation, and you’d almost

come out even, and I think that’s bad. I think

that’s bad for American medicine, and I think

that’s bad for the AMA, and I think that’s bad

for the Medical Society of the State of New
York.

My computers tell me that there are 48,240

doctors of medicine in the State of New York.

They also tell me that you have approximately

26,607 members. That turns out to be about

55.2 %. Out of that, 10,274 are dues paying

members of the AMA, which gives you 11 dele-

gates. Henry, what was the maximum number
that you ever had? (Dr. Fineberg answered

—

29.) Twenty-nine, that’s the way I remember it.

I cannot travel around the country and try and

represent the doctors of this country and make a

Read before the Council of the Medical Society of the

State of New York, March 22, 1979.

Reproduced with permission from the New York State

Journal of Medicine (79:1351-1352, August, 1979).
Copyright 1979, Medical Society of the State of New
York.
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clear-cut distinction between the ones who are

members and the ones who are not; we wind up

representing them all. Being a state medical so-

ciety president, George can’t do that either, be-

cause he’s got to represent the interest of the

physician population of the State of New York;

every county society president in this state and

every other state winds up representing the inter-

est of the doctors in that county, whether he likes

it or not.

I’ll tell you very frankly—I don’t like repre-

senting the interest of nonmembers. I am big-

oted, biased and prejudiced and I am proud of

all three, because all three of them say that

doctors ought to be a part of the federation—the

professional club of medicine—and we ought to

be damn proud of it. Nobody else in this country

has lifted a finger to protect the public interest

and the interest of physicians in this country like

the federation has, and we ought to be proud of

that. If we can’t be proud of it, then we ought to

give up our jobs, let somebody else do it, and go

back and do whatever it is that thrills us most at

the moment. We can then sit back in self-

righteousness and say, “Let George do it!” Well

this is not a job that “George” can do by himself,

there are not that many Georges around. Every

Tom, Dick, and Harry in American medicine will

have to get off his duff, because the problems are

getting worse, not better; more acute, not re-

solved; and if we in fact want to protect this

federation, if we want to protect the public that

we serve, if we want to protect the physician

population in this country, then we have to do

better.

Let me waltz you through some numbers.

There are a little over 400,000 doctors of medi-

cine living in the United States. 392,000 of them

profess to be actively engaged in the practice of
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medicine. Of that number 60,000 are residents in

this country (they are MDs too, you know).

There are about 35,000 full-time research physi-

cians, who do not render patient care. If you add

that up, there remain about 300,000 doctors in

the country who are delivering some form of

patient care on a daily basis. 155,000 of those

physicians were active members of the AMA last

year. We had another 15,000 resident members.

When we added the dues exempt members, our

total number was about 202,000. That is not near

enough. It offends me as a dues paying member
of the AMA; and I am. I’m also a dues paying

member of the Chicago Medical Society, the

Illinois State Medical Society, the American

Academy of Family Physicians, the Illinois Acad-
emy of Family Physicians, and the Chicago Acad-
emy of Family Physicians. I write out a check for

$1,150 every year, just as you do. It offends me
that half of the physician population of this

country is getting a free ride. If I thought they

couldn’t afford it, I might be sorry enough for

them to say, “Well, let’s give it to them”; but,

number one, they can afford it; number two, one
of the big problems is we have not asked them.

Let me tell you something about the federation

of medicine. All of us think we know a lot about
it until we get right up to our eyebrows in it, and
then we find out how much we didn’t know about
it. Across this country for some 30 years there

has been a habit pattern that if a doctor did not

pay his dues to the county society in any given

year he was never invited back. Think about that

for a while. Nobody ever said, “Come on Henry,
put your money up, get back in the club. You
have no business being outside.” We just let them
go as though we didn’t need them, didn’t want
them, and didn’t care. 60,000 doctors in this

country belong to state and county medical soci-

eties, but do not belong to the AMA. 150,000
doctors in this country don’t belong to anything.

I will tell you, we can’t surviye under that ar-

rangement for very much longer. The cost of
doing business today and the protection of the

public in the profession is much too high for that

kind of attitude.

I spent three days in Washington last week
testifying before two Senate committees. I’m go-
ing back to Washington Sunday to testify before

the House Ways and Means Committee. Tom
Nesbitt is staying over and will be testifying on
Thursday before the Senate Finance Committee.
There are weeks when we literally commute.
The legions of people who would like to take

oyer this profession are not decreasing in size.

They are getting more sophisticated in their pro-

posals for doing it.

The administration worked out a very neat

little arrangement in its hospital cost containment

bill. In one fell swoop it could put 52% of the

hospitals, that have half of the beds and deliver

slightly over half of the care in this country, right

under its thumb. They set it up so that everyone

in Congress who had a rural hospital could go

home and say, “But I got you exempted.” There

isn’t a teaching hospital in this country that can

continue to operate if HEW really enforces the

original Social Security Law and reimbursement

in the teaching setting.

The secretary of HEW now says there are too

many doctors in the country, and that’s why we
have the price increases. He will use the power of

the federal buck to force medical schools to re-

duce their enrollment. Of course, the chairman

of the Federal Trade Commission says exactly

the opposite—there are not enough doctors in the

country, and that is why we have the escalation

in the cost of care.

We are fighting with the Federal Trade Com-
mission on three different fronts over your rights

to continue to practice medicine as we know it

and think best. One of those fights revolves

around the entire certification svstem in graduate

medical education. Their expressed desire is to

eliminate hoard certification.

Now I’m dumb enough that I haopen to think

those are verv serious problems, and I don’t be-

lieve they will go away between now and this

time next week, or next month, or next year, and

maybe never. The Federal Trade Commission

hired 186 newly graduated lawyers last year for

the sole purpose of pursuing medicine and law in

all of its forms as targets for the Federal Trade

Commission. I gave an order before I left Chi-

cago, to Newton Minow of Sidley and Austin,

our outside counsel, and Berne Hirsh, my general

counsel, that they are to prosecute Pertschuk in

the federal courts to force his removal from the

Federal Trade Commission in the hearings on the

AMA. We’re not playing for marbles, we’re play-

ing for keeps, and when you play for keeps it

takes a lot of people, and a lot of time, and a lot

of money.

The AMA is the largest publisher of scientific

information in the world. We publish 38 million

scientific journals a year, in addition to AMA

SEPTEMBER, 1979 687



News. It costs us $8 million, above and beyond

the income from the publications, to do it.

We think that a prime requisite for a medical

organization should be involvement, and further-

ance of the art and science of medicine, and the

betterment of the public health. That is what it

says in our charter and that is what we will keep

on doing. But we can’t do it by ourselves, and I

don’t think you can get along forever with 55.2%
of the total doctor population in the State of New
York as members of the Medical Society of the

State of New York. I find it difficult to believe

that 49% of the doctors in the State of New York
are unacceptable as candidates for membership
in this Society. I find that very difficult to believe.

I find it difficult to believe that there are 150,000

doctors in this country who are unacceptable can-

didates for membership in county medical soci-

eties.

I tell you, the time has come when we better

reevaluate our approach to these problems. If we
don’t, then we will lose by default, because we
simply cannot build a big enough base to con-

tinue to carry the load. I suggest to you that, yes,

the AMA has a role to play, and I am perfectly

prepared to play it. As a matter of fact, if I were

left to my own desert, I would directly bill every

doctor in America at least twice every single year

until I elevated membership to a decent level;

and if I were left to my own just desert, I would

do what my lawyers tell me the AMA should

have been doing the last 135 years, and that is

—

it ought to be an organization of organizations,

every state medical society ought to be a member
and pay a yearly annual check to cover its mem-
bership. You can call that unified, mandatory,

anything you want to, but I’ll tell you that from

the legal point of view as an affiliated federation,

that’s what the AMA is. It is an organization of

organizations. We’ve never done it that way.

There are so many things that we’ve tried to

do in the last year that I could stand here and

talk to you about, but I will talk to you about

one more “George,” if I may. All of you are

aware of the fact that the AMA created the

National Commission on the Cost of Medical

Care in late 1976. It met for 18 months and it

issued its report in December 1977, 48 recom-

mendations, not all of which were acceptable to

the AMA. That didn’t surprise anybody, or

shouldn’t have. It was a free-standing autono-

mous commission, the third one since 1952 that

the AMA has produced. The first two wrote
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beautiful reports that were promptly put on the

shelf and were forgotten about. I made up my
mind that this one wasn’t going to be forgotten

about, because, as far as I’m concerned, it’s the

third most important document the AMA has

ever caused to be created. The first one, the

Flexner Report; the second, the Health Man-
power Report in the early ’60s; and the third, this

report of the Commission on the Cost of Medical

Care. It was broken down into eight sections. At

least three of those sections are directly applica-

ble to industry and business.

We started in early 1978, and we approached

the top 50 of the “Fortune 500” companies in

terms of size, and we started a corporate visita-

tion program. I believe I’ve been in every major

building in downtown Manhattan over 60 stories

tall in the last year at least twice, visiting with

corporate officials. We spread it out among our

officers and trustees. At the end of 1978 we had

visited 49 of the top 50. We’ve started on the

second 50 in 1979. We went in and said to them

very frankly: “I don’t know why it has been 136

years since the AMA has been created and no-

body’s been to see you, but let’s not spend any

time talking about it. The fact is, we are here

today. Let’s talk about your problems as a major

purchaser of health care.” At one of the meetings

with the steel industry I had five men sitting

around a table like this, and those five men were

spending $2.75 billion a year buying health care

benefits for their employees—just to give you an

idea of the magnitude. They have problems. They

have the same problems you and I have; they

have the problems of increasing costs, decreasing

productivity, stabilization of wages and salaries

that are totally out of hand; but they had one

thing that we expected, and we’re glad to find,

and that was—they had an appreciation for the

need to keep medicine free of further government

regulation and control.

As a result of that series of visits, out of our

cooperative efforts with the Washington Business

Group on Health (which is an offshoot of the

Business Round Table) out of our conversations

and deliberations with the Task Force on Health

of the Business Round Table, the Business Round

Table representatives canceled a meeting with

the President of the LFnited States, set for Friday,

with a comment to the White House that there

was nothing Mr. Carter could say to them that

would change their minds relative to the admin-

istration’s cost control bill. They were committed
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to the voluntary effort of the American Medical

Association and the American Hospital Associa-

tion. I think that that is probably one of the

greatest accomplishments we will have in our life-

time. To bring the business community, which

historically is our ally, and should continue to be

our ally, in the free marketplace, in the free

economy, back to the table, with medicine in a

position where they are willing and ready to

stand up and say to anyone, including the Presi-

dent of the United States, “There isn’t anything

you can say to us. We will stay with medicine.”

That is tangible. We could talk all day about

intangibles, but that is tangible. A total of 60

companies, which we have visited, know that

doctors are interested in their problems, and in

their employees’ problems. That is tangible. We
could stay here the rest of the day talking about

tangible assets of medicine, but that is a good

illustration.

There are things you do in this State that I

don’t know about that are just as tangible as that,

of that I’m sure, and you’re doing them for 50%
of the doctors in New York who do not help pay

for it, or work at it. I’m doing them for slightly

less than 50% of the practicing physicians in this

country, who do not help pay for it, and do not

help work at it; and I’m tired of that. I hope

you’re tired of that. Let’s now see if we can’t put

together a package that brings those people back

to the table with the rest of us, not only to help

pay for it, but to help work at it. r ^

JOHN F. LEWIS-R.f.P.

John F. Lewis, building superintendent for the TMA headquarters office in Nashville

for 23 years, passed away on July 2, 1979, after a short illness. John was the only person

to hold that position since the TMA headquarters building was completed and occupied

in 1956.

During that time, John was very special to the TMA staff. To each of us, in various

ways, he ivai' a dedicated fellow-worker, a cheerful and willing helper, a man of high

principles, a practical philosopher, and a genuine friend.

Many TMA members will recall seeing John helping with the many chores related to

the April Annual Meeting. He was a man of many skills. He took pride in his work,

and the current immaculate condition of the TMA headquarters testifies to his

dedication.

His generosity, smile, and warm personality will be greatly missed by all who were

fortunate enough to know him.

—TMA Staff
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Special Item

There Is Work for Us to Do

TOM E. NESBITT, M.D.

President

American Medical Association

I begin this report with two assurances:

First, I will be brief. Along with many of you,

during past sessions of the House, I have learned

to cherish brevity.

And second, I will avoid familiar ground, be-

cause you are not only familiar with, but the

architects of, the policies of this Association on

issues such as national health insurance, voluntary

cost containment, regulatory trends, the activities

of the Federal Trade Commission and the De-

partment of HEW, and so on and so forth.

Rather than belabor the obvious, then, Fm

going to concentrate on a basic philosophy that

I’ve also learned to cherish. It’s a very practical

philosophy, with a minimum of flag-waving, or

the invoking of mom and apple pie. It has to do

with defining our professional obligations as an

organizational entity, or institution, as well as

individual physicians.

One such obligation is to foster improvements

in the quality of patient care through the expan-

sion and application of scientific knowledge and

technological capabilities, together with a con-

tinuing recognition of the need for compassion

and empathy in the relationship between the con-

sumers and providers of that care.

Another of our obligations is to actively par-

ticipate in the health decision-making process in

the public arena to reflect what we believe are the

best interests of the public-at-large.

Some of you may recognize that this bit of

philosophy actually dates back 132 years to the

founders of this Association who pledged them-

selves, and the AMA, to promote:

“the science and the art of medicine,”

“and the betterment of the public health.”

Dr. Nesbitt presented this address at the end of his

term as President of the American Medical Association

at the 128th Annual Convention of the AMA, Chicago,

July 22, 1979.
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Let me hasten to add that I have some good

reasons for taking what admittedly was an oblique,

obscure, approach to this pledge. To begin with,

the words themselves have become obscure.

We may think of them, if we think of them at

all, as some fine words we’d expect to find in the

AMA’s constitution, a kind of traditional bless-

ing we invoke now and then at meetings such as

this one. Yet, I submit to you that our founding

philosophy is just as practical in 1979 as it was

in 1 847. Because we do spend virtually all of our

professional time as individual physicians—and

at various levels of this federation—in promoting

the science and art of medicine, and the better-

ment of public health.

I also submit to you that these two goals are

far more functional in 1979 than they were in

1847, because we are doing so much more to-

wards their attainment. This House is well aware

of our local, state and national efforts on behalf

of public health initiatives such as immunization

programs, health education in the public schools,

preservation of the environment, and efforts to

combat alcoholism, smoking, and excessive vio-

lence on TV.

This House also is aware of our continuing,

invaluable contributions to the quality of medical

education and practice in America, including the

scientific and technological aspects: the science

of medicine, the art of medicine. The application

of science and technology per se, in an artful,

compassionate manner.

Never before has America had so many fine

medical schools and community hospitals as she

has today.

Never before have scientific and technological

capabilities been greater than they are in Ameri-

can medicine today.

And never before have American physicians
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been able to do as much for their patients in

terms of added health and life, which are by far

the best part of medicine’s science, art and com-

passion.

I should add that never before has there been

as much confusion with regard to the relationships

between the science and art of medicine, and the

public health. For example, preventive measures

are being widely touted as less-expensive alterna-

tives to therapeutic care.

And, as this House knows full well, the rising

cost of therapeutic care has raised socioeconomic

and political issues in medicine that are at least

as complex as the clinical issues. In a very real

sense, then, medicine has “gone public.” And
our profession, and this federation, have been

obliged to rearrange their priorities accordingly.

To assure the public of the continued avail-

ability of high-quality care, we have placed our-

selves at the cutting edge of cost-containment

efforts. And since the provision of care today does

cut across social, economic and political lines, we

have undertaken these efforts through a consensus

with, and a coalition of, other major institutions

in our society, both private and public.

Here again, this House of Delegates is well

aware of the architecture, and the initial achieve-

ments, of our efforts to voluntarily restrain the

cost of that care so I need not go into them now.

But I am going to underscore two larger impera-

tives that I believe are positively crucial to the

futures of our profession, this federation, and the

individual physician.

First—we can’t go back again—ever!

The need for consensus and for coalition is here

to stay. In an institutional sense, we cannot do

what we believe is best for medicine without at

least considering the socioeconomic and political

implications.

And in an individual sense, we cannot do what

we believe is best for patients without at least

considering the cost implications. I should add

that I am not talking about just the cost-quality-

access triangle, and the need to moderate costs.

The voluntary effort is a reassuring first step,

but it is by no means the last step. In fact, I have

become more and more convinced of late that to

hold onto our traditional responsibilities in terms

of the quality and accessibility of care, we are

eventually going to have to take hold of new re-

sponsibilities in the actual financing of care.

Within the next few years, especially, I believe

we will have to provide more guidance and direc-

tion to changes in health care financing, perhaps

through a quid pro quo policy exchange with

other institutions in the health care coalition

—

most notably third-party payers.

And, of course, there is the pronounced trend

toward physician participation in fianancing

mechanisms such as independent practice asso-

ciations (IPAs) and HMOs. There is no doubt
whatsoever that the prepaid route is becoming a

more common choice for patients and physicians

alike. It follows that if it is not to become the

commanding choice, we had best make sure that

the existing alternatives are not only effective in

terms of quality, but also efficient in terms of cost.

Parenthetically, as we do exercise new responsi-

bilities and assume new obligations in the financ-

ing mechanisms of care, we should recognize the

potential exists that we ourselves may also have
to assume a greater degree of risk. This in turn

will require leadership from individual physicians,

our profession, and this federation in particular.

Which brings us to the second imperative I

mentioned, an imperative summed up very nicely

by Dr. Theodore Cooper in remarks before the

Massachusetts Medical Society earlier this year.

Emphasizing that our profession must support
growth and diversity in the pluralistic health care

delivery system, including some changes in the

roles played by individual physicians. Dr. Cooper
concluded, “.

. . (these) new concepts must be
introduced by professional groups—organized

medicine. The medical society needs to be re-

vived, expanded and appreciated as a public re-

source.”

To extend that conclusion somewhat, it seems
to me that further revival and expansion of this

federation are predicated upon an appreciation of

its value as a public and professional resource.

And I mean an appreciation by a majority of this

profession as well as a majority of the public.

In that respect, you may recall that last Septem-

ber—in the latest of the Gallup public opinion

surveys commissioned by the AMA—64% of the

public expressed a “fair” or “great” amount of

confidence in the ability of this Association to pro-

pose reasonable and workable health policies.

Surely, then, it’s a tragedy of the first order that

a similar percentage of physicians in this country

don’t appear to share this confidence, at least to

the extent they are unwilling to pay $250 in an-

nual dues. Well, I don’t believe the real problem

is the money, or the “what’s in it for me” syn-

drome. I believe the problem stems largely from
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that confusion over traditional AMA goals, con-

fusion the AMA itself tends to create.

For example, when we talk about our many
activities to promote the science and art of medi-

cine, we almost invariably refer to them as mem-
bership benefits. Such activities do benefit every

physician, of course. But the ultimate beneficia-

ries are patients, patients who can count on first-

class care precisely because their physicians have

received first-class education and training.

Parenthetically, the quality of patient care is

the first responsibility of the individual physician,

and the profession, and this federation. And to

the degree that we fulfill this responsibility, act-

ing singly and together, and to the public’s satis-

faction in terms of reasonable cost, to that degree

and only that degree shall we be appreciated as a

professional and public resource.

I should emphasize that there has been occa-

sion of late for just such appreciation, and for

just such reasons. I’m referring to 18 months of

“voluntary effort,” during which every level of this

federation, along with thousands of individual

physicians across the country, have acted respon-

sibly in helping to moderate the cost of care. And
the VE has generated considerable amounts of

public acclaim and professional pride.

Well then, in future efforts to revitalize the

membership in general, and to recruit new AMA
members in particular, perhaps we should defer

more to their professional pride, and less to their

personal benefit. Perhaps we should say more
about their professional responsibilities, and less

about their individual rights.

And perhaps we should say more about the

hard work that lies ahead of us—individually and

institutionally—and less about the work already

done. Because promoting the science and art of

medicine, and the betterment of public health, are

responsibilities. And they do demand hard work.

In that respect, and in closing these remarks, I’m

going to defer to a distinguished predecessor of

mine from Tennessee.

I’m referring to the late Dr. Olin West, who
served this federation long and faithfully, includ-

ing more than 20 years at the executive level of

the AMA. At a meeting in Memphis in 1922, Dr.

West said that the reason the Tennessee Medical

Association had then existed for nearly a century

was simply because “there is work for it to do.”

Well, that’s the reason the AMA has existed for

132 years now, and the reason you and I are

gathered at this 128th Annual Convention—^be-

cause there is work for us to do. r
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The Ball Game

James W. Hays

In the July issue of the TMA Journal you were exposed to sev-

eral articles regarding P.L. 93-641 (the National Health Planning

and Resources Development Act) and the pros and cons of the

Health Planning Act. It becomes readily apparent there are con-

siderably more cons than pros, but it is the law, it has been upheld

by the courts and we are now stuck with it for at least another

three years. The TMA Governmental Medical Services Committee

was quite concerned about the influence the health systems agen-

cies (HSAs) could have on the way we feel health and medical

care should be delivered. In view of this, they made certain recom-

mendations to the TMA Board and the Board concurred. These

recommendations included establishing a fuU-time staff position

to assist our members in not only understanding the HSA concept,

but also how to most effectively work with and influence proce-

dure. You will be meeting John Boustead as he tours the state, so

listen to what he has to say. If we are to have a state health plan

and project review as mandated by law, then we are responsible to see that it is well ad-

ministered and that provider and consumer alike are satisfied with the results. This re-

quires our constant input on a local level and we must act rather than react! The Board

iso established a Heith Planning Committee composed of representatives from each

HSA district to assure statewide coordinated effort and to assist in directing John’s

activities.

The interrelationship of the state “agencies” involved in health planning is complex.

The ultimate authority is the Tennessee Health Planning and Resources Development

Authority, of which Dr. Richard Treadway is the governor-appointed chairman. The Au-

thority has contracted with the Health Facilities Commission to conduct the certificate

of need review, but the Authority still has the responsibility for this program. HSAs are

involved in the certificate of need process at the local level and make recommendations

on projects to the Health Facilities Commission. Each HSA is also responsible for devel-

oping a health plan for its area, which must be approved by the Statewide Health Co-

ordinating Council (SHCC), of which Dr. Oscar McCallum is the current chairman.

The SHCC is also responsible for the development of a state health plan which incorpo-

rates the health plans of Tennessee’s six HSAs. The State Health Planning and

Resources Development Agency (SHPDA) provides staff support and planning exper-

tise for the Authority and the SHCC.

In summary what this all means is that the action is at the local level—^we are play-

ing by their rules and in their court, but we have one advantage. They are playing our

game. We must use that advantage by becoming more knowledgeable and by investing

our time in learning about health planning.

Sincerely,

PRESIDENT

P.S. Welcome back, Tom. We are going to miss having you as our leader on a national

level—^you have done a commendable job—but we’re glad to have you home!
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Responsibility in Medicine

The new Camelot was ushered in with the

words of its reincarnated king: “Ask not what

your country can do for you. Ask rather what you

can do for your country.” Camelot has fallen in

ruins, and weeds have grown up through the

pavement, but whether or not you loved and

revered the author of those words, they have a

timeless ring. Reminiscent of them are the words

of AMA’s past president, Tom E. Nesbitt, M.D.,

in his farewell address, reprinted elsewhere in

this issue.
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Somehow we are always looking for someone to

do something for us—sure, and aren’t we the ones

paying the dues? We forget that “they” is “us,” to

paraphrase Pogo. Only by fulfilling our responsi-

bilities will medicine do anything for us, and in

fact the only thing we really need it to do for us

is to help us take the best possible care of our

patients. As Dr. Nesbitt points out, this has many
ramifications these days.

“Medicine,” though, in such a context has no
meaning unless we speak of organized medicine,

which is somehow looked upon by some as a

pejorative term. It really escapes me why being

disorganized is better, as it is not considered so in

any other area of life or work. Almost nothing

can be accomplished anywhere without organiza-

tion, and those who are not a part of organized

medicine are contributing to the disorganization

of the medical community. This works to the

detriment of physicians and patients alike.

Those who are not for us are against us. But

those who are against us are against themselves

as well.

J.B.T.

International YEARS of the Child:

Reprise

Some months back a pediatrician friend of

many years mildly castigated me for an editorial

he considered somewhat unfriendly toward the

International Year of the Child (lYC). My criti-

cism, however, was not toward the concept, and

in fact, the editorial was not primarily about lYC.

It was mentioned in the context of what we are

not doing for our children. Lest I be misunder-

stood again, this editorial also is not primarily

about the International Year of the Child, but, be-

cause of what happened last time I hasten to state

I am all for doing all we can for our children

—

and not just this year, but every year. This edi-

torial is about what we are doing to them.

As my father was a methodical, punctual man,

I was awakened every morning at 6:30 by the

musical sound of water running in the shower,

and about an hour later I made the short walk

through the woods along the trolley-car track to

school. There was always time for visiting with

friends or playing in the schoolyard—or in the

building if it was raining—before school “took

up” at 8:15. After school, which “let out” at
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three o’clock, we played baseball or football for

an hour or so. This was before organized athletic

competition had filtered down to grade school

level, let alone to toddlers. We did it without

supervision because it was fun, and we organized

it ourselves, each day.

As I pass several schools between 6:30 and

7:00 AM on my way to the hospital where I work,

I see vast numbers of smoking buses disgorging

hordes of children snatched predawn from God

knows where. They are unceremoniously dumped

each afternoon at their point of origin. They have

spent maybe six hours in class, and from two to

four hours aboard those lurching monstrosities

having their gizzards shaken out, so to speak.

They have been robbed.

In recent days two of Nashville’s most promi-

’ nent elder educators, men not noted for their

reactionary—or often even conservative—stance,

have gone on record, in print, as being opposed

to busing of children aU over creation, as it has

patently failed to accomplish what it was created

to accomphsh, and is simply an expensive, un-

necessary boondoggle.

What they did not say was that we have used

our children as helpless pawns to further adult

aims and ambitions—and not just in busing. Not

only have they been made to suffer busing for

political ends, but almost from infancy they are

made super-organized, super-competitive athletes,

to the detriment of their mental and physical well-

being, just to satisfy parental ego. Primitive peo-

ple have better judgment, and all this is a curse

of civilization, so called. The 19th century sweat-

shops had nothing on us.

Therefore, until we stop robbing children of

their childhood, I shall remain cynical about, even

though supportive of, the International Year of

The American Medical Association (AMA)
was organized for the primary purpose of improv-

ing medical education, the first call for an organi-

zational meeting, from the New York Medical

Society, beginning with the statement, “It is be-

lieved that a national convention would be con-

ducive to the elevation of the standards of medical

education in the United States.” Following the

reorganization of the AMA in 1901, with the

creation of a nationwide representative body with

a House of Delegates, a special committee report

in 1904 stated:

The American Medical Association was founded

for the special purpose of obtaining a uniform and

elevated standard of requirements for the degree

of MD. . . . The existing standards are not satis-

factory as compared to those of the other great

powers. . . . Efforts to make uniform and elevate

the standard of medical education can be made
most effective through the agency of the organized

medical profession of the entire country, and such

a body we now have in the reorganized American
Medical Association. . . .

From the first, one of the major interests of the

AMA was continuing medical education, and the

study on continuing medical education by the

Council on Medical Education, initiated in 1937,

was published in 1940. Beginning in 1938, lists

of postgraduate opportunities were published in

JAMA, and in 1961, a standing Advisory Com-
mittee of the Council was authorized and charged

with developing an accreditation system for con-

tinuing medical education. A nationwide accredi-

tation program for continuing medical education

followed in 1962, and state medical associations

were subsequently authorized to accredit intra-

state programs.

In 1963, a citizens commission was established

to study and make recommendations on graduate

medical education, resulting in the formation of

the Coordinating Council on Medical Education

(CCME) and the Liaison Committee on Gradu-

ate Medical Education (LCGME). To bring con-

tinuing medical education accreditation into

conformity with other areas of medical education,

a proposal was made in 1974 to establish a liaison

committee on continuing medical education, in-

volving other organizations with interest in the

area, including the American Board of Medical

Specialties, the American Hospital Association,

the Association of American Medical Colleges,

and the Council of Medical Specialty Societies.

On July 1, 1977, this Uaison committee, the

LCCME, became the accrediting agency for or-

ganizations or institutions offering continuing

medical education, using the standards which

had been developed by the Council on Medical

Education, with funding and staff provided by the

AMA.
The establishment of the LCCME completed

the symmetrical organization for accreditation of

the entire medical education process, but it soon

became apparent that rather than considering it-
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self a part of this symmetrical system, the LCCME
was pursuing an independent course, and was

unresponsive to both its parent organizations and

the coordinating council. Still worse, although it

was behaving arbitrarily as a committee, in actu~

ality there was little consensus among its mem-

bers, so that it was totally ineffectual in carrying

out its charge. As it became apparent that the

LCCME was becoming increasingly insensitive to

the needs and wishes of the practicing physicians,

for whom continuing medical education programs

are specifically designed, following the interim

1978 meeting of the AMA House of Delegates

the Council on Medical Education began a study

of the LCCME and AMA’s relationship to it,

culminating in the Report I of the Council with

the recommendation that the AMA withdraw

from the LCCME and move immediately to re-

establish the accreditation of intrastate continuing

medical education programs by those state com-

mittees which had been approved by the Council

for this purpose.

The Board of Trustees concurred in this deci-

sion, and in a separate report the Board recom-

mended to the House of Delegates that it accept

the report of the Council, stating that it would

move immediately to reinstate the policies and

mechanisms previously employed by the Council

for accreditation.

Speaking in support of the reports of the Board

and Council, President Tom Nesbitt told the

House the AMA’s problems with the LCCME
were “monumental,” and that he had seen hidden

agendas at almost every meeting. “It’s time,” he

said, “to bring CME back into the fold of the

AMA, where it belongs.”

Although the dismantling by the LCCME of

the preexisting accreditation structure was emi-

nent, it still remains virtually intact as inherited

from the Council, and inasmuch as the activity

had been totally funded and staffed by AMA, it

is anticipated that the only change will be the

increased sensitivity to the needs of the practicing

physicians and increased efficiency of the accredi-

tation process. Although the LCCME continues

to exist, without AMA funds it would seem safe to

predict that monstrosity will soon expire. The

only effect you wiU notice is that accreditation of

your programs will be considerably expedited. I

will report in more detail the recommendations of

the Council in a summary of the actions of the

House next month.
J.B.T.

The Once and Future Longest Day

Look at him. He’s dead, I’m crippled, and you’re

lost. But I guess that’s the way it always is—in war,

I mean.

The Longest Day

We are the dead. . . .

To you with faltering hands we throw

The torch; be yours to hold it high.

If ye break faith with us who die

We shall not sleep, though poppies grow

In Flanders fields.

John McCrae, MD (1918)

Over the past year or so the “American Scene”

has changed dramatically, and not generally for

the better. A lot of the good old things have

passed away, and, at least for the people, there

has been no proper replacement. Things—such as

Sky-lab, and giants—such as Jack Benny, Bing

Crosby, Arthur Fiedler, and the Duke. Whenever
the departed is an actor, tributes are forthcoming,

with reruns of their films, and they just don’t

make those like they used to. John Wayne is the

latest to be so memorialized, and of course one of

his finest films was The Longest Day.

Some months after that “longest day,” during

my internship, word came that my best friend had

been killed while covering the platoon he com-

manded in Belgium as they withdrew from a

bridge they had just destroyed. We were next door

neighbors during our early years and although our

paths diverged from the time we started high

school, whenever we were together we were al-

ways able to take up again just where we last left

off—^until World War II separated us perma-

nently. He was a brilliant, if occasionally some-

what eccentric, MIT graduate engineer, with no

stomach for killing of any kind, but he did what

he had to do out of a strong sense of duty. His

citation, a posthumously awarded Silver Star,

stated that with deadly and accurate rifle fire he

kept the enemy at bay while his platoon escaped.

Forever 24 years old, he too sleeps in Flanders’

fields. He had no time to become a giant. Except

for those few of us who loved him, he was, like so

many thousands of others, simply a battle ca-

sualty—a statistic. We who survive are in debt to

him and all those like him who gave up their

chance that we might have ours.

Each year until her own death a couple of years

ago his mother, a remarkable woman, wrote him

a letter on the anniversary of his death, recounting

the triumphs and defeats of the previous year.

Publication of the letter in the Chattanooga Times
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was a cherished annual event which contributed

either a quiet tribute or a gentle rebuke, as needed,

to the country her son died to preserve. They are

most instructive, as they document a period of

about 35 years of vast technologic advance cou-

pled with progressive moral and spiritual decay.

In the early morning of “The Longest Day,”

when the Allies have begun shelling the coast of

France, we hear the captain of one of the French

warships say, “It is what we must do. Vive la

France!” On shore, as his house is being blown
to bits around him, a Frenchman is waving

the Tricolor and laughing and shouting, “Hurrah!

Hurrah!” His wife thinks he has gone mad.

Because of our dependency on oil, among
other things, we have reached the point where it

should be apparent that our technology cannot

save us, and that that curve has turned downward;
almost ten years to the day after Neil Armstrong
took that one great step for man, Sky-lab came to

an inglorious end. And what of the other curve?

The media are filled with pessimism. A great play

is being made of the sad plight of our country as

energy fails, prices spiral, the American dollar

becomes the Carter nickel, and all the kids are on
dope. 1984 is already here, they say.

In the winter of 1776-1777 the Continental

Army was starving in Valley Forge, and many of

the troops had deserted. Washington could have
gone home to his beloved Mount Vernon, but he
turned to God, rallied his troops, and the United
States was bom. Trapped in the Bulge in Belgium,

and called upon to surrender, Gen. MacAulife
said, “Nuts” and went on to break out of the trap.

Others at various times said, “Damn the tor-

pedoes! Full steam ahead” and “I have not yet

begun to fight.” Vast armies of others simply

fought on.

This nation will, as it always has, make its own
future by its own spirit. If we continue to put
materialism and our individual desires ahead of

everything else, we cannot survive the present in-

flationary spiral, the energy crunch, the economic
recession, and the leadership void at the top. The
world around us is falling apart. Thousands upon
thousands of Vietnamese are being cast into the

sea. Countless “developing” nations are not de-

veloping at all, but on the contrary are being de-

stroyed by their own leadership. They turn to us

as their only hope. Futile?

World War II marked a cataclysmic downturn
in the fortunes of this nation and most of its indi-

vidual citizens, but it sparked a toughening of

our moral fiber and a renewal of spiritual stamina.

Our country was united as never before or since.

And how will we react to our present crisis? One
thing is certain. Simple “confidence” will not suf-

fice. The future of the whole world hangs in the

balance.

The wisdom expressed in the film is that in war

one is either dead, crippled, or lost. But one can

be dead, crippled, or lost in peace-time as well.

The current wisdom is that we are headed that

way. Maybe there will be an even longer day. But

however it comes out, it will be for us as we the

people wish it—not according to our words, but

according to our acts.

J.B.T.
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The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BLOUNT COUNTY MEDICAL SOCIETY
Michael J. Gronke, M.D., Louisville

John Pittenger, M.D., Maryville

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Charles Dennis Harris, M.D., Chattanooga

Edwin H. Shuck, III, M.D., Chattanooga

Argil Jerry Wheelock, M.D., Chattanooga

CUMBERLAND COUNTY MEDICAL SOCIETY
Roberto B. Baylosis, M.D., Crossville

Richard C. Braun, M.D., Crossville

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
Sandor Feldman, M.D., Memphis
Roy Kulp, M.D., Memphis
Cong Van Le, M.D., Memphis
Arsen Manugian, M.D., Memphis
Ganesh Nayak, M.D., Memphis
Frank Louis White, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Edwin B. Anderson, Jr., M.D., Nashville

David L. Beaver, M.D., Nashville

Thomas W. Campbell, M.D., Nashville

Louis W. Close, M.D., Nashville

Alan Gary Cohen, M.D., Nashville

Amil James Gerlock, Jr., M.D., Nashville

Thomas Eugene Hanes, M.D., Madison
Brevard Haynes, Jr., M.D., Nashville

Joseph W. Huston, M.D., Nashville

J. Marshall Johnson, M.D., Nashville

Bonnie Maluea, M.D., Nashville

Wroten McQuirter, Jr., M.D., Nashville

Marcia A. Montgomery, M.D., Nashville

John W. O'Donnell, HI, M.D., Nashville

James Marc Perrin, M.D., Nashville

Richard L. Prager, M.D., Nashville

Deborah S. Ruark, M.D., Nashville
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Chi Yal Ruy, M.D., Madison
Russell R. Smith, M.D., Madison
Melborne A. Williams, M.D., Nashville

PUTNAM COUNTY MEDICAL SOCIETY
Lloyd R. Hassler, M.D., Cookeville

RUTHERFORD COUNTY/STONES RIVER
ACADEMY OF MEDICINE
H. Lome Dyer, M.D., Franklin

B. P. Turpin, Jr., M.D., Murfreesboro

WARREN COUNTY MEDICAL SOCIETY
Harry E. Burch, Jr., M.D., McMinnville
Jimmy E. Jenkins, M.D., McMinnville
Michael A. McAdoo, M.D., McMinnville

WHITE COUNTY MEDICAL SOCIETY
Dan J. Bramlett, M.D., Sparta

James Fletcher, M.D., Sparta

Robert Cooper, M.D., Greeneville, has been elected

president of the board of directors for Cerebral

Palsy of East Tennessee.

Loren Crown, M.D., has been selected president of

the Memphis Society of Emergency Physicians, a

new professional group, founded Ijy a group of

emergency department physicians with interests in

improving emergency medical services in the area.

Thomas R. Duncan, M.D., Columbia, has been
named a Fellow of the American College of Radi-

ology.

George Eckles, M.D., Winchester, has received cer-

tification from the American Board of Surgeons and
the American Board of Medical Specialists.

Lyman A. Fulton, M.D., has been named chief of

staff at the Veterans Administration Medical Center

in Mountain Home.

Wesley F. Jones, Jr., M.D., has been named chief

of staff at the Lexington Hospital.

Victor W. McLaughlin, M.D., Oak Ridge, has been

elected president of the East Tennessee Chapter of

the American Heart Association.

V. Tupper Morehead, M.D., Clarksville, has been
elected to Fellowship in the American College of

Obstetricians and Gynecologists.

The autobiography of Samuel Frederick Strain,

M.D., Memphis, will be published by the Memphis
State University Press as a part of its 20th Century

Reminiscence Series. Its title is From Nolichucky to

Memphis.
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Nashville Academy of Medicine

The Tel-Med brochure is now available in Braille.

Persons who receive the majority of their informa-

tion through their fingertips and their ears should

find such a brochure helpful in informing them of

health information which can be obtained by phone.

Through the assistance of PIRATES (Prison In-

mates Recording and Transcribing Educational Ma-
terials for the Sightless) at the Tennessee State Prison,

the Tel-Med brochure has been transcribed into

Braille. The brief 8Vi X 14 brochure converts to 35

pages of 14 X 14 paper. The Academy has received

25 copies of the brochure which is attractively

bound, and it has been distributed to various agencies

serving the blind including the Mayor’s Office for the

Handicapped, the Tennessee State Services for the

Blind, and the Tennessee School for the Blind. If

your practice brings you into contact with a substan-

tial number of blind persons, there are several

copies of the brochure remaining and more may be

ordered if needed.

Tel-Med is currently available to 1.4 million peo-

ple in the 40-county Middle Tennessee area, via a

13-channel phone system with three In-WATS lines.

The program offers 300 physician-screened taped

messages on a wide range of health topics. Sponsored

by the Academy, other interested county medical

societies, and the Metro and Tennessee Health De-

partments, Tel-Med is operative 9 am to 9 pm,

Monday through Friday, and 10 am to 6 pm on

Saturday. The Nashville telephone number is 327-

4333; the number for the toll-free WATS lines

which serve Middle Tennessee is (800) 342-2505.

From the AMA's Office in Washington, D.C.

Ave Atque Vale

The President’s sacking of Health, Education and

Welfare Department Secretary Joseph Califano has

generated speculation on “why” to the measure of

tons of national newsprint. But after a terse ave atque

vale to the deposed Secretary, more prosaic Washing-

ton observers have quickly turned to handicapping

his successor, Patricia Roberts Harris.

The 55-year-old Harris, a lawyer, brings to HEW
much of the same Lyndon Johnson “fair deal” out-

look as Califano. She is regarded as more of a team

player, but her prickly independence is reminiscent

of her predecessor. She can be expected to enthusi-

astically support the administration’s goals at HEW,
ineluding the establishment of a separate Department

of Education, a reorganization that Califano not so
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privately opposed to the discomfiture of the White

House.
Harris hasn’t been rated as one of the heavyweights

of the Cabinet, perhaps because her Department

ranks last in importance. Now she has her chance.

Long active in the Democratic party, she served two

years as Ambassador to Luxembourg in 1965-1967

and was later an alternate delegate to the United

Nations. She was an attorney with the Justice De-

partment in the early 1960s, and later became a suc-

cessful private lawyer in a Washington, D.C. law

firm. She has been a director of some of the nation’s

largest corporations.

In the press brochure distributed at her news con-

ference following announcement of her appointment

to HEW, copies of news stories about Harris were
included. They carried such headlines as “Forceful

HUD Secretary Is Turning Her Critics Around; Pa-

tricia Harris, HUD’s Velvet-Gloved Iron Hand;
HUD Secretary Harris Steps Quickly Into the Fray;

and Patricia Harris—^The No-Nonsense Chief of

HUD.”
“Abrasive,” “Pugnacious,” “Spitfire” were some

of the adjectives used in the articles to describe

Harris, apparently descriptions with which she is

comfortable.

As a “Team Player” Harris said nothing remotely

controversial at the news conference. She has filled

out and returned an inane White House question-

naire sent to all Cabinet members asking them to

rate their subordinates on a variety of qualities. Cali-

fano had refused to honor the questionnaire.

But there is still a lot of head scratching in Wash-
ington. The administration’s two major health initia-

tives—hospital cost containment and the national

health plan—are widely and strongly identified in the

Congress with Califano. Harris has no expertise in

health and no strong clout with the small but power-
ful “Old Boy” Democrat band of brothers in the

Congress. And it will take her months to learn the

ropes.

Hospital Cost Cap-

Jockeying for Position

An amended version of the administration’s Hos-
pital Cost Containment Bill (H.R. 2626) has cleared

the House Ways and Means Committee. In the Sen-

ate, the Finance Committee earlier rejected a modi-
fied version of the administration measure offered by
Sen. Gaylord Nelson (D-Wis.).

First, the Senate Finance Committee stemmed the

administration by rejecting the proposal 11-9. Six

days later Ways and Means kept the plan alive with
a 22-14 approval of an amendment-laden measure.

There’s no chance of floor action in either cham-
ber before September. The high priority presiden-

tial plan to impose federal controls on hospital

revenue increases if they top a certain level was
approved by the Senate last year, but the bill failed

to reach the House floor.

Despite the Finance Committee vote, an attempt
will be made to bring the bill up in the Senate. The
outlook in House and Senate is for very close votes.

The vote in Ways and Means, 22-14, wasn’t a true

test of committee sentiment on the measure. For two

months Committee Chairman A1 Ullman (D-Ore.),

was unable to bring the bill before the committee for

action because a majority of the panel was opposed

to the bill. Phone calls from President Carter switched

one or two democratic votes. The plea was to allow

the full House to vote on the issue.

A 20-16 vote approving an “open rule” for the

proposal was regarded as more indicative of commit-

tee feelings. The “open rule” allows unrestricted

amendments that could weaken a bill and is not

sought usually by backers of legislation.

The Senate Finance Committee’s turn-down of the

plan was a shock to the White House which thought

it had sewed up the powerful committee with the

commitment from Chairman Russell Long (D-La.),

a previous foe of the plan, to support it. Long did

cast his vote with the administration, but it wasn’t

enough to win the day. And it was apparent he had
twisted no arms to see it his way.

The successful fight against the administration

plan, offered by Sen. Nelson, was led by Sen. Robert

Dole (R-Kans.), top GOP member of the committee.

Dole suggested that if Congress adopted the hos-

pital bill some future President might have to go the

“mountain top” a la President Carter and try “to

figure out what happened when we adopted the

Nelson Price Control Amendment to hospital care

and we started rationing health care in this country.”

“Government obviously is not the best manager
in the world,” Dole said, “yet in this bill it attempts

to reach out and manage 6,000 hospitals in this

country.”

On the key vote, all eight committee Republicans

plus Sens. Talmadge, Lloyd Bentsen (D-Tex.) and
Mike Gravel (D-Alaska) voted no.

Before voting on final passage, the House Ways
and Means Committee spent several days approving

a series of amendments softening the impact of the

bill. A committee member complained that as a

result 65% of the nation’s hospitals wouldn’t be

covered. Among other amendments adopted were a

lifting of the ceiling on revenue increases to 11.6%
a year; a requirement that Congress be given notice

by HEW of a move to trigger controls and an oppor-

tunity to block them; inclusion of all federal hos-

pitals—including Veterans Administration facilities

—in the control plan; exclusion of philanthropic con-

tributions to hospitals in tabulating revenue; and
exclusion of the costs of providing charitable care.

The bill also exempts or gives special considera-

tion to many types of health facilities—certain ter-

tiary care centers, children’s hospitals that give

charity care, Shriners’ hospitals, hospitals with lower

than average lengths of stay, and Alaskan and Ha-
waiian hospitals—due to increasing populations and
the high costs of living.

The major “pass through” in the plan, part of the

bill from the beginning, is the exclusion of wage in-

creases for nonsupervisory hospital personnel. This

was necessary to secure labor’s support.

The administration’s original proposal last year

provided immediate imposition of controls, but it

was forced to accept a standby plan triggering con-
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trols only if the voluntary effort failed to bring

increases down to a certain level.

Residents' Right to Organize Pushed

Interns, residents and other housestaff who choose

to organize formally should be able to avail them-

selves of the rights established for employees by the

National Labor Relations Act, the AMA has told

the Congress.

Approval was urged of legislation granting house-

staff this right by William Mangold, Jr., M.D., vice

chairman of the AMA’s Council on Legislation. He
said that to argue housestaff are only “students” is to

ignore the inherent duality of graduate medical edu-

cation.

“Generally, an individual having the status of an

employee is subject to supervision,” said Dr. Man-
gold. “Employees receive compensation for their

services, and their services are expected to have
value to their employers. Employers are required to

withhold federal and state income taxes and to pay
Social Security taxes in connection with wages or

salaries paid to employees. Each of the foregoing

applies to the relationship that exists between em-
ploying institutions and interns and residents.”

He told a House Labor Subcommittee that com-
pensation is provided by hospitals to housestaff just

as other employers pay for value received. “The
motivation on the part of the hospital is not just to

subsidize graduate medical education but to pay for

services.”

Recognition of the importance of the educational

component does not detract from the residents’ status

as employees. Dr. Mangold said, “but only acknowl-
edges the dual role of the physician during the pe-

riod of internship and residency.”

This duality should not detract from the physi-

cian’s rights when he or she is employed, he added.

“Among these rights is the freedom to organize and
bargain collectively if the physician so chooses.”

At the same time, the AMA witness said NLRB
coverage for housestaff carries with it special re-

sponsibilities. “Collective bargaining and negotiations

must be conducted judiciously and contained within

proper limits by the respective parties. The exercise

of mature judgment and experience, with special re-

gard for the educational and patient care responsi-

bilities of both employee and employer, will be
necessary. If not, the result could be disruption of

necessary patient care and interference with the

quality of graduate medical education. The pursuit

of legitimate objectives should not dilute the quality

of patient care or graduate medical education.”

Hospital-Based Specialists Lose

Percentage Payment Rights

The Senate Finance Committee has voted to bar

recognition of Medicare-Medicaid percentage ar-

rangements for hospital-based specialists. The provi-

sion, part of an overall Medicare-Medicaid measure,

would generally become effective on Oct. 1, 1979.
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Percentage arrangements entered into by hospitals

and physicians before Jan. 1, 1979 could be recog-

nized for Medicare-Medicaid reimbursement pur-

poses until Jan. 1, 1982, or the earliest date they

could be terminated by the hospital, whichever is

earlier.

The committee suggested that HEW give serious

consideration to providing that full fees be paid to an
anesthesiologist only where he personally performs
all the professionally appropriate preanesthetic and
postanesthetic services and carries out the most de-

manding procedures in connection with administra-

tion of the anesthesia for no more than two patients.

Provision is made for lesser payments where the

anesthesiologist directs or supervises nurse anesthe-

tists.

PHS Health Information

Service Extended
The House has passed the $100 million Public

Health Service (PHS) Act Amendments extending

for three years the authority for PHS Health Infor-

mation Programs. The bill also creates new PHS
authority for prevention, cure, and control of diges-

tive diseases. The bill authorizes $94.5 million for

health information and promotion programs, autho-

rizes $5.7 million for a National Digestive Disease

Information Clearinghouse, and provides for grants

to improve education and training in digestive dis-

eases.

House Approves Separate

Department of Education

The House has approved the administration’s re-

quest for a separate Department of Education, but

loaded the bill with so many controversial amend-
ments the final outcome in Congress remains in

doubt. The Senate approved the plan earlier this

year. The House vote was 210-206. A House-Senate

conference must now work out differences in the

measure.

Energy Regs Exempt Drs.' Offices

The Department of Energy (DOE) has exempted

physician offices from temperature restriction require-

ments (78 F, summer; 65 F, winter).

The regulations place temporary restrictions on

temperature settings for heating, cooling, and hot

water in commercial, industrial and other nonresi-

dential buildings. Under previously proposed rules,

DOE had neglected to exempt physician offices, a

position strenuously objected to by the AMA.
The final rules provicle an exemption for buildings

(or portions thereof) “where maintenance of certain

temperature levels is required ... to protect the

health of persons in offices of physicians, dentists,

and other members of (licensed) health care pro-

fessions. . .
.”
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cinnouncemenl/

Oct. 4-6

Oct. 4-6

Oct. 6

Oct. 7-11

Oct. 7-12

Oct. 8-11

Oct. 10-12

Oct. 11-13

Oct. 13-14

Oct. 13-14

Oct. 13-18

Oct. 14-19

Oct. 16-20

Oct. 18-21

Oct. 20-24

Oct. 21-27

Oct. 22-26

Oct. 22-26

Oct. 24-26

Oct. 24-27

Oct. 25-

Nov. 2

Oct. 28-

Nov. 2

Oct. 30-

Nov. 3

Nov. 1-3

Nov. 3-4

Nov. 3-4

CALENDAR OF MEETINGS
NATIONAL

American Neurological Association

—

Chase Park Plaza, St. Louis

Association of American Physicians and
Surgeons—Mills Hyatt House, Charles-

ton, S.C.

American Rhinologic Society—Dallas

American Academy of Otolaryngology

—Convention Center, Dallas

Congress of Neurological Surgeons

—

Caesar’s Palace, Las Vegas
American Academy of Family Physi-

cians—Hilton Hotel, Atlanta

Society for Advanced Medical Systems
—Denver Hilton Hotel, Denver
Society for Adolescent Medicine—San
Francisco

AMA Rapid City Regional Meeting

—

Howard Johnson Motel, Rapid City,

S.D.

AMA Rochester Regional Meeting,

Marriott Inn, Rochester, N.Y.
American Academy of Pediatrics—St.

Francis Hotel, San Francisco

American Physiological Society—Hilton

Hotel, New Orleans

American Medical Writers Association

—Radisson Meuhlebach, Kansas City,

Mo.
AMA Hyannis Regional Meeting

—

Dunfey’s Resort, Hyannis, Mass.
American Society of Anesthesiologists

—San Francisco

American College of Gastroenterology

—Disneyland Hotel, Anaheim, Calif.

American College of Surgeons (Clinical

Congress )—Chicago
AMA Honolulu Regional Meeting

—

Ilikai Hotel, Honolulu
AMA Congress on Occupational Health
—Univ. of North Carolina, Chapel Hill,

N.C.

American Society of Therapeutic Ra-
diologists—New Orleans Marriott, New
Orleans

American Society of Clinical Path-

ologists and College of American Path-

ologists—Las Vegas
American Group Practice Association

—Caesar’s Palace, Las Vegas
American Society of Cytology—San
Francisco

Southern Thoracic Surgical Association

—Hilton Hotel, San Antonio, Tex.

American Association of Ophthalmol-
ogy—San Francisco

AMA Asheville Regional Meeting

—

Great Smokies Hilton, Asheville, N.C.

Nov. 3-8

Nov. 3-8

Nov. 4-5

Nov. 4-7

Nov. 4-8

Nov. 4-8

Nov. 4-8

Nov. 5-8

Nov. 5-9

Nov. 6-9

Nov. 7-10

Nov. 7-11

Nov. 9-10

Nov. 9-11

Nov. 11-16

Nov. 12-14

Nov. 14-19

Nov. 15-19

Nov. 17-18

Nov. 25-30

Nov. 29-

Dec. 1

Nov. 29-

Dec. 2

Oct. 5-6

Oct. 15-16

Oct. 27-28

Oct. 31-

Nov. 2

Dec. 6-8

Dec. 7

Association of American Medical Col-

leges—Hilton Hotel, Washington, D.C.

American Association of Blood Banks

—Hilton Hotel, Las Vegas

American College of Preventive Medi-

cine—New York
Southern Medical Association—MGM
Grand Hotel, Las Vegas
American College of Chest Physicians

—Houston, Tex.

American Public Health Association

—

Hilton and Americana, New York
American Venereal Disease Association

—New York
Interstate Postgraduate Medical Asso-

ciation—Marriott, New Orleans

American Academy of Ophthalmology

—Convention Center, San Francisco

International Symposium on Athero-

sclerosis (Methodist Hospital)—Hous-

ton

Society of Computer Medicine—At-

lanta Hilton, Atlanta

American Medical Women’s Associa-

tion—Hilton Inn, Albuquerque, N.M.
American Trauma Society—Red Carpet

Hotel, Milwaukee
AMA New Orleans Regional Meeting,

New Orleans Hilton, New Orleans

American Academy of Physical Medi-

cine and Rehabilitation—Sheraton-

Waikiki Hotel, Honolulu
Association for Academic Surgery

—

Playboy Club, Great Gorge, N.J.

International College of Surgeons

—

Diplomat Hotel, Hollywood, Fla.

Gerontological Society—Sheraton Park,

Washington, D.C.

American Psychoanalytic Association

—Roosevelt Hotel, New York
Radiological Society of North Amer-
ica—Atlanta Hilton, Atlanta

American Association for Cancer Edu-
cation—Newark, N.J.

American Academy of Psychoanalysis

—Waldorf Astoria, New York

STATE
Joint Annual Meeting—^Tennessee So-

ciety of Internal Medicine and Ameri-
can College of Physicians, Tennessee

Region—Hyatt Regency Hotel, Knox-
ville

26th Annual Tennessee Valley Medical

Assembly—Chattanooga Choo Choo
AMA Nashville Regional Meeting

—

Hyatt Regency, Nashville

Tennessee Academy of Family Physi-

cians, 31st Annual Scientific Assembly
—River Terrace and Civic Auditorium,

Gatlinburg

Care of the Critically 111 Patient—St.

Thomas Hospital, Nashville.

Symposium on Sleep Disorders—Bap-

tist Memorial Hospital Auditorium,

Memphis.
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TmA conlmuino me<lkcil
cducotion oppoftiinftic/

The continuing medical education accreditation

program of the TMA has full approval by the Lia-

ison Committee on Continuing Medical Education.

An accredited institution or organization may desig-

nate for Category I credit toward the AMA Phy-

sician's Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education. Tennessee Medical Association.

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
wrhich come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures. observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology
Dermatology
Diabetes
Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurology
Obstetrics & Gynecology .

Oncology

Samuel Mamey,
Bradley E. Smith,

Gottiieb C. Friesinger, III,

James D. Snell,

John A. Oates,

Lloyd King,

Oscar B. Crofford,

David Rabin,
David N. Orth,

Steven Schenker,

. . . . W, Anderson Spickard,

Sanford B. Krantz,

ZeU A. McGee,
Grant W. Liddle,

Gerald M. Fenichel,

Lonnie S. Burnett,

Robert Oldham,

M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.

Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A.
Renal Diseases

Rheumatology
Surgery

Cancer Chemotherapy
General
Neurological

Ophthalmology
Oral

Pediatric

Plastic

Renal Transplantation

Thoracic & Cardiac ...

Urology

Paul W. Griflan, M.D.
William H. Hartmann, M.D.

David T. Karzon, M.D.
Marc H. HoUender, M.D.

Everette James, Jr., Sc.M., J.D., M.D.
H. Earl Ginn, M.D.

John S. Sergent, M.D

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David HaU, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-

tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Sept. 28-29

Oct. 25-26

Nov. 30-

Dec. 1

Nov. 30-

Dec. 1

10th Annual Pediatric Symposium

1979 Postgraduate Course in Allergy

Update in Anesthesiology 1979

Obstetrical Seminar

For information contact: Vanderbilt Continuing

Education, 3200 West End Ave., Suite 306, Nash-

ville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact widi

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.
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Interaal Medicine
Cardiology . .

.

Chest Disease

Dermatology

Gastroenterology

General Medicine

Hematology/Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pa&ology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

John Thomas, M.D.
Kermit R. Brown, M.D,
Qamar A. Kahn, M.D.

Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

. . .Thomas W. Jc^inson, M.D.
David Horowitz, M.D.

, . .Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D.

Robert S. Hardy, M.D.
Calvin L. Calhoun, Sr., M.D.

Gregory Samaras, M.D.
Henry W. Foster, MJ5.
Axel C. Hansen, M.D.

....Wallace T. Dooley, M.D.
Louis D. Green, M.D.
J(rfm C. Ashhurst, M.D.
E. Perry Crump, M.D.

Louis J. Bernard, M.D.
Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s
Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education
Accreditation and Continuing Education Units by
Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,
Meharry Medical College, 1005 18th Ave., North,’
Nashville, TN 37208, Tel. (615) 327-6235.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses
includes programs of the Chattanooga, Knoxville,
Md Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the
arrangements for a particular program

Oct. 4-6 (K)

Oct. 5-6 (M)
Oct. 9-1

1 (M)

Oct. 18-20 (K)

Oct. 25-27 (K)
Nov. 9-10 (M)
Nov. 9-10 (C)
Nov. 9 (K)

Nov. 16-17 (M)
Nov. 29-30 (M)
Nov. 30 (K)

1979

Regional Meeting— American
College of Physicians & Ten-
nessee Society of Internal Medi-
dne
Medical Alumni Day
Three Nights on Cardiac Aus-
cultation

Cancer Concepts 1979—Gatlin-
burg

Office Ultrasound—Gatlinburg
Rheumatology
Diagnostic Radiology
8th Annual Internal Medicine
Symposium
2nd Annual Pain Symposium
ACP Internal Medicine Review
Infant Nutrition

Nov. 30- (C) Basic Cardiology, EKGs &
Dec. 2 Therapy

Dec. 7-8 (M) 10th Annual Otolaryngology

Conference for Family Physi-

cians

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

800 Madison Ave.
Memphis, TN 38163
Tel. (901) 528-5605

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Oct. 8-9 Geriatrics II: Sex and the Aged

Oct. 23 Consumer Health Education: A Mul-
tidisciplinary Approach

Nov. 9 Pediatrics—Neonatology

Dec. 4 Occupational Medicine II

For information contact Dr. Charles F. Johnson,

Assistant Dean, East Tennessee State University,

College of Medicine, Dept, of Continuing Medical

Education, Johnson City, TN 37601, Tel. (615)
928-4626, ext. 204

Annual Thomas W. Green Memorial Lecture

Oct. 16 An Update in Antibiotics—Sullins Hu-
manities Center, Bristol, Va. Fee: none.

For information contact Raymond MassengiU, Jr.,

Ed.D., Assistant Dean and Director of Medical Edu-
cation, East Tennessee State University College of

Medicine, Bristol Memorial Hospital, 209 Memorial
Dr., Bristol, TN 37620.

OAK RIDGE ASSOCIATED UNIVERSITIES

Oct. 18-20 The Medical Basis for Radiation Acci-

dent Preparedness—Oak Ridge, Term.
(Presented by REAC/TS—Radiation

Emergency Assistance Center/Training
Site—operated for the U.S. Department
of Energy by the Medical and Health
Sciences Division of Oak Ridge Asso-
ciated Universities.) Credit: 16 hours
AMA Category 1

.

For information contact REAC/TS Conference,
Oak Ridge Associated Universities, P.O. Box 117,

Oak Ridge, TN 37830.
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BOWMAN GRAY SCHOOL OF MEDICINE
IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

Continuing Education Schedule

Oct. 11-13 The Radiology of Multisystem Dis-

eases*

Oct. 17-19

Oct. 21-24

A Clinical Focus on Tuberculosis and
the Mycoses*

Symposium on Neurological Disorders

of Children*

Dec. 7-8 Burn Symposium*

*Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

UNIVERSITY OF LOUISVILLE

SCHOOL OF MEDICINE

Oct. 31 Louisville Pediatric Lectureship

—

Health Sciences Center Auditorium,

Louisville, Ky.

Nov. 1-3 Annual Newborn Symposium in com-
memoration of “The International Year
of the Child”—Health Sciences Center
Auditorium, Louisville, Ky.

For information contact Billy F. Andrews, M.D.,
Professor and Chairman, Department of Pediatrics,

University of Louisville School of Medicine, P.O.

Box 35260, Louisville, KY 40232, Tel. (502) 588-

5753.

Courses in Ultrasound

Three eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on
the following dates: Sept. 24-Nov. 16, 1979; Jan.

7-Feb. 29, 1980; and April 14-June 6, 1980. Credit:

30 hours per week in AMA Category 1.

An additional two-day Real Time course is offered

for obstetricians on Nov. 29-30, 1979. Credit: 10
hours per day in AMA Category 1.

Several one-week courses in Abdominal Real-Time
Sonography will be held on Dec. 10-14, 1979, and
March 24-28, 1980. Credit: 30 hours AMA Cate-

gory 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

MEDICAL COLLEGE OF GEORGIA

Sept. 28-29

Oct. 2-4

Dec. 8-9

Jan. 21-26

Feb. 7-8

Mar. 4-7

Mar. 20-22

April 15-16

April 18-19

May 5-10

June 12-14

July 21-25

July 28-30

External Ocular Diseases

Basic EKG for Family Physicians

Sex and Handicapped Patients

15th Annual Family Practice Sympo-
sium

Psychiatry

Medical and Surgical Emergencies

—

Tamarron Ski Resort, Colorado

Clinical Cardiology

Neonatology

Predictive and Preventive Medicine

15th Annual Family Practice Sym-
posium

Internal Medicine—Holiday Inn of

Jekyll Island, Ga.

Taxes and Investments—Holiday Inn

of Jekyll Island, Ga.

Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30912.

OF SPECIAL INTEREST

DUKE UNIVERSITY MEDICAL CENTER
Oct. 22-26 Adult and Pediatric Diagnostic Radi-

ology including Ultrasound and CT
Scanning—Southampton Princess Ho-
tel, Bermuda. Credit: 30 hours AMA
Category 1. Fee: physicians, $275; in-

training, $150.

For information contact Robert McLelland, M.D.,

Radiology-Box 3808, Duke University Medical Cen-

ter, Durham, NC 27710, Tel. (919) 684-4397.
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THE MEDICAL COLLEGE OF PENNSYLVANIA

Retraining Program for Clinically

Inactive Physicians

Two eight-week Retraining Programs, designed to

facilitate the reentry of clinically active physicians

into clinical medicine through intensive clinical and

didactic experience, will be held at the Medical Col-

lege of Pennsylvania on the following dates: Oct. 15-

Dec. 7, 1979; April 21-June 13, 1980. Credit: AMA
Category 1. Fee: $1,950.

For application, write to Retraining Program for

Inactive Physicians, Office of Medical Education,

The Medical College of Pennsylvania, 3300 Henry
Ave., Philadelphia, PA 19129.

gard, S.C. Department of Health and Environmental
Control, Division of Chronic Disease Control, 2600
Bull St., Columbia, SC 29201.

AMERICAN MEDICAL WOMEN’S
ASSOCIATION

Nov. 8 & 10 Accent on Youth (new frontiers of

medicine in pediatrics)—Hilton Irm,

Albuquerque, N.M. Credit: 6 hours
AMA Category 1.

For information contact the American Medical
Women’s Association, Inc., 1740 Broadway, New
York, NY 10019, Tel. (212) 586-8683.

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Nov. 5-8 64th Annual International Scientific

Assembly of Interstate Postgraduate

Medical Association—New Orleans

Marriott, New Orleans. (In coopera-

tion with the Louisiana Acad, of Family
Physicians, Tulane Univ., and Louisi-

ana State Univ. ) Credit: 24 hours AMA
Category 1 and AAFP prescribed; 4
hours AMA Category 2 and AAFP
elective. Fee: $90 in advance; $100 at

meeting.

For information contact Alton Ochsner, M.D.,
Program Chairman, Interstate Postgraduate Medical

Association, P.O. Box 1109, Madison, WS 53701.

AMERICAN LUNG ASSOCIATION

OF LOUISIANA

Nov. 27- SUPERCOURSE® V postgraduate pro-

Dec. 1 gram on lung disease—Hyatt Regency
Hotel, New Orleans. (In conjunction

with the 16th Annual Pulmonary Func-
tion in Health and Disease Course, the

12th Annual Respiratory Disease

Course, and the 9th Annual Pediatric

Pulmonary Course.) Credit: AMA
Category 1 on an hour-for-hour basis;

AAFP prescribed. Fee: $225.

For information contact John B. Bobear, M.D.,
SUPERCOURSE® V Chairman, American Lung
Association of La., Inc., Suite 500, 333 St. Charles

Ave., New Orleans, LA 70130.

SOUTH CAROLINA HEART ASSOCIATION

Oct. 25-27 Current State of the Art in High Blood
Pressure Control Applied to Rural

Communities—Landmark Resort Hotel,

Myrtle Beach, S.C. Credit: 14 hours

AMA Category 1.

For information contact Mrs. Georgia L. Win-

ALBANY MEDICAL COLLEGE
Jan. 4-16 20th Anniversary Cruise—aboard

Queen Elizabeth 2 to Curacao, Caracas,

Grenada, Barbados and St. Thomas,
departing from New York and Norfolk.
Faculty from medicine, psychiatry, sur-

gery and cardiology. Credit: 28 hours
AMA Category 1

.

For information contact Frank M. Woolsey, Jr.,

M.D., Department of Postgraduate Medicine, Al-
bany Medical College, Albany, NY 12208.
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Highlights of the TMA Board of Trustees Meeting

July 8, 1979

The following is a summary of the actions taken by the Board of Trustees of the Teimessee Medical

Association at its regular, third quarter meeting.

THE BOARD:

Committee on Maternal

and Child Care

Committee on

Communications and

Public Service

Approved a draft of Transportation Guidelines as submitted by the

Subcommittee on Perinatal Transportation of the Perinatal Advisory

Committee with the preface that the Board is not approving the guide-

lines as law.

Approved composition of the Maternal Mortality Subcommittee to in-

clude four obstetrician-gynecologists, two family physicians, one ob-

stetric anesthesiologist, one pathologist, one public health physician,

and two pediatricians.

Approved a recommendation from the Tennessee Chapter of the Amer-
ican Academy of Pediatrics that 1979 be proclaimed as “The Interna-

tional Year of the Child, 1979.”

Agreed to recognize the concept of establishment of a statewide Pro-

gram on Family Life designed to educate schoolchildren on such items

as illegitimate births, venereal diseases, etc.

Approved use of a Florida Medical Association film entitled, “It’s Your
Life,” as a TMA-sponsored public relations film on preventive medicine

to be used across the state under the sponsorship of local medical so-

cieties and TMA.

Committee on TMA/TNA Named A. Roy Tyrer, Jr., M.D., Memphis, a consultant member of the

Joint Practice TMA/TNA Joint Practice Committee.

Committee on Continuing Named Charles E. Allen, M.D., Johnson City, a member of the Board

Medical Education of Medical Examiners, to the CME Committee as a consultant member,

and Charles F. Johnson, M.D., Johnson City, was named to the CME
Committee, replacing Jack Mobley, M.D.

Committee on Primary

Health Care Clinics

Committee on Health

Planning

Agreed that the Primary Health Care Chnics Committee be composed

of James W. Hays, M.D., Nashville; John B. Dorian, M.D., Memphis;

Alfred D. Beasley, M.D., Knoxville; Hays Mitchell, M.D., Cleveland;

John O. Williams, M.D., Mt. Pleasant; and I. Ray King, M.D., Knox-

ville.

Appointed these members to the Health Planning Committee: Nat E.

Hyder, Jr., M.D., Chairman, Johnson City; George H. Wood, M.D.,

Knoxville; C. Windom Kimsey, M.D., Chattanooga; Oscar M. McCal-

lum, M.D., Henderson; Edward W. Reed, M.D., Memphis; Robert E.

Clendenin, Jr., M.D., Union City; C. Richard Treadway, M.D., Nash-

ville; and Eugene W. Fowinkle, M.D., Nashville, Ex-Officio. The motion

further stated that specialty society representatives be invited to meet

with the committee for informational purposes.
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Judicial Council

Recommendations

Committee on Long-

Range Planning

Recommendations

SEPTEMBER, 1979

Approved Council’s recommendation that, at the present time, there

should be no action to change the laws in Tennessee governing adver-

tising by physicians. However, the Board agreed that should it become

necessary to change the laws, a bill recommended by the Judicial Coun-

cil be presented to the legislature to permit the Board of Medical Ex-

aminers to establish rules and regulations.

Agreed that, at the appropriate time, the Board of Medical Examiners

be given authority to make rules and regulations and that the Judicial

Council be allowed to offer recommendations through the Board of

Trustees.

Adopted a motion that the Board endorse the recommendation of the

Judicial Council regarding Resolution No. 2-79 to request the Consti-

tution and By-Laws Committee to develop amendments to clarify that

physician members of county medical societies are also required to be

members of TMA and that the Constitution and By-Laws Committee

consider an amendment to allow county medical societies to establish

categories for affiliate members if they so desire.

Approved these recommendations from the committee which met July

7, 1979:

(1) Resolution No. 17-79—Specialty Society Advisory Council—The

committee recommended that a Board member be designated annually

to function as contact individual to specific specialty societies and that

the specialty societies be informed of this action. Officers of specialty

societies should be encouraged to attend meetings of the Board.

(2) Bi-County Representation in House of Delegates—Recommended
no action insomuch as committee felt the present representation in the

House was adequate. Other states will be surveyed to determine what

other methods are being used.

(3) Separation of House of Delegates—Recommended against separa-

tion.

(4) Duties and Responsibilities of Vice Presidents—Recommended the

Vice Presidents be retained with the additional following duties as-

signed: Vice Presidents be invited to attend all meetings of the Board;

liaison with local medical societies and with individual legislators in

their respective areas of the state.

(5) Evaluation of Committee Structure as Related to Size, Function,

Life, etc.—Recommended that staff develop a questionnaire to be sub-

mitted to committee chairmen annually to determine the effectiveness of

individual committee members and the committee itself.

(6) Per Diem and Administrative Expenses for President—^Recom-

mended that $150 per day be allowed as a per diem expense for any

half-day or more when the President is out of his office for any TMA
activity and $1,000 annually for administrative expenses and office help.

(7) President and Executive Director Attending Other State Associa-

tions' Annual Meetings—No recommendation.

(8) Report of the AMA Council on Long-Range Planning and De-

velopment—Received from the AMA information pertaining to compre-

hensive evaluation of membership direction and dues structure for

several years. The committee took no action and received the report

for information.

(9) Liaison with Satellite Organizations of the Board—Recommended
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Physician’s Assistants’

Rules and Regulations

Committee on Impaired

Physician

Committee on TMA
Group Insurance

Letter to County

Societies re: TMA
Officer Visits

Travel Committee

Report

organizations such as PSRO, SVMIC, and IMPACT be requested to

give a quarterly summary report at each Board meeting.

Expressed support for the rules and regulations for physician’s assis-

tants, drafted by the Board of Medical Examiners, as being what TMA
beheves to be in the best interest of medicine and that a letter be sent to

the Board of Medical Examiners expressing appreciation for their efforts

in drafting the rules and regulations.

Appointed Parks Walker, M.D., Memphis; Bennett W. Caughran, M.D.,

Chattanooga; and A. Glenn Kennedy, M.D., Knoxville, to the Impaired

Physician Committee for three-year terms, replacing two previous mem-
bers whose terms have expired and one deceased member.

Adopted a new TMA-sponsored group life program submitted by the

Insurance Planning and Service Company, Inc. of Chattanooga and

underwritten by Great West Life Assurance Company.

Agreed that a letter be sent immediately to the county medical societies

and continued annually following the Annual Meeting informing them

of the new officers and Board members and encouraging the societies to

invite representatives of the Board and the Vice Presidents to attend

their county society meetings.

Agreed to sponsor an eight-day February 1980 tour to Puerto Vallarta,

Mexico, at a cost of approximately $800 per person with departures

from Nashville and Knoxville. r

Cmintoii
Ki^y Health Care

l(H'ii|ai|a(jeii|ciit

(^tfieiiilpiiepattoit
Some patients are institutionalized only because you can’t be

sure proper recuperative care can be provided in the home.

Kelly Care specializes in hospital-quality care in the com-
fortingly familiar atmosphere of the patient’s home. RNs,

LPNs, Home Health Aides, and Homemakers to provide

precisely the level of care prescribed. Highest standards

assured by meticulous selection, in-service training and our

own Nursing Supervisor. Count on us to do the right thing for

your patients—and for you.

Kelly
Health Care

a subsidiary of Kelly Services

MEDICARE APPROVED
4466 Elvis Presley Blvd. • Suite 141 • Memphis, TN 38116 • 901/396-1711
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Joggers Urged to Start Slow

“Thou shalt not kill thyself” is the admonition to

budding joggers in a comment in the June 8 issue

of JAMA.
For the man or woman older than 40 years who

plans to take up jogging, Dr. Henry D. McIntosh,

Lakeland, Fla., advises: First, stop smoking. Get

your blood pressure under control. Start a diet to lose

weight, if you’re too heavy. Only then can you safely

start the exercise program. Then start by walking,

not running, short distances at first, gradually in-

creasing to a mile a day at a rapid pace.

A basically healthy person should ultimately jog

IV2 to 2 miles a day, but if you are in poor condi-

tion at the start, it will take up to three months to

reach that goal. This is particularly true if you’re

obese, out of shape and a heavy smoker, he says.

Jog only every other day at the outset, not only to

avoid heart problems but also to avoid damage to the

feet and legs. If you don’t feel better five minutes

after completing the exercise than before, it’s been

too strenuous.

Exercise improves the efficiency of the muscles

that are exercising and increases the amount of

physical work that can be done at a reduced level of

work by the heart.

Cocaine Highly Dangerous

Contrary to popular belief, cocaine is definitely

not a safe “recreational” drug.

Charles V. Wetli, M.D., of the Dade County Medi-

cal Examiner’s Office, reports 68 deaths associated

with “recreational” use of illicit cocaine, 24 of them
directly from the effects of cocaine. Most dangerous

was injection of the drug into a vein, which caused

respiratory collapse and rapid death. Cocaine taken

by mouth or sniffed through the nose takes somewhat

longer to cause collapse.

Most of the victims took cocaine to achieve eu-

phoria, but three were smugglers from South Amer-
ica who swallowed up to 75 cocaine-filled condoms.

Deaths occurred when one or more of the condoms
ruptured inside the stomach. Two others died from

swallowing cocaine when arrest appeared imminent.

New Treatment for Herpes Genitalis

A successful treatment for genital herpes simplex

infection, a heretofore resistant form of venereal

disease that is widespread in this country, is 2-deoxy-

D-glucose. The disease accounts for some 13% of all

venereal disease in the United States.

Of 36 women with genital herpes infections treated

with 2-deoxy-D-glucose for a three-week period, 95%
were cured, with two recurrences after 24 months. In

the first infections, discomfort cleared within 12 to

72 hours of therapy, and 90% of the patients were
free of symptoms in four days. The substance acts to

interfere with the multiplication of the herpes virus.

Genital herpes simplex infection is a serious medi-

cal problem because there has been no effective agent

to combat the infection, and because the virus may
spread to the fetus at the time of delivery. The
disease also is associated with cancer of the cervix.

It had been known for almost 20 years that 2-deoxy-

D-glucose would block growth of viruses in the

laboratory, but its use to treat human infection had
not heretofore been explored.

Tick-Borne Relapsing

Fever Spreads Over United States

A tick-borne disease, relapsing fever, is now occur-

ring in the western United States and recently a case

was documented in the East. Louse-borne disease is

found in other parts of the world, but the only case

reported in the United States was in a recent immi-
grant from Ethiopia. Tick-borne relapsing fever, on
the other hand, is spread in the United States by
ticks on small rodents. As the ticks are of a variety

that feeds for 5 to 20 minutes and then drop off, the

infected individual does not find a tick and usually

does not know he has been bitten.

Diagnosis requires a serologic test. Usually the

fever is self-limiting, but recovery can be speeded by
treatment. Prevention is aimed at controlling the

rodents and the ticks. Periodic fumigation of any
rustic cabin is recommended.

Fiber Implants for Baldness

Still Causing Serious Infections

Despite widespread exposure in both medical and
lay press, synthetic fiber implantations for baldness

continue, with disastrous results for many of the

hapless victims.

Last January, JAMA exposed the dangers of the

synthetic implants in a report from the Cleveland

Clinic that was widely reported in the public press.

Some of the implant “clinics” have been closed down,
but a number are still operating, and some of the

clinics are now switching to implantation of human
hair, with even worse rejection phenomenon and
more serious infections.

Generally, to remove all potential sources of in-

fection and foreign-body reaction, the entire scalp

must be removed and replaced by flaps from other

areas of the head, but in some cases, nothing helps,

and the infection persists, causing severe pain.

Both the Food and Drug Administration (FDA)
and the Federal Trade Commission (FTC) have held

hearings on fiber implantation, but as yet neither has

taken definitive action.
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PHYSICIANS NEEDED
Tennessee—Emergency Physicians—487-bed
teaching hospital in West Tennessee. Must be
eligible for academic appointment. Minimum
guarantee $55,000 plus production bonus; paid

malpractice insurance and other considerations.

Director—Tennessee Emergency Department

—

487-bed teaching hospital. Must be eligible for

academic appointment. Director will coordinate

administrative and clinical aspects of the de-

partment. Minimum guarantee $63,400 plus

production bonus; paid malpractice insurance
and other considerations.

Kentucky Emergency Physician—Lovely commu-
nity of 10,000 in western Kentucky near Padu-
cah needs two physicians to share evening
rotations in emergency department; 10 to 15
patients per 12-hour shift, income excellent for

this volume.

Emergency Physician—^West Memphis Area

—

New, combination ambulatory care and emer-
gency department facility in this Mississippi

River town, with all the advantages of historic

Memphis. Our physicians will handle emer-
gency patients only. Flexible scheduling; annual
guarantee; paid malpractice; plus other con-

siderations.

For additional details, contact Tom Cooper,
M.D., 970 Executive Parkway, St. Louis, Mis-

souri 63141, or cal! toll-free 1 (800) 325-3982,
ext. 225.

ORTHOPEDIC SURGEON
Excellent opportunity for a Board certified or

eligible orthopedic surgeon. Office space or

partnership is available in a modern, multi-

specialty, professional building adjacent to a

modern, progressive, fully accredited medical

center. Highly desirable location in northern

Alabama enjoys excellent schools and churches

and a family atmosphere. Recreational oppor-

tunities abound.

Reply with curriculum vitae to Vincent F. Berg-

quist, M.D., Suite 208, 402 Arnold Street, N.E.,

Cullman, AL 35055.

ASSISTANT MEDICAL DIRECTOR
Needed for large financial services company
located in medium-size city in the piedmont

region of the southeast. University setting, offer-

ing cultural environment usually found in larger

population areas.

Accredited medical college graduate, internship

and license in good standing; prefer internist

with insurance background.

Reply in confidence, including salary expecta-

tions, to Box 1-9, TMA Journal, 112 Louise Ave-

nue, Nashville, Tennessee 37203.
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EMERGENCY PHYSICIAN
NEEDED

Career emergency physician to participate in

group staffing 250-bed community hospital with

30,000 ED visits annually. Fee for service. Sig-

nificant follow-up activity in outpatient surgical

and diagnostic activities. East Tennessee scien-

tifically oriented city of 30,000. Excellent

schools. Abundant recreational opportunities.

Varied cultural activities. Write Emergency As-

sociates, P.O. Box 822, Oak Ridge, TN 37830.
Phone (615) 482-2909.

GENERAL INTERNISTS
NEEDED

General Medical Internists for full-time faculty

positions in an innovative developing program at

the East Carolina University School of Medicine.

Address inquiries and curriculum vitae to De-

partment of Medicine, East Carolina University

School of Medicine, Greenville, North Carolina

27834.

Affirmative Action /Equal Opportunity Employer

OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Outstanding multi-hospital emergency physician

group has excellent opportunities available for

full-time, career-oriented emergency physicians

in Morristown, Bristol, and Hendersonville, Ten-

nessee. Must be willing to live within daily com-
muting distance.

FEE-FOR-SERVICE compensation. Averages $30-

$50 per hour. Physician remuneration increases

with department growth and complexity of pa-

tient disease processes. Malpractice coverage

via a group policy. We are interested in people

who enjoy working while receiving fair compen-
sation. Physicians who assume responsibility for

the diagnosis and treatment of seriously ill or

injured patients should be compensated accord-

ingly. Considerable attention paid to INDIVIDUAL
scheduling desires and continuing medical edu-

cation. Large central emergency medicine library

at your disposal.

We invite you to call or write to Kathleen Gallie,

Director, Physician Services, 897 MacArthur Blvd.,

San Leandro, CA 94577, phone (415) 638-3979.
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Effective October 15

NEW TMA GROUP LIFE PLAN

No one knows
your family's

needs better

than you do...

Purpose:
To provide a lump sum death benefit

(money your family could use to pay
debts—settle a mortgage—start

income producing investments).

So you decide
the amount of

insurance

you need

You, as a responsible provider,

have a good idea of just what

your financial needs and those of

your family really are. You know

how much protection you need

now and how much more you may
require as your family and your

estate grow.

Advantages:
Because this is a group plan,

administration costs are low. It you
were to purchase the same coverage on
an individual basis, the cost could easily

be double—or more.

Therefore, your TMA Group
Insurance Committee believes that

you should have the opportunity to

decide the amount of insurance

protection which is needed to

provide for your family's future

financial security.

Special

Featares:

Now available in these amounts
for members and spouses

—

$25,000, $50,000, $75,000,

$100,000, $150,000, $200,000,

and $250,000.

The decision is up to you. Your

Group Insurance Committee has

created a fine insurance plan

that gives you a wide range

of options. Options that

will let you tailor a plan to

your specific needs.

The rest is up to you.

Waiver of premium keeps the insurance

in effect, without payment of premiums,

should the insured become totally

disabled prior to age 70.

Accidental Death Benefit provides

double the lump sum death benefit in

the event the insured dies as a result

of an accident.

Coverage for your employees

is available too.
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Memoirs of a Venereologist

Great Britain is the only country I know of

where venereology is considered a specialty, on a

par with other specialties. If I were living in that

country today I would be designated as a venereol-

ogist, since my major clinical interest and activities

during the past 45 years have been in that field of

medicine. During this period I have witnessed

dramatic changes in the magnitude of the venereal

disease problem and in the treatment and control

methods directed toward it.

If any evidence existed that we are on the

threshold of eradicating these diseases, these

memoirs would be superfluous, but in spite of the

availability of gonorrhea treatment, which is as

effective as that for any disease in medicine,

gonorrhea continues to rank number one among

reported infectious diseases. The prospects for

eradicating syphilis seem dimmer than they were

25 years ago, when the lowest rates on record

were reported and total eradication was being

predicted. For Memphis and Shelby County, the

rate for new infectious cases of syphilis during the

first six months of 1979 was twice as high as for

the previous year and was the highest rate re-

corded during the past 25 years.

These circumstances, as well as a desire to

provide some historical perspective to this prob-

lem, have prompted me to set down these per-

Dr. Packer is emeritus professor and chairman, De-
partment of Preventive and Community Medicine, Uni-

versity of Tennessee Center for the Health Sciences,

Memphis.
Reprint requests to 295 N. McLean, Memphis, TN

38112 (Dr. Packer).

HENRY PACKER, M.D., Dr. P.H.

sonal experiences of the past 45 years, as some

of the problems in dealing with the venereal dis-

eases appear to be eternal, and some of the early

approaches may have some practical application

to present-day programs.

It is difficult for the young physician of today to

realize the magnitude of the veneral disease prob-

lem and its impact upon virtually every field of

medical practice 45 years ago. At that time, der-

matologists were willing to identify themselves

with the syphilis problem, and their medical

school departments were called “departments of

dermatology and syphilology.” The greatest con-

tributions to syphilology were made by dermatol-

ogists such as Dr. John H. Stokes, of the

University of Pennsylvania, whose 1,399-page

classic textbook on syphilology is still unsurpassed.

Gonorrhea, on the other hand, came under the

wing of the urologists, since there was no specific

treatment for this disease, and urethral irrigations

of antiseptic solutions, which probably did more

harm than good, seemed to fall within the purview

of that branch of medical practice. Female gonor-

rhea provided much practice for the gynecologists.

During my internship in 1933 operations for

pelvic inflammatory disease and tubo-ovarian

abscesses constituted the commonest operations

performed on that service. Recent Memphis stud-

ies have confirmed the role of gonococcal infec-

tions in that condition.^

With the advent of penicillin, the dermatolo-

gists began to dissociate themselves from syphi-

lology and dropped this designation from the name
of their medical school departments. Likewise, the
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urologists disposed of their urethral irrigation

equipment and directed their attention to more

dignified pursuits, such as prostatic resections.

The gynecologists, on the other hand, were not

able to purge their practices of the complications

of gonorrhea in women, and even today these

complications represent the most disabling and

costly of any which follow in the wake of the

venereal diseases. Memphis is one of the few

cities in the country which has documented the

economic consequences and the cost of hospital-

ization of women for these complications during

the past decade.^

I probably became branded as a venereologist

on completing my graduate studies at the Yale

School of Public Health in 1935, when Dr. E. L.

Bishop, commissioner of public health of Ten-

nessee, was visiting schools of public health to

recruit health officers for Tennessee. He asked me
what my major interest was in the public health

field, and in a spirit of bravado I replied that I

was interested in the challenge provided by the

existing venereal disease problem. At that time, a

conspiracy of silence existed in the public media

against any mention of venereal diseases, which

precluded any logical attack upon them. During

that year. Dr. Thomas Parran, the surgeon general

of the Public Health Service, had cancelled a

radio talk on current health problems because the

word “syphilis” had been deleted. The word,

he was told, was taboo over the air waves.

Dr. PaiTan made a public issue over this hypo-

critical attitude toward a disease which he stated

“affected or would affect one adult in ten in the

United States” if prevailing rates of infection

continued as a result of failure to face this prob-

lem honestly. His sincerity recruited enough public

sentiment to finally break the barrier and secure

widespread publicity for the extent of the problem

and the need for a national program to combat it.

Congress responded by passing the Lafollette-

Bulwinkle Bill, providing funds for such a pur-

pose.

My admiration for Dr. Parran’s courageous

efforts probably influenced my reply to Dr. Bish-

op’s question. In any event, it bore fruit, and

soon afterwards I accepted an offer of a position

with the Tennessee Department of Public Health,

where I was assigned to Dr. Frank L. Roberts,

director of the Gibson County Health Depart-

ment. With the aid of the Commonwealth Fund,

he had developed a model venereal disease control

732

program in that county, where I was to receive

my basic training in the venereal diseases under

his tutelage and write my thesis for degree of

Doctor of Public Health.

In 1935, the schedule of treatment for syphilis

recommended by the Cooperative Clinical Group
consisted of 40 weekly intravenous injections of

an arsenical, such as neoarsphenamine, and 30
weekly intramuscular injections of bismuth, given

in alternating courses of ten injections per course.

The completion of such a course required approxi-

mately a year and a half of continuous treatment,

as a minimum of 20 injections of each preparation

was considered necessary to control infectious-

ness. As part of my indoctrination into the

vagaries of syphilis and its treatment, I spent each

Saturday morning drawing bloods for serologic

tests, doing dark-field examinations, and giving

injections.

The most critical of these procedures was the

intravenous injection of the irritating arsenical

solution, any extravasation of which produced a

swollen, tender arm which disabled the patient.

This was unavoidable in persons who had small

veins, or veins beneath a thick layer of fat, and if

the needle had not been adequately sharpened

before the clinic, as had to be done routinely,

trauma to the vein frequently caused leakage of

the arsenical solution into the tissues. When the

arm veins became occluded it was necessary to

resort to foot veins, where the disability produced

by extravasation was even greater. A few years

later, when I conducted a study as to why patients

discontinued treatment, this type of reaction to

treatment was given as a major reason.

Even more serious, and dreaded by every

clinician, was the dermatitis, often exfoliative,

which occurred in persons allergic to arsenic.

Together with the sore hips resulting from the

repeated injections of bismuth into the gluteus

maximus, it required real dedication on the part

of the patient to complete the therapy required

just to control infectiousness. Follow-up studies

by the Cooperative Clinical Group on many thou-

sands of patients receiving varying amounts of

treatment revealed that reversal of the serological

test to negative was not an indication of cure, and

many patients who discontinued treatment after

a reversal of the blood test suffered serological

and clinical relapses, often going on to develop

the late complications, neurosyphilis and cardio-

vascular syphilis. For this reason, a year of con-

tinuous treatment after reversal of the blood test
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was recommended, with spinal fluid examination

to detect neurosyphilis. These problems in the

management of syphilis appear remote to to-

day’s physician who gives the optimum recom-

mended treatment for an early case of syphilis of

a single injection of benzathine penicillin G.

One of the surprising things I discovered during

my early experiences with syphilis was that the

widely renowned Wassermann test, discovered in

1907, did not use as an antigen the causative

organism, as was the case with similar diagnostic

tests. Wassermann had fortuitously discovered

that by using an extract of beef heart in a comple-

ment fixation test he was able to perform a test

which correlated reasonably with the presence or

absence of syphilis. Although the specificity of his

test would be unacceptable today, and it was soon

discovered that other diseases gave false-positive

Wassermann tests, the prevalence of syphilis in

the population was so high then that the sensi-

tivity of the test in identifying true cases of

syphilis more than made up for its lack of

specificity. Today we recognize that a highly

specific treponemal test like the FTA-ABS test

cannot be used as a screening test, but must be

preceded by a sensitive but less specific test (like

the VDRL or RPR test) when applied to a popu-

lation in which the prevalence of the disease is in

the vicinity of 1% . Otherwise, there would be one

false-positive test for every true-positive test

encountered.^ The most sensitive and specific test

of all for the diagnosis of syphilis continues to be

the dark-field examination of exudate from a le-

sion, just as it was when Schaudinn first demon-

strated Treponema pallidum in 1905.

In 1937, Dr. Frank L. Roberts became the

first full-time chairman of the Department of

Preventive Medicine at the College of Medicine

of the University of Tennessee in Memphis. Since

Memphis had one of the highest syphilis rates in

the United States, the Memphis Health Depart-

ment was trying to organize a program of attack

upon the venereal diseases. Federal funds had

been secured, and a program director, Dr. G.

Foard McGinnis from Virginia, had been ap-

pointed. The health department called upon the

Department of Preventive Medicine of the medical

school to assist by helping recruit an epidemi-

ologist, who although he would have a medical

school appointment would spend most of his time

working with the venereal disease control pro-

gram. The position was offered to me when I was

directing a health department in East Tennessee;

it was a challenge I could not resist, especially

since it meant being associated with Dr. Roberts

again, as well as becoming involved again in the

venereal disease problem.

When I assumed the position of epidemiologist

with the Memphis Venereal Disease Control Pro-

gram, a new approach to the problem was re-

ceiving consideration. It had achieved spectacular

results in Sweden, where it was given credit for

producing the lowest syphilis infection rate of any

country in the western world. It was not con-

sidered sufficient to wait for patients to come to

the physician or clinic with signs and symptoms of

syphilis, provide them with the recommended

treatment, and end responsibility there. As the

early lesions of infectious syphilis were frequently

mild and evanescent, patients, particularly women,

were often not aware of their presence, so that

they passed through these stages without seeking

treatment, infecting their sexual contacts, and

often not coming to medical attention until they

developed signs and symptoms of late syphilis.

When lesions did occur, they were often mistaken

for innocuous conditions. Sir William Osier had

recognized this when he referred to syphilis as

the “great imitator” and admonished his students

to “know syphilis and the whole of medicine is

open to you.”

Medical officers in Sweden questioned each

syphilis patient as to sexual contacts during the

period of incubation of the disease, uncovering

many unrecognized infectious cases of syphilis,

and demonstrating that syphilis usually occurred

in the form of local epidemics, kept alive by un-

treated persons. Unlike other diseases, spread by

organisms from the respiratory or gastrointestinal

tract, which could be acquired by everyday con-

tact with infectious persons who could not be

traced, syphilis was spread by sexual contact

with a person who could usually be identified. By
taking the time to interview patients, track down

their sexual contacts, and bring them to treatment,

the disease was prevented from spreading in geo-

metric progression. American physicians visiting

Sweden were told that the low syphilis rate in that

country was attributed mainly to the widespread

use of this practice.

The Swedish practice of contact tracing was

adopted in this country by some of the leading

clinics, and became known as “shoe-leather epi-

demiology,” since it often meant searching on foot

for individuals upon whom only meager identifica-

tion was available. Reports soon began to appear

in the American medical literature of its success-
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ful application, illustrated by dramatic charts of

person-to-person spread in which investigation of

an initial case of infectious syphilis, brought to

light and to treatment dozens of infected persons,

most of them untreated because they were not

aware they were infected.^

Contact tracing is a basic component of syphilis

control programs today, and the number of in-

vestigators who interview patients for their con-

tacts may exceed the number of physicians in the

program because the interviewing procedure re-

quires more time than the diagnosis and treatment

of the disease. But when we introduced this pro-

cedure into our control program in 1940, the

results were somewhat disappointing, largely be-

cause we did not have investigators who had

undergone the special training now available. In

1940 we had over 10,000 patients under treatment

for syphilis in our clinics in Memphis and Shelby

County. We employed physicians part-time to

staff these clinics, and although we provided them

with some orientation for contact tracing, the

concept was foreign to their training in medical

school, and they did not respond readily to ques-

tioning patients regarding their sexual contacts,

any more than they do today. In comparing the

productiveness of various case-finding methods a

few years later, I found contact tracing ranked

below mass serologic testing,^ in marked contrast

to the situation today, when the reverse is true.

My personal efforts to develop some expertise

in contact tracing brought me in contact with an

important social aspect of the venereal disease

problem, namely prostitution. When the Memphis-

Shelby County Venereal Disease Program was

inaugurated in March 1939, a system existed of

tolerated prostitution with partly supervised pe-

riodic examination of prostitutes. As in many
European cities even today, prostitution was ac-

cepted as a necessary evil, and local police

officials permitted a restricted number of houses

of prostitution to operate undisturbed. The prosti-

tutes in these houses were periodically checked

by the police, and so long as they were able to

present evidence of a blood test for syphilis within

the past month, or current teatment, they were

not considered in violation of the law. Street

solicitors were arrested, and if they could not

present evidence of a recent blood test, were

taken to the jail clinic for examination.

The jail clinic was operated by the Venereal
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Disease Control Program, and during some
months, 70% of the women examined there

showed evidence of syphilis infection. Negative

reactors were fined $10 and released, but the

positive reactor was fined $75, in the hope that it

would be difficult for her to pay her way out, and

she would accept sentence to the penal farm

where treatment was available. A surprisingly

large number of prostitutes who could have paid

their way out accepted sentence, largely due to

the efforts of a benevolent police matron, and the

reputation of the penal farm, under the admin-

istration of County Commissioner O. B. Ellis, as

a model institution of its kind, noted for the

humane treatment accorded its inmates.

As prostitutes in houses of prostitution were

frequently named as sources of infection of our

clinic patients, I was responsible as epidemiologist

for seeing that they were brought to treatment,

and I will always remember my first effort in this

direction. A house of prostitution on Mulberry

Street, where many of these houses were located,

was named by a patient as the place where his

infection had been acquired from a prostitute he

could identify only by nickname. With consider-

able trepidation, not knowing what kind of recep-

tion I would receive, I knocked on the door,

identified myself as representing the health de-

partment, and asked to speak to the madam. To
my surprise, the madam received me very gra-

ciously when I described the purpose of my visit,

assuring me that “every girl in my house has a

health certificate,” which she would be glad for

me to inspect. It turned out that many of these

certificates, indicating a negative blood test for

syphilis and signed by the director of our pro-

gram, were framed for customers to view, pro-

viding a sense of security by this display of

certified purity. Freedom from gonorrhea could

not be certified at that time, since laboratory tests

for the disease in women were too unreliable. To
show her spirit of cooperation with our program,

the madam lined up her prostitutes and requested

that I identify the one responsible for infecting a

customer. In retrospect, it would have proved

embarrassing to have identified her in front of her

associates and her employer, but as it turned out,

the person whose nickname I had been given,

although she had been a member of the estab-

lishment, had recently left for parts unknown. I

was assured that in the future, all that would be

necessary if any of her girls were named as

sources of infection would be a phone call to her,

whereupon the suspected person would immedi-
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ately report for examination.

Further experiences in this area were curtailed

when in 1941 the commissioner of police an-

nounced that all houses of prostitution must be

closed within ten days, after which if any were

found to be open, the inmates would be put in

jail. This was not an empty threat, as many found

who ignored it, because they were hustled off to

jail and sent to the penal farm for treatment if

found infected. This marked the end of legalized

prostitution in Memphis. As it has elsewhere,

itinerant prostitution has existed in Memphis since

that time, and high infection rates for venereal

disease are still found when occasional forays by

the police bring the prostitutes into the clinic for

examination.

As the syphilis infection rate in prostitutes was

high, they constituted an important source of

infection in the community. In 1940 in the jail

clinic, where large numbers of prostitutes were

examined, white women had a syphilis infection

rate ranging from 20% to 45% each month,

whereas the rate for white pregnant women regis-

tered with the city health department during that

year was 2.8%. Black women examined in the

jail clinic had an infection rate of from 35% to

70% each month, compared to a rate of 27% in

pregnant black women registered with the city

health department.

Selective Service examinations during that year

gave further evidence of the high infection rates

in the population, positive serologic tests for

syphilis being found in 29.1% of black regis-

trants and 2.5% of white registrants between the

ages of 18 and 38. At first, positive reactors were

accepted by the military only after completion of

treatment, but later, due to reluctance of many
to change from deferred to active status, positive

reactors were inducted into military service and

then treated. As a consultant on venereal diseases

to the Selective Service System, I was among
those who had been recommending that this be

done.

In contrast to the wide discrepancy observed

in syphilis infection rates between black and white

population groups in 1940, recent studies reveal

equalization in younger age groups, a 1979 anal-

ysis of black and white applicants under 40 years

of age for health cards and marriage permits in

Memphis and Shelby County showing rates for

each group to be below 1%. This reduction of

syphilis infection in the younger generation of the

black population during the last four decades is a

significant accomplishment.

Primary preventive medicine has as its goal the

prevention of disease by using appropriate mea-

sures. Applied to syphilis, this meant mechanical

and chemical prophylaxis as successfully used by

the military during time of war, or by reducing

by contact tracing, as described above, the reser-

voir of infectious cases. Since many cases of

syphilis occurred in spite of these efforts, the

challenge of secondary preventive medicine was

to prevent the progression of the disease to its

late, disabling complications, the most important

of which were neurosyphilis and cardiovascular

syphilis. This could be accomplished by seeing

that patients received treatment adequate to cure

their infections. The prolonged treatment, with its

frequent side effects even after the patient became

asymptomatic, made the achievement of this goal

difficult.

In the Memphis program, in view of the high

infection rate for syphilis, along with contact

tracing, high priority was given to mass serologic

testing of diverse groups of the population, wher-

ever they could be found. Employees in industry

were a major target, and a domestic servant found

she could not obtain a position unless she pre-

sented a “health card” indicating freedom from

syphilis. Routine serologic testing was performed

on outpatient and inpatient hospital patients,

bringing to light a large volume of patients for

whom treatment facilities had to be provided

free, since few could afford a private physician

for the prolonged treatment. The dermatology

clinic of the City of Memphis Hospital became

the central clinic in the control program, with

clinics operating day and night. In addition, de-

centralized clinics were established in various

parts of the city. A mobile clinic made daily

rounds in the county, bringing treatment within

reach of all who needed it. In all, there were 51

clinic sessions in operation each week at some

site in the city and county. In 1941, when I be-

came director of the Venereal Disease Control

Program when Dr. McGinnis left Memphis,

10,134 syphilis patients were given 202,363 treat-

ments, according to the annual report for that

year, in striking contrast to the 385 patients re-

ported as receiving treatment for syphilis in Mem-
phis and Shelby County in 1978. Most received

the single injection of benzathine penicillin G,

which was adequate for early syphilis.

The large number of treatments given in 1941

did not represent adequate treatment for most of

the patients. The difficulties encountered in getting
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patients to conform to the rigid regimen has al-

ready been mentioned, and at first no efforts had

been made to restore lapsed patients to treatment.

But early in the program it was realized that the

prodigious effort expended to find and treat pa-

tients with syphilis would have little impact if

control was not achieved in a large proportion of

patients. Study of 1,000 sample cases of primary

and secondary syphilis showed that less than 15%
had received the minimum 20 injections. Using

the district public health nurses, an intensive

follow-up program for lapsed cases was initiated,

and during 1940 a total of 5,130 visits were made,

disclosing the many complex problems which

confront the patient, even when a sincere effort

was made to complete the required treatment,®

such as lack of car-fare and working-hour re-

quirements.

World War II temporarily diverted my attention

from venereal diseases, but by a fortuitous cir-

cumstance this served to broaden my knowledge

of syphilis, as I became involved in malaria ther-

apy of neurosyphilis. Like other medical schools,

ours became a part of the military establishment,

and because of our involvement in areas where

tropical diseases were of prime importance, our

Department of Preventive Medicine was charged

with developing a program in tropical medicine

for the instruction of physicians in the armed

services. Following a course in tropical medicine

at the Army Medical School, and some clinical

exposure to those diseases in Central America, I

returned to participate in the teaching program

for army medical officers.

The Department of Preventive Medicine had

received a large grant from the Office of Scientific

Research and Development to provide a group of

human subjects for testing and evaluating new
drugs in the therapy of malaria. This was con-

sidered research of the highest priority because

our sources of quinine and atabrine, the major

drugs in use for this disease, had been lost to the

enemy. New drugs were being developed, but

since human malaria parasites did not infect other

species, only testing in humans could provide the

answer. Wagner-Jauregg had demonstrated in

Vienna many years before that the fever induced

by malaria had a favorable, even dramatic, effect

upon the course of neurosyphilis, and since it was

necessary at a certain point in therapy to interrupt

the malaria infection, this provided an ideal op-

portunity to test new antimalarial drugs both for

effectiveness in curing malaria and for prophy-

lactic effect when the new drugs were given before

infected mosquitoes were allowed to feed on the

patient and inject their sporozoites. Drugs which

terminated the fever were found to be ineffective

for prophylaxis, which was necessary to protect

troops fighting in malarious areas.

We developed an insectory where Anopheles

mosquitoes were raised in large numbers. They
were fed on patients with malaria, brought back

to the insectory to incubate their infection, and

later fed on other patients to induce infection.

The entire fourth floor of the Gailor Psychiatric

Hospital in Memphis was used for the hospitaliza-

tion of patients, recruited mainly from the mental

hospitals in Tennessee. Securing patients for this

purpose did not prove to be a problem, as in

1940 the number of first admissions to mental

hospitals for psychoses due to syphilis in the

United States was 7,694, a case rate of 6.1 per

100,000 population. In contrast to early syphilis,

which was not disabling, admission to a mental

hospital with a psychosis due to syphilis usually

meant a life sentence of institutional commitment,

at great cost to the taxpayer. The families of these

patients were glad to approve the use of malaria

therapy for these patients, in the hope that it

might restore them to the community and gainful

occupation. In many of our patients their hope

was fulfilled, as malaria therapy provided some

of the most dramatic recoveries of psychotic pa-

tients I have ever witnessed. In later years, I fre-

quently had the pleasant experience of being

accosted by a vaguely familiar person, who intro-

duced himself as one of my former malaria ther-

apy patients, formerly a mental hospital inmate,

now gainfully employed in the community.

When penicillin first became available in 1943,

we were able to obtain a sufficient supply to com-

pare its value with that of malaria in the treatment

of neurosyphilis. It was gratifying to be able to

report that penicillin appeared to be as effective

as malaria therapy in every way, as it was cer-

tainly a much simpler form of treatment.’^ ®

As a result of the widespread use of penicillin,

the number of first admissions to mental hospitals

for psychoses due to syphilis in the United States

dropped from 7,694 in 1940 to 154 in 1968, and

the following year tabulation of such cases was

discontinued. Nowadays, medical students usually

complete their medical education without having

seen a case of neurosyphilis, the greatest achieve-

ment of the modern syphilis control program.
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The character of syphilis has changed markedly

since it was first introduced into Europe by the

sailors of Columbus, when it ravaged the highly

susceptible population, causing highly destructive

lesions. Through the subsequent centuries the

clinical manifestations of syphilis seem to have

moderated, so that although 50 years ago my
medical school teachers awed us with slides of

the severely destructive and disfiguring bone le-

sions of syphilis, which they had seen at one time

or another, I have never seen such lesions except

in textbooks. By the same token, the nodulo-

ulcerative lesions of secondary syphilis which I

frequently saw three or four decades ago are not

seen today, when syphilis has become a com-

paratively mild disease even though persons with

positive serologic tests are frequently encountered.

Our serologic surveillance program in Memphis

and Shelby County of all hospital admissions,

blood bank examinations, premarital, and other

routine testing, brought to light over 10,000 posi-

tive tests in over 4,000,000 persons in 1977, in

spite of which the late complications of syphilis

are rarely seen. The cost-effectiveness of such

extensive serologic surveillance may have to be

reevaluated, since little purpose is served by bring-

ing to light old, inactive infections and false-

positive tests. It has been said that in the old days

syphilis was easy to diagnose but hard to treat,

whereas now it is hard to diagnose but easy to

treat. The difficulty in diagnosis certainly applies

to the interpretation of the large number of posi-

tive serologic tests which are encountered in

routine testing, especially in older persons.

While routine testing of large population groups

for syphilis may be challenged as nonproductive,

the same does not apply to gonorrhea in the fe-

male population. Pelvic inflammatory disease is

the most serious and costly complication of any

of the prevailing venereal diseases, and secondary

preventive medicine here calls for early discovery

and adequate treatment. Since the gonococcal in-

fection in women is usually asymptomatic during

the early stages, case-finding requires the per-

formance of routine cultures in high-risk groups,

particularly on women attending family planning

and obstetric and gynecology clinics, and hospital

emergency rooms. During 1978, a total of 79,288

cultures were performed on such groups in Mem-
phis and Shelby County, from which 7,223

positive cultures were obtained. The decline in

admissions for pelvic inflammatory disease to the

City of Memphis Hospital during the past decade

can probably be attributed to the extensive sur-

veillance and treatment program for gonorrhea in

women during this period.®

During the decade following World War II

I became interested in the group of venereal dis-

eases designated as the “minor venereal diseases,”

which are chancroid, lymphogranuloma venereum

(lymphopathia venereum), and granuloma in-

guinale. As their designation implies, their fre-

quency was less than that of syphilis and

gonorrhea, but their consequences to the affected

patient were often severe and disabling. Lympho-
pathia venereum frequently led to stricture of the

rectum in the female, requiring colostomy, granu-

loma inguinale produced extensive foul-smelling

granulomatous lesions which failed to respond to

prevailing treatment, and chancroid produced the

most painful of all genital ulcers, often associated

with buboes. The diagnostic tests for these dis-

eases were difficult and not readily available, a

situation which still prevails. With the aid of

grants we conducted research on our plentiful

clinical material, attempting to evaluate the

efficacy of the tests available.^®'^® As a consultant

on these diseases, I frequently participated in

courses of instruction organized by the Venereal

Disease Division of the Public Health Service,

given at the Medical Center for Venereal Diseases

operated by the Public Health Service in Hot

Springs, Ark.

One of the most puzzling occurrences in my
experience with the venereal diseases has been

the virtual disappearance of the minor venereal

diseases from our clinics in recent years, where

formerly they were commonly seen. This holds

true for the entire United States also, where in

1977 only 455 cases of chancroid, 348 cases of

lymphopathia venereum, and 75 cases of granu-

loma inguinale were reported. It is my impression

that they are even rarer than these figures indicate,

as reliable laboratory diagnostic tests for these

diseases are not readily available and diagnoses

are usually based upon clinical impressions alone.

Why these diseases have become of truly “minor”

importance today, in contrast to the major ve-

nereal diseases, is not clear.

The old French saying, “Plus ca change, plus

c’est la meme chose” (The more it changes, the

more it is the same thing), applies to the venereal

diseases in some respects but not in others. The

magnitude of venereal diseases as a public health

problem has not changed, even though the com-

ponents of that problem, and their relative im-

portance, have. Syphilis and gonorrhea have
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assumed reversed positions in importance. A new
designation, “sexually transmitted diseases” is

now used to identify these diseases, and included

in the spectrum are diseases such as nongonococ-
cal urethritis and herpes genitalis which were not

considered important by venereologists 40 years

ago. These have become very common, and pre-

sent problems in management which have not

been solved. It would appear that the sexually

transmitted diseases, as we perceive their com-
plexity and challenge today, justify the develop-

ment of a career structure for training and giving

identity to persons who wish to address themselves

to the challenge of these diseases. Great Britain,

with rates approximately one third as high as

those in the United States, has already done this.

Maybe the time has come for us to do likewise, if

we are to do justice to the problem.
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AMA POSITION ON HOSPITAL COST CONTAINMENT

AMA opposes the administration’s “cap” proposal for the following reasons:

1. The bill’s discriminatory and complex formulas for imposing mandatory controls would

(a) impose substantial new regulatory burdens on an already overburdened industry, (b)

impose an arbitrary and unrealistic cap on hospital revenues which could lead to rationing

of health care pursuant to federal dictates; and (c) cause a deterioration in quality of care

and makes no allowance for use of new technology.

2. The bill authorizes legislative mandatory controls on the hospital industry while the ad-

ministration calls for voluntary efforts in the rest of the economy. The administration’s

proposal would directly undermine the voluntary effort’s cost containment program.

3. The bill grants unreasonable discretionary powers to the Secretary of HEW. It penalizes

efficient hospitals, and once under control the hospital remains controlled for the life of the

program.

4. Instead of dealing with the underlying causes of inflation {currently running at over 13%
annually) the administration is using hospitals as a scapegoat to divert attention from its

failing monetary and economic policies generally.
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Chemosurgery and Dermabrasion

HOWARD L. SALYER, M.D.

Superficial chemosurgery has a legitimate place

as a useful procedure in the treatment of facial

skin disorders, provided its potential hazards

and limitations are known. Since overzealousness

in this cosmetic procedure can cause complica-

tions, caution is recommended in its use, which

should definitely be done by an operating surgeon

and not by lay operators.

Chemosurgery with trichloracetic acid (TCA)
is suitable to induce delicate tissue regeneration

around the eyelids, nose and lips. It is excellent

for resolution of fine facial lines of the forehead

and cheeks, solar keratoses, lentigines, senile

comedones, acne rosacea, acne vulgaris, melasma,

and xanthelasma. Being technically more simple

than dermabrasion, this method is a highly satis-

factory office procedure.

Two methods of peeling are used: the light

superficial peel involving biweekly or monthly

cauterants, or deep chemosurgery. Before dis-

cussing individual use, it is imperative to learn

the proper method of application. The strength

of TCA is determined by the patient’s skin char-

acter, coloring, and cosmetic problem to be re-

solved.

The operation involves the removal of the

epidermis and upper dermis by means of a

chemical cauterant such as TCA. Liquid phenol

has been used but may be hazardous because of

absorption and its nephrotoxic and cardiotoxic

effect. TCA does not have the toxicity of phenol

but is an extreme cauterant unless diluted to

20%, 35% and 50% strengths. Concentration

greater than 50% can be used only on small,

limited areas such as xanthelasma and lentigo.

Histologic examination of human skin after

application of phenol or TCA reveals chemical

destruction of the epidermis and upper dermis.

These remain in place while new epidermal cells

from the cutaneous adnexa produce a new epi-

dermis beneath the destroyed tissue. Sloughing

Reprint requests and correspondence to 1900 Patter-

son St., Suite 202, Nashville, TN 37203 (Dr. Salyer).

occurs in 5 to 14 days. Dermal regeneration takes

place in two to three weeks after superficial

chemosurgery.

In the deep peel used for moderate wrinkling,

radiation lines around the mouth, weather-beaten

textured skin, and acne scarring, the patient’s face

is first cleansed of oils and makeup with hexa-

chlorophene (pHisoHex) and then alcohol pads

and ether. Preoperative analgesic of 50 to 75 mg
of meperidine (Demerol) is given by intramuscu-

lar injection. Also, a small amount of depo-

steroid is used by injection. Thickness of gauze

pads protect the eyes and the palpebral skin. A
small cotton applicator is used to apply TCA
50% and two sticks with cotton tips are used for

finer points. Upon application of the acid, the

patient feels a sharp, burning sensation after

several seconds. This gradually subsides. De-

pending upon the desired result, the acid is al-

lowed to remain until varying degrees of blanch-

ing are noted by the operator and neutralized

with alcohol sponges. The acid is applied in 2-

to 3-inch squares, blanched and neutralized until

all desired areas have been treated. Various con-

centrations are used upon the different areas of

the face. Twenty percent is used in the periorbital

area on both the upper and lower lids, whereas

35% is used on the thicker skin of the temples

and around the nose and upper lip. Fifty percent

is used on the thickest areas of the cheeks if the

patient’s skin has the texture to tolerate it.

The length of time required to blanch the skin

depends on the thickness of the skin and the

concentrations of the acid used. Eyelid skin,

being thinner, blanches more rapidly and must

be treated with greater caution than cheeks or

neck. An occlusive mask of Blemderm tape is

applied to the entire treated area. This enhances

the chemical effect and also removes the des-

quamating layers of the stratum corneum 48

hours after the acid peel. The tape mask is then

covered by gauze dressing. In 48 hours, the mask

is removed to reveal skin which before desqua-

mating is unsightly dark brown to black. This

skin then becomes moist and erythematous. Fol-
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lowing removal of the Blemderm tape the pa-

tient is started on a program of Bluboro soaks

followed by garamycin ointment; this is repeated

four times a day. Complete sloughing occurs in

five to ten days leaving a pink, smooth surface.

Complete blending of color to the original texture

of the skin occurs one to two months after the

procedure.

The second type of peel is a light peel for

shallow complexions, mild wrinkling and acne

vulgaris done with TCA 20% to 35%. This

promotes mild desquamation and permits the

patient to maintain a normal work or social

schedule.

Complications in chemosurgery should be un-

derstood. An initial test peeling should be done

with the strength of TCA that is to be used. This

causes a mild erythema and one can judge the

peeling that will be equivalent to the larger area.

Hyperpigmentation, especially in patients with

dark complexions, may result, as well as hypo-

pigmentation. However, if proper tests are done

one can generally determine the candidate’s sus-

ceptibility to these complications. Extensive

herpes simplex can also develop in the peeled

area, as it can with any dermabrasion. Although

chemosurgery can result in adverse consequences,

it is the obligation of the surgeon to administer

this procedure with much thought and careful

foreplanning so that the results are beneficial.

Dermabrasion is a surgical procedure per-

formed primarily for acne scarring but it may
also be done for other conditions of the skin

listed as indications for superficial chemosurgery.

It is a surgical procedure requiring a great deal

of skill, and adherence to accepted techniques

must be meticulously observed or the end result

will not be a significant improvement. If patients

are selected very wisely and a realistic appraisal

of their condition with a graphic demonstration

of the expected result is presented to the patient,

the procedure can be very pleasing and reward-

ing.

After a patient has had his initial consultation

and is selected as a suitable candidate and before

any extensive planing is done, I usually do

three or four test areas of planing on the skin.

I select areas in the preauricular area and also

on the forehead where small postage stamp-sized

areas of dermabrasions are performed. These are

allowed to heal, thoroughly repigment and re-

turn to normal so that any changes in pigment or

other complications may be observed. This will

then allow the surgeon to screen out approxi-

mately 80% or better of the patients who will

repigment unevenly or will have other problems.

The test area is not 100% effective in screening

out all the patients who may hyperpigment or

hypopigment but testing certainly should be done

before any more extensive dermabrasion is per-

formed.

One other consideration must be taken into

account: multiple sandings produce a better re-

sult than a single isolated dermabrasion. I usually

give the patient the option of having three sand-

ings in a year’s time. These are included in an

entire package, with the benefit that one does not

have to be as aggressive at any one particular

planing, thus lowering the complication rate

substantially and improving the end result

markedly.

There are several drawbacks to the multiple-

procedure technique. The patient has to find

three periods of time when he can conveniently

have the procedure and be off work or away from

school. Approximately two weeks’ healing time

are required before the patient can return to his

normal circulation in society. Also, I do not like

to do these procedures between April and the

end of September because of sun exposure. After

a planing, a patient must have meticulous sun

protection because of the irregularity of repig-

mentation. Patients mean well but they often for-

get; therefore, I do these in the wintertime when
their chances of sun exposure are significantly

less.

The procedure is done in the office and not in

the operating room, which generally lowers the

overall cost of the procedure. This has worked

out better than using the operating room because

I have my own assistants who are well trained

and versed in this procedure. The patient’s face

is washed with hexachlorophene and prepped

with ether. He is given 50 to 75 mg of meperi-

dine and 1 cc of diazepam (Valium) IM and

placed supine on the operating table with cool

packs applied to both cheeks. These are allowed

to stay in place approximately 20 minutes to pre-

cool the skin. A topical coolant is then sprayed

in small areas. When the area is adequately

frozen and anesthetized, it is planed with a ro-

tating diamond fraise or wire brush which is

driven by a motorized handpiece.
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The procedure is started on one side of the

face and rapidly proceeds until each cheek, the

sides of the temples, and the forehead are com-

pleted. No planing is done under the mandible or

around the periorbital area. Twenty percent to

35% TCA may then be used to blend the margins

of the dermabraded area into the hairline and

under the jaw for more cosmetic benefit. Fol-

lowing this, the patient is dressed with adaptic

gauze, gauze sponges and a large Kerlix roll.

This is changed in eight to ten hours and the

second dressing is left in place for 48 hours. The

patient then returns to the office where the dress-

ing is changed and a deeply crusted, oozing and

abraded area is revealed. Bluboro compresses

are started four times a day. Garamycin ointment

is applied until all crusts are removed, which is

approximately 14 days. Following this, with

proper sunscreen, and hypoallergenic makeup if

the patient is female, the patient can circulate

once more in his environment. There is mild

erythema which persists for one to two months

following the procedure.

Another ancillary procedure which has greatly

improved my results is the combination of a

dermabrasion with a superficial chemical peel.

In most patients, the areas most often scarred are

the central forehead, the cheeks, and the perioral

area. These areas with deep pits are painted with

gentian violet and planed in the usual and custom-

ary manner. Surrounding this, 35% TCA is

applied over the nonscarred areas to blend the

planed areas into the hairline, under the mandi-

ble, and in and around the nose. In this manner,

the skin of the entire face is removed at one sit-

ting and is allowed to re-form simultaneously.

This ehminates the sharp fines of erythema and

hypopigmentation and hyperpigmentation that

occur when small spot areas of dermabrasion are

done. The blending of this procedure at the

margins and trailing into the hairline has yielded

excellent results and has been well accepted by

the patients.

The complications of a dermabrasion are much
the same as those fisted for a chemical peel, i.e.,

infection by both viral and bacterial agents. The

most difficult complications to predict and avoid

are hyperpigmentation or hypopigmentation upon

healing. These patients can sometimes be effec-

tively screened out by the use of test planing, but

occasionally they may pass that test and still de-

velop altered pigmentation after extensive derma-

brasion. The possibility of scarring is always very

prominent, but if the planings are done in multi-

ple series with a less aggressive depth, the desired

result can be achieved without scarring or undue

complications.

The procedure requires a great deal of skill

and should not be done by people who have had

only limited experience. If a surgeon has not per-

formed enough procedures so that his skills are

well developed, he should not be doing extensive

dermabrasion.

In conclusion, dermabrasion is another tool in

the cosmetic surgeon’s armamentarium for im-

proving the cosmetic appearance of patients. It

should be used only by the most skilled hands

and only after careful selection and complete in-

formation are distributed to the patient as to ex-

pected results and complications. ,
—

?

CORRECTION

In the Oncology Grand Rounds article entitled “Resectable Lung Cancer,” published

in the August issue of the Journal (/ Term Med Assoc 72:594-598, 1979), the word
“cancer” was left out of the first sentence.

The corrected sentence should read, “Lung cancer is the most common cause of

cancer death in the United States, with over 100,000 new cases seen annually, 2,000

of them in Tennessee.”
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Prevention and Treatment of

Adult Respiratory Distress Syndrome

JAMES D. SNELL, JR., M.D.

There have been remarkable advances in our

understanding of how adult respiratory distress

syndrome (ARDS) develops and how it can be

effectively treated.

A

few years ago the mortal-

ity rate was 75% to 90% for the fully developed

syndrome. Now there are reports that the more
experienced respiratory care centers have de-

creased the mortality to 35% to 50% with death

occurring mainly in those who have multiple

organ failure or overwhelming pneumonia. Some
centers are now reporting that vigorous treatment

in early stages can abort some cases of ARDS
before the stage of progressive self-acceleration.

Equally important is the realization that some

cases of ARDS have a large iatrogenic component

which is preventable.

ARDS is acute failure to oxygenate the arterial

blood due to physiologic shunting of blood past

large numbers of collapsed or fluid-filled alveoli.

A number of clinical disorders can produce

ARDS. These various etiologic agents cause the

syndrome by the combination of two mechanisms,

progressive atelectasis (Table 1) and pulmonary

edema (Table 2).

Progressive atelectasis usually results when two

or more predisposing factors occur at the same

time. The factors predisposing to atelectasis are

decreased surfactant production, loss of sigh and

cough from pain or drugs, and the decreased func-

tional residual capacity (FRC) seen with old age,

obesity, abdominal pain, ascites and chest pain.

The FRC is the amount of air in the lungs at the

end of a normal breath; it serves the function of

holding alveoli and airways open even during ex-

piration so gas exchange continues and the lung

does not collapse. As FRC decreases below nor-

mal, some lung units collapse (atelectasis) and

do not exchange gases. Unfortunately, when lung

units collapse it takes more pressure (work) to

reexpand them than is required for normal venti-

From the Tennessee Thoracic Society and the Van-
derbilt Pulmonary Circulation Center.

Reprint requests and correspondence to Department of

Medicine, Vanderbilt University Medical Center, Room
B-3211, Nashville, TN 37232 (Dr. Snell).

lation. Anesthesia and surgery generally produce
several predisposing factors for progressive atelec-

tasis, which explains why postsurgery patients

constitute a significant fraction of patients with

TABLE 1

PATHOGENESIS OF RESPIRATORY DISTRESS
SYNDROME IN PROGRESSIVE ATELECTASIS

Decreased FRC and airway closure

Obesity

Old age

Supine posture

Anesthesia and surgery

Chest or abdominal pain

Low lung compliance

Decreased surfactant production

Loss of sigh and effective cough
Narcotics

Chest or abdominal pain

Secretions plus oxygen

TABLE 2

PATHOGENESIS OF RESPIRATORY DISTRESS
SYNDROME IN PULMONARY EDEMA

Fluid overload

Cardiogenic left ventricular failure

Vascular injury

Sepsis

Shock
Pulmonary emboli

Fat emboli

Oxides of N2

Aspiration

Oxygen toxicity

Fumes of acids, chlorine and smoke
Pneumonia
Lung contusion

Narcotic overdose

Intravascular coagulation

Phosgene
Radiation

Salicylates
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oxygenation failure. As an area of lung becomes

atelectatic, it interferes with ventilation of the im-

mediately adjacent lung by closing off potential

routes of collateral ventilation and decreasing

compliance in the region. If distending pressures

and volumes at FRC remain low, the net result is

a tendency for areas adjacent to atelectasis to

also become atelectatic, thereby aggravating the

oxygenation failure.

Pulmonary edema as a component of ARDS
may be caused by fluid overload, left ventricular

failure, or pulmonary vascular injury accompany-

ing pneumonia or sepsis, emboli, toxic chemicals

or drugs, aspiration, smoke inhalation or pan-

creatitis. It has been shown that the pulmonary

edema of increased microvascular permeability is

made worse as the level of pulmonary microvascu-

lar pressure is increased. Even a high-normal pres-

sure causes more pulmonary edema than a

low-normal pressure. Thus, small amounts of fluid

overload can produce rapidly progressive pul-

monary edema in the face of damaged lung ex-

change vessels. Alveoli filled with edema fluid

cannot be ventilated, so the blood flowing through

the region of edema cannot be oxygenated (physi-

ological shunt). The fluid-filled alveoli cause a

decrease in FRC, a decrease in compliance and

cannot participate in collateral ventilation, which

predisposes to atelectasis of adjacent nonedema-

tous alveoli.

Prevention

Identification and careful management of high-

risk patients who are obese, elderly, posttrauma

or postsurgery will pay off in a decreased inci-

dence of ARDS. Excessive fluid infusion, which

may cause pulmonary edema, should be avoided,

as the fluid excess raises the intravascular pres-

sures acutely if the heart is abnormal. Many
patients who develop ARDS as a complication of

hospitalization have this as a major etiologic

factor because physicians and nurses pay inade-

quate attention to fluid balance. Acutely ill pa-

tients on IV fluids need careful intake-output and

daily weight records which are read and thought

about. A 1.5 liter excess intake each day for

three or four days can produce pulmonary edema,

and crystalloid infusion for resuscitation of shock

can produce acute dilution of serum proteins suf-

ficient to cause pulmonary edema from loss of

vascular protein osmotic pressure. Thus, each 2.5

to 3.0 liters of crystalloid infused rapidly should

be followed by colloid infusion. A commonly over-

looked factor in fluid balance is that patients not

being fed 1,800 or more calories daily will lose

body mass and weight, and on no calories they

will lose one fourth to one half pound daily. Thus,

a starved patient whose weight stays the same has

retained fluid.

Major atelectasis can be avoided by sitting

patients up in a chair or bed as early as is safe,

using deep breathing incentive devices plus turn

and cough maneuvers. Oversedation is very un-

desirable. In high-risk patients, the endotracheal

tube can be left in place after surgery and the

patient kept on a respirator or constant positive

airway pressure (CPAP) for 12 to 24 hours to

prevent ARDS.
Another prophylactic measure is avoidance of

sepsis from urinary or intravascular catheters.

These devices should not be used unless they are

essential, and if inserted, they must be cared for

properly. Intravenous lines require change every

three days if not originally placed under surgical

preparation followed by an occlusive dressing.

Large volumes of aggregated blood cells are

infused when two or more units of blood are

given. These aggregated cells are not adequately

removed by most standard blood infusion set

filters and so will occlude a significant portion of

the pulmonary vascular bed. In addition, these

blood cell aggregates are capable of initiating pul-

monary edema and respiratory distress syndrome.

Blood microfilters prevent this problem and should

always be used in massive transfusions.

Treatment
Respiratory distress in face of a low PCO2 and

poor oxygenation on 50% or more inspired oxy-

gen concentration suggests that ARDS is the

probable cause. First, furosemide (Lasix) 40 mg
should be given IV to cause diuresis and a de-

crease in pulmonary capillary pressure. Furose-

mide acts on the pulmonary vascular bed to

decrease pressure even when diuresis is minimal.

Then the degree of excess fluid administered in

the last four to five days should be assessed and

furosemide continued at 8- to 12-hour intervals

to restore normal body fluid status.

Turning, coughing, deep breathing with incen-

tive devices or IPPB and sitting the patient up at

intervals help to interrupt progressive atelectasis.

Oxygen should be administered in such a way

as to keep if possible a P02 of 60 to 80 mm Hg.

When 50% or more oxygen is required to main-

tain a patient who is already on furosemide ther-

apy, an experienced pulmonary consultant or

intensive care anesthesiologist is needed promptly.
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The mortality rate for ARDS which is allowed to

get to the point of requiring over 60% oxygen for

several hours is 90% even if a membrane oxy-

genator is used. Thus, excessive wait to begin

aggressive therapy for ARDS will guarantee a

poor outcome. Unfortunately, because the pa-

tients commonly look good as long as enough

oxygen is given to keep the P02 around 60 mm
Hg, the tendency is to hold onto the patients too

long by increasing to 70% to 100% oxygen, and

the delay makes the outcome of subsequent treat-

ment by respiratory specialists very poor. Some
patients continue to look good even when the

arterial Poo falls below 40 mm Hg, because the

cardiac output can increase sufficiently to com-

pensate for some of the deficit in oxygen delivery,

but such a patient will have hypoxic constriction

of pulmonary arterioles leading to pulmonary

hypertension and right heart strain, so that the

slightest increase in fiuid excess or the slightest

further drop in P02 will cause sudden death. If

proper expert care is obtained when 50% oxygen

is instituted, the mortality rate should be reduced

remarkably.

The pediatricians in Tennessee are setting an

excellent example with their management of re-

spiratory distress of the newborn (hyaline mem-
brane disease). As they send the babies to

regional neonatal centers as soon as the P02 starts

to drop, the death rate has been rduced to 25%
to 30%, The same result should be possible in

ARDS if primary care physicians would refer

patients to one of the several respiratory care

centers where special personnel are trained to

care for this problem.

Steroids may be useful for the first two days in

some cases of ARDS if used in very large pharma-

cologic doses (30 mg/kg). Extensive research is

under way to determine which etiologies of ARDS
respond and which do not. After the first two days

steroids have no apparent role.

As the membrane oxygenator has not proved

any better than good management on a respirator,

it is reserved as an alternative approach for pa-

tients failing to respond to respirator manage-

ment. j
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Medical Grand Rounds

Disposition of the Patient With Chest Pain in the

City of Memphis Hospital Emergency Room

CHARLES E. KOSSMANN, M.D., Editor

EMMEL B. GOLDEN, M.D.:

I will present briefly two cases seen in the triage area

of the emergency room (ER) with the chief complaint

of chest pain.

The first was a 43-year-old black female housewife
who gave a story of severe nonradiating retrosternal

burning, without nausea or vomiting, on the morning of

her appearance in the ER, She had two syncopal episodes

before she arrived, but there was no past history of any
cardiac disease. The pulse rate was 64/min, respirations

20/min, blood pressure 114/70 mm Hg. Subsequent
pressures were 140/100 mm Hg supine and 150/100
mm Hg when standing. The cardiopulmonary and ab-

dominal examinations were negative. Roentgenogram of

the chest was normal. Although an electrocardiogram

was ordered, it was not obtained, and the diagnosis made
was esophageal reflux. She was given an injection of an
antiemetic before leaving the ER and referred to the

Gailor Clinic to get some prochlorperazine (Compazine)
and Maalox, but on the ground floor of the clinic she

suffered a cardiopulmonary arrest and could not be

resuscitated. No autopsy was obtained.

The second case was a 29-year-old retarded schizo-

phrenic black man who came to the ER with pain in the

chest and an 11-hour history of left-sided anterior

thoracic pain with some aching in the left shoulder. He
had had a similar episode one week earlier, lasting for

approximately five minutes. There was no previous his-

tory of heart disease, diabetes or hypertension, and
neither episode was accompanied by nausea, vomiting or

diaphoresis. The pulse rate was 124/min, blood pressure

220/140 mm Hg supine and 210/130 mm Hg sitting

upright. Although cardiopulmonary examinations were
described as normal, there was no report in the ER
chart about a chest x-ray or electrocardiogram, but there

is a note that the cardiology service was consulted to see

the patient and make a further evaluation. The first year

medical resident from the coronary care unit came to the

ER and admitted the patient to the CCU to rule out a

myocardial infarction. An anterolateral myocardial in-

farct evolved over the next 24 hours.

EDNA DAVIS, M.D.:

These two cases represent the extremes of the

spectrum of patients who present to the ER with

chest pain, and as such permit a discussion of the

good, the bad, and the ugly of a heavily utilized

From the Department of Medicine, University of

Tennessee, 951 Court Ave., Memphis, TN 38163.

Presented Nov. 29, 1978.

ER. The good is represented by the interns and
resident physicians who toil long and fatiguing

hours to see all of the patients who appear. The
bad is attributed to the fact that many of the

house officers do not have a large enough knowl-

edge-base for adequate management of the va-

riety of life-threatening disease processes seen.

This is compounded by the tedium of seeing a

large number of patients, 50% of whom are the

“worried well.” The ugly is represented by the

findings of a chart audit. When we evaluate the

type of care given to the patients and the caliber

of teaching to the housestaff, we find that the

quality of both is considerably less than optimal.

Figure 1 represents the broad diagnostic cate-

gories of patients seen in the ER, over 40% of

whom have diseases of a minor or major medical

nature; those with chest pain form 6% of the

Figure 1. Percentage of patients of each diagnostic

type seen in the ER of CMH.
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total medical category. Approximately one third

of these have chest pain of a major medical

nature and two thirds of a minor medical nature.

Evaluation by the physician of the patient with

chest pain does not occur as an isolated incident

but in association with the evaluation of all the

other patients. While 85% of our patients present

with a nonurgent condition, 15% present in an

urgent or emergent condition. Although we have

a diminishing number of patients registered dur-

TABLE 1

FREQUENCY, IN DESCENDING ORDER OF OCCUR-
RENCE, OF THE MOST COMMON COMPLAINTS AND
DIAGNOSES OF PATIENTS SEEN IN THE ER OF CMH

Abdominal pain

“Nerves”

Chest pain

Car accident

Fall

Toothache

Headache
Back pain

Knife wound

Complaints

Sore throat

Extremity pain

Extremity laceration

Shortness of breath

Asthma
Cold

Dizzy

Rash

Diagnoses

Hypertension, moderate

Upper respiratory tract

infection

Toothache

Head trauma

Extremity laceration

Contusion

Urinary tract infection

Chest pain, ? etiology

Pelvic inflammatory

disease

Vaginal bleeding

Gastroenteritis

Psychosis

Back injury

ing the three daily shifts of staff, these percent-

ages do not vary (Fig. 2). The most frequent

complaints and diagnoses seen are listed in Table

1. It is apparent that most of these are not urgent,

and although pain in the chest is the third most

frequent complaint, most often it is labeled as of

questionable cause.

Pain in the Chest
Thoracic pain is one of the most deceptive of

symptoms. It can be severe, according to the pa-

tient, but actually be caused by a minor musculo-

skeletal problem; or it may be minor and be

caused by acute myocardial infarction. It is diffi-

cult to define which historical data are needed to

insure an accurate diagnosis. Table 2 depicts the

vastness of the etiologic possibilities. One or

more of four major systems may be involved.

The possibilities require that the physician define

what is occurring in each area. In addition, the

emotional, neurotic, or even psychotic character

of the patient can overlie any of these areas or

may be the primary cause of the chest pain. We
have for years relied on the classic history of

chest pain which was crushing, retrosternal, and

of some duration as the hallmark for the diagnosis

of myocardial infarction. I recall being taught

that with such a history, even in the absence of

physical or electrocardiographic abnormalities, the

patient should be admitted for observation. This

philosophy is basically the same among members

of the housestaff today and is demonstrated in

the second case. The problems exemplified by the

Cardiovascular

Pulmonary

Gastrointestinal

Other

TABLE 2

DIFFERENTIAL DIAGNOSES, CATEGORIZED BY DEGREE OF URGENCY,
OF PATIENTS PRESENTING WITH THE COMPLAINT OF CHEST PAIN

Emergent

Myocardial infarction

Accelerating angina

Dissecting aneurysm
Arrhythmia

Pericarditis

Pulmonary embolus
Pneumothorax
Chronic obstructive

pulmonary disease

Pneumomediastinum

Upper Gl bleeding

Pancreatitis

Ruptured esophagus

Urgent

Angina

Aortic valve stenosis

Aortic aneurysm

Pneumonia
Chronic obstructive

pulmonary disease

Rib fracture

Asthma

Peptic ulcer disease

Cholecystitis

Pyelonephritis

Diabetic ketoacidosis

Nonurgent

Idiopathic hypertrophic

subaortic stenosis

Click-murmur syndrome

Pleurisy

Bronchitis

Splenic flexure syndrome

Musculoskeletal

Hyperventilation

?Etiology
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first case are an inaccurate evaluation of a major

complaint and failure to follow through on ob-

taining an essential piece of laboratory data, the

electrocardiogram.

Since the description by Prinzmetal and his

associates of the variant type of angina,^ many
studies have attempted to identify clinical indi-

cators for establishing the presence of coronary

artery disease. In several of these studies, ap-

proximately one third of the patients resuscitated

from an arrhythmia gave no history compatible

with prior angina or myocardial infarction. These

patients, with their negative history, are counter-

balanced by those with a positive history of an-

gina who turn out to have esophageal reflux,

idiopathic hypertrophic subaortic stenosis (IHSS),

aortic valvar stenosis, or Barlow’s syndrome.

There are still no absolute symptomatic indicators

of the coronary origin of anginal pain or the pain

of myocardial infarction. The character, location,

radiation, intensity, duration, and associated mani-

festations of the symptoms can cover an unusually

wide spectrum.

The physical examination may be and often is

completely normal. The electrocardiogram has, at

this time, an accepted 80% accuracy for diag-

nosing myocardial infarction ^ but may be normal

in 60% to 70% of patients with angina. Perhaps

with the knowledge gained from the many epi-

demiologic, hemodynamic and isotopic studies

presently being performed, these statistics will

improve, with better definition of symptoms and

signs of more predictive value.

The complexity of diagnosis and the imperfec-

tion of available methods was well demonstrated

in Schor’s ® study of patients referred to the ER
with the complaint of chest pain possibly caused

by a myocardial infarction. The retrospective

Figure 2. Frequency of presentation to ER of CMH
patients with nonurgent and urgent conditions during
shift I (7:00 a.m. -3:00 p.m.), shift II (3:01 p.m.-11:00
p.m.), and shift III (11:01 p.m. -7:00 a.m.).

evaluation included 15,000 charts. Of the pa-

tients admitted, 28% had not had myocardial in-

farction, whereas of the patients discharged, 10%
were discovered at a later date to have had myo-
cardial infarction.

Our first patient presented today probably died

of a myocardial infarct. Had the judgmental ma-
turity been present to admit this patient for the

chest pain and syncope, perhaps the result would

have been different. I cannot cast stones for “bad

process” at the physician involved because most

practicing physicians, even with “good process,”

have discharged patients from their office or the

ER only to have them collapse and die soon

after. It will eventually happen to all of us, de-

pending upon the number of patients we see. The
definition of the cause of chest pain in the ER
requires the astuteness of the physician to gather

all of the necessary data, and in addition, the

ability to assimilate it correctly. Then, with fate

on his side, he needs to make the correct decision

either to admit or to discharge.

Reducing Diagnostic Errors

The question we need to address is: how can

we as physicians in the ER forestall or minimize

our errors? Research in this area is just beginning.

Methods for such evaluations are being developed.

Only two relevant studies are available, each using

different methods.’^’*

Examination of the charts of patients presenting

to the ER of the City of Memphis Hospital with

chest pain revealed the following. The average age

of the patients with nonurgent and urgent condi-

tions varied considerably, being 35 and 44 years

respectively (Fig. 3). The discharge diagnoses

50 T AGE

AGE RANGE IN YEARS

Figure 3. Age distribution of patients with chest pain

seen in the ER (sample size: 130).
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are summarized in Table 3, which reflects above

all the paucity of diagnoses made, considering the

magnitude of the possibilities (Table 2). The ma-

jority of patients who were discharged had the

diagnosis of musculoskeletal chest pain. The pa-

tients who were admitted were diagnosed as

arrhythmia, myocardial infarction, other cardiac

abnormality, and pulmonary disease.

TABLE 3

FREQUENCY OF DISCHARGE DIAGNOSTIC CATE-

GORIES IN PATIENTS PRESENTING WITH CHEST PAIN
(SAMPLE SIZE: 130)

Percent

Musculoskeletal 47
? Etiology 13

Hyperventilation 8
Arrhythmia 6
Myocardial infarction 6
Other cardiac 3
Pneumonia 3

Esophagitis 3
Abdominal pain, ? etiology 3
Other pulmonary 2
Pleurisy 2
Chronic obstructive pulmonary disease 2
Bronchitis 2

Evaluation of the diagnostic procedure used on

these patients, using chart audit with a set of

explicit criteria in an abbreviated mapping format,

has been completed. Outcome was also assessed

using patient improvement, knowledge and com-
pliance, and satisfaction as the indices, but it has

not yet been analyzed. The frequency distribution

of the utilization of the individual criteria of the

diagnostic process is depicted in Tables 4 and 5.

We find an extremely low recording rate for all

symptoms and signs except shortness of breath,

nausea, vomiting, pulse rate, blood pressure and

temperature. Eighty-nine percent of the charts had

no record as to whether nitroglycerin was tried to

relieve the pain or whether the patient was having

any difficulty in mentation. None of the charts

reflected the state of the skin. The chest wall was

not examined in 73% of the patients, and there

was no record of a heart examination in 16%.
These figures may reflect some bias, as questions

asked or examination performed are often not

recorded.

The utilization of the laboratory was evaluated

by determining which tests were ordered when

indicated and which were not. The use of the

TABLE 4
FREQUENCY OF RECORDED ANSWERS TO HISTORICAL
BOTH CRITICAL AND DIFFERENTIAL, IN PATIENTS WITH

QUESTIONS,
CHEST PAIN

Parameter % Positive % No Record

Pain

Critical

Location 68 32
Severity 3 89
Duration 31 56
Associated events

Shortness of breath 24 57

Syncope 5 94
Diaphoresis 3 79

Nausea 5 78
Exertional pain 0 84

Differential

Character 41 56
Onset 2 89
Relieving or exacerbating factors 22 78

Others

Critical

Trauma 8 89

Hemoptysis 2 98
Nitroglycerin try 6 89

Differential

Productive sputum 5 92

Fever or chills 3 90

Birth control pill or pelvic surgery, etc. 3 97

Cardiac status (paroxysmal nocturnal dyspnea.

dyspnea on exertion, etc.) 6 84
History—Heart disease 15 69
History—Lung disease 11 89
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electrocardiogram, arterial blood gases and chest

x-ray met the criteria 75% of the time (Table 6).

To summarize briefly, the diagnostic process

practiced in our ER is less than optimal. The

causes for this are not all known, but it is a well-

known fact that physicians are poor recorders and

that ER records are among the poorest of all,® so

that subsequent chart audit may have measured

only the recorded process and not the actual

process. Other contributing factors might be that

the tremendous number of nonurgent patients

seen may result in such a sense of nonurgency

that serious disease processes are not recognized.

Thirdly, the lack of immediate supervision and

audit-feedback may be hindering the development

of a logical, well-ordered thought process by the

physician-in-training.

In our opinion, the best determinant we have

for defining the cause of chest pain is still the

history. The questions have to be asked; the an-

swers have to be recorded and assimilated. At this

TABLE 5
FREQUENCY OF RECORDED FINDINGS ON EXAMINA-
TION, BOTH CRITICAL AND DIFFERENTIAL, OF

PATIENTS WITH CHEST PAIN

% Positive % No Record

Critical

Pulse 21 0
Blood pressure 8 0

Temperature 5 15
Respirations 5 95
Skin 0 100
Color 2 97
Mentation 6 89

Differential

Chest wall 21 73
Lungs 21 6
Heart 18 16
Abdomen 0 35
Pulses 3 97
Extremities 6 89

TABLE 6
PERCENTAGE OF PATIENTS PRESENTING WITH
CHEST PAIN WHO HAD APPROPRIATE LABORATORY

STUDIES

Ordered, indicated

EKG (%)
40

Arterial

Blood

Gases (%)
11

Chest

X-ray (%)
35

Not ordered,

not indicated 35 58 39

Ordered, not

indicated 16 0 10
Not ordered,

indicated 9 31 16

time we have no other alternative for delivering

good care to this type of patient in the ER.

Other Studies
One study compared the treatment of patients

with chest pain at two inner city hospitals (Johns

Hopkins and Baltimore City hospitals). Using

the need for an ambulance, positive history of

cardiac disease, and a patient’s feeling that the

chest pain was caused by the heart as indices of

the severity of the pain, Slosberg and his asso-

ciates found no significant difference between the

treatment in the two hospitals, but he did discover

a significant but unexplainable difference in ad-

mission rates. In addition, he found that admis-

sions at both hospitals were significantly higher

for patients with chest pain than for other com-

plaints. Our admission rate is similar to that of

the Johns Hopkins Hospital, and the rate of ad-

mission of patients with chest pain is significantly

higher than that of patients with other complaints.

Greenfield et al ® evaluated the treatment pro-

cess and outcome of patients with chest pain who
were over 45 years of age and who came to the

ER. For measuring the diagnostic process, a

criteria map, specifying 38 critical criteria needed

to define urgency or nonurgency of the patient,

was designed for the evaluation of chest pain.

Also specified were some 200 other criteria for

diagnosis and treatment. Adherence to the 38

critical items was used as the index of adequacy

of the diagnostic process. As measures of out-

come, death or subsequent hospitalization were

utilized. Of the 131 patients evaluated, the authors

reported only three who had a bad outcome, and

they were from the group of 23 patients who had

inadequate “process.” A ^
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X-ray of the Month

WAYNE W. WINDHAM, M.D.; SAADOON KADIR, M.D.;

and CRAIG M. COULAM, M.D.

A 56-year-old male patient experienced crampy ab-

dominal pain over a two-day period. As this increased

in severity, he developed marked abdominal tenderness,

hypoactive bowel sounds, and blood-tinged diarrhea. The
plain film of the abdomen showed multiple gas-filled

loops of bowel with irregular thickening of the bowel
wall. Figures 1 and 2 are representative frames from
the patient’s emergency arteriogram. What is your diag-

nosis?

( 1 ) Mesenteric atherosclerosis

(2) Nonocclusive mesenteric ischemia

(3) Polyarteritis nodosa

(4) Superior mesenteric artery embolus

Figure 1. Abdominal aortogram in the anterior-pos-

terior projection shows irregularity of the SMA distal

to the first jejunal branch (arrow).

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232. Dr. Kadir is now
with the Department of Radiology, Johns Hopkins Hos-
pital, Baltimore, MD 21205.
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Discussion

Figure 3 is a close-up view of the superior

mesenteric arteriogram. There is irregularity of

several branches, with segments of narrowing,

beading, and irregular tapering in addition to

narrowing at the origin of multiple jejunal

branches. This appearance, suggesting diffuse

spasm of the superior mesenteric artery (SMA),
is consistent with the diagnosis of nonocclusive

mesenteric ischemia. This entity is precipitated

by sudden reduction of cardiac output from any

cause, and is responsible for 20% to 36% of

reported cases of acute mesenteric vascular in-

sufficiency. ^ It is important to recognize the ar-

Figure 2. Superior mesenteric arteriogram shows
marked spasm of the SMA with reflux of contrast into

the abdominal aorta (arrows) despite a relatively slow

injection rate (5 ml/sec).
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teriographic changes because of the potential

reversibility of the vasospasm if treated appropri-

ately in the early stages before irreversible

ischemic damage to the bowel occurs. In addition

to treatment of the hypotensive state, emergency

management consists of transcatheter infusion

Figure 3. Close-up view from the superior mesenteric
arteriogram shows the typical beading of the middle
and right colic branches (curved arrows) and narrow-

ing at origins of several jejunal and ileal vessels

(straight arrows).

into the SMA of a vasodilator such as papav-

erine.^'^

Figure 2 illustrates the lack of atherosclerosis

in the proximal SMA. Small vessel disease without

atherosclerosis of the main SMA would be very

unusual in mesenteric atherosclerosis.^-^

Polyarteritis nodosa may present with acute

abdominal pain, bloody diarrhea, and other signs

of bowel ischemia, but this disease, has a very

characteristic angiographic appearance of multiple

small fusiform or saccular aneurysms of the in-

volved arteries.®'”

Acute mesenteric occlusive disease such as

thrombosis of or embolus into the SMA can

present in a similar fashion clinically, and one

may see arterial constriction proximal to emboli.'^

However the arteriogram shows no intraluminal

filling defects, abrupt termination, or peripheral

pruning of small vessels as would be expected

with thromboembolic disease.^

FINAL DIAGNOSIS: Nonocclusive mesenteric

ischemia. /
' ^
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 49-year-old lady was admitted to St. Jhomas Hos-

pital for evaluation of abdominal pain and weight loss.

She complained of early satiety, bloating and diarrhea.

On the examination she was noted to be thin, ernaciated,

with a weight of 67 lb. Her blood pressure 110/150.

Cardiovascular exainination was normal. An electro

cardiogram was obtained (Fig. !)•

The electrocardiogram shows sinus rhythm with

a rate of 77/min. The PR interval is normal at

0.17 seconds and the QRS morphology is nor-

mal There is slight sagging of the ST segments

in leads II, HI aVF and V4 through Ve. The

T waves are of low amplitude in II, III and aVF.

In these leads and in V2,
V3 and V4 another wave

is seen to follow the T wave (but before the next

P wave). A notched or bifid T wave will have a

summit to summit interval which is less than

40% of the interval from QRS complex to the

second summit.^ If the summit to summit interval

exceeds 40% (as it clearly does in this tracing)

the second wave is considered a U wave.

The physiological basis of the U wave remams

controversial.^ It may become prominent in a

large variety of conditions, including bradycardia,

exercise, digitalis and /?-andrenergic therapy, and

From the Department of Cardiology, St. Thomas

Hospital, Box 380, Nashville, TN 37202.

hypokalemia may markedly accentuate it. Dimin-

ished T wave voltage with prominent U waves is

in fact a characteristic finding of hypokalemia.

Weaver and BurchelP proposed the most

widely accepted criteria for the electrocardio-

graphic diagnosis of hypokalemia, which are

( 1 ) A T/U ratio of 1.0 mm or less in II or V3 ;

(2) A U wave amplitude of more than 0.5 mm

in lead II or 1.0 mm in lead V3 ; (3) ST segment

sagging (depression) of 0.5 mm or more in any

of leads II, Vi, V2, or V3.

This patient’s admission serum potassium was

2.7 mEq/liter. She was given oral potassium sup-

piements and the potassium increased over the

next three days to 4.6 mEq/iiter. A repeat electro-

cardiogram showed increased T wave amplitude

with nearly indiscernable U waves and was felt

to be entirely within normal limits.

FINAL DIAGNOSIS: Hypokalemia.
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Public Health Report

Public Health Sets Areas of Emphasis

As part of an ongoing process of internal plan-

ning and priority setting, the Department of Pub-

lic Health has recently identified several areas of

major emphasis for the next three to four years.

These areas represent a cross-section of programs

within public health, along with issues that affect

a broader scope of health care concerns. Included

in the areas of major emphasis for the Depart-

ment are the following topics:

• Availability and accessibility of health care

services. Currently there are alleged to be serious

gaps in health care availability and accessibility in

many areas of the state. The nature and extent of

the problem must be examined for each individual

community. For each underserved community,

alternatives for improved service delivery must

be worked out with health care providers, health

systems agencies, community leaders and con-

sumers of health care services.

• Organizational emphasis on local service de-

livery and preventive services. The Department of

Public Health was recently reorganized to reflect

an expanded emphasis on delivery of public

health services at the local level. Special attention

has been given to the improvement of regional

oflSces for management and local health depart-

ments where the majority of all public health

services are delivered. Major administrative and

program staff units concerned with service de-

livery have been consolidated under a single or-

ganizational entity within the Department to

improve communication and speed implementa-

tion of policy decisions. In an effort to address

more effectively the conditions that are known
to be killers and cripplers in today’s society, in-

creased emphasis will be placed on the develop-

ment of those health care services that are

primarily preventive in nature.

• Services to children. Increased emphasis will

be directed to the expansion and improvement of

the Early and Periodic Screening, Diagnosis and

From the Tennessee Department of Public Health,

Cordell Hull Building, Nashville, TN 37219.

Treatment program for Medicaid eligibles under

21 years of age. The EPSD&T program is con-

sidered to have one of the greatest potentials for

improving the health status of a large portion of

the population under age 21, since actual and

potential health problems can be identified early

and addressed with appropriate treatment. Em-
phasis will also be placed on the delivery of other

services that can impact on the long-term health

status of infants and children, such as a full range

of perinatal services.

• Hazardous wastes. There are presently a

number of known and suspected sites in Tennes-

see where hazardous waste materials may be

deposited. A systematic investigation of these

sites must be made, along with attempts to

identify any additional sites in the state. The
specific risks associated with each site must be

assessed and plans developed to deal with actual

and potential dangers to the health and safety of

citizens in the area of such sites. A major diffi-

culty in dealing with these issues is the inability

of current technology to provide alternatives for

safe disposal of hazardous chemicals and the

limited knowledge about the effects of certain

chemicals on human health and on the environ-

ment.

• Nuclear emergency response plans. With the

projected development of several more nuclear

power facilities within or near the borders of the

state, Tennessee will become a major site for the

production of nuclear energy. In conjunction

with other state and federal agencies, the Depart-

ment of Public Health will direct major efforts

toward development and coordination of plans

for dealing with accidents, malfunctions and other

emergency situations that may occur in nuclear

facilities.

• Laboratory services. In 1978 an extensive

staff study of state laboratory services was per-

formed with the assistance of members of the

medical profession and others directly involved

in laboratory services outside the state govem-

(Continued on page 761)
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Mental Health Report

Geriatric Services

Since the Geriatric Services Section was estab-

lished in July of 1972 as a part of the Depart-

ment of Mental Health and Mental Retardation

(DMHMR), six areas have been explored for

developing a cohesive mental health program for

the elderly. These areas involve advocacy, de-

velopment of standards, a program of evaluation,

statewide planning, development of pilot pro-

grams, allocation of certain federal funds to be

used to develop outpatient services specifically

designed for the elderly, and eoordination of all

available services for the elderly.

Since its inception in 1972, the Geriatric Ser-

vices Section has served as an advocate for

encouraging the establishment of a geriatric pro-

gram in each of Tennessee’s 32 major mental

health centers and five mental health institutes.

It has provided technical assistance and support

to these emerging programs.

Early in this decade, the commissioner of

mental health and mental retardation appointed

a task force of individuals representing mental

health centers, mental health institutes, academia

area specialists and administrative specialists.

This group was charged with development of the

necessary standards for geriatric programs in

mental health centers and institutes.

Headed by Dr. Rudolph Kampmeier, con-

sultant to Middle Tennessee Mental Health In-

stitute, the task force developed a questionnaire

to be used for on-site visits at eaeh of the mental

health centers by an evaluation team from

DMHMR. The questionnaire and standards have

been revised several times over the years, but

initial goals, objectives, and guidelines have re-

mained intact and are continually being used as

a “blueprint” for the formulation of needed com-
munity services.

In 1975, the project was given an additional

shot in the arm when nine mental health centers

received additional state funds to formulate pilot

geriatric programs. Six additional centers formu-

lated such programs without state financial

From the Tennessee Department of Mental Health
and Mental Retardation, Nashville, TN 37219.
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assistance. A policy decision was also made by

DMHMR to allocate 314d funds to geriatric out-

patient programs in all 32 of Tennessee’s mental

health centers.

The amount of money allocated to each center

ranged from $3,000 to $20,000, but in most cen-

ters, the 314d funds served as seed money to

build programs that would attraet other sources

of revenue. For example, one center receiving

$3,000 contracted with a local development dis-

trict area agency on aging for an additional

$7,000 to deliver social services to nutrition sites

and senior citizen centers. Another center with a

$12,000 allocation established a $40,000 day

care program for the elderly in a rural county in

Tennessee.

But the most typical use of 314d funds by

mental health centers was for staff development.

All 32 mental health centers in Tennessee now
have a geriatrics coordinator—a full- or part-

time person—whose responsibility is to serve as

an advoeate and treatment source for the elderly

citizens living in the center’s service area.

In December of 1975, caseload for geriatric

services in mental health centers in Tennessee

was over 9% compared to the national average

of 2.3%. Today, 11.1% of the caseload in Ten-

nessee’s mental health centers is comprised of

the elderly. The national average is now 3.5%.

To enable each mental health center to real-

istically assess where it was in regard to geriatric

services and project where it should be in the

establishment of a geriatrics program, the center

direetor and staff were asked to address five

areas
: ( 1 ) center philosophy toward the elderly,

(2) needs assessment, (3) goals and objectives

for a geriatric outpatient program, (4) inhouse

statistical reporting and evaluation, and (5)

budget breakdown.

Even now this process is continuing, and

DMHMR is currently developing a means to

measure quality of programs and assess com-

munity needs. A computerized demographic pro-

file of each geriatric program in Tennessee is

being developed, and within two years DMHMR
expects to have sufficient statistical data on which
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new programs can be developed, and which ex-

isting ones require expansion or improvement.

Available information indicates that our mental

health centers are receiving positive support from

physicians in the private sector. Elderly clients

have been referred to our mental health centers

for psychiatric care and support from a low of

1% for one mental health center to a high of

35.9% for another. The state average of referral

by physicians is 15.7%.

Tennessee pioneered the development of spe-

cialized geriatric services within the community

mental health center system, the model de-

veloped in this state having already been adopted

by Virginia, Massachusetts, Washington state,

and Georgia.

Public Health Report . .

.

(Continued from page 759)

ment structure. Emphasis will be directed during

the next few years toward implementation of

recommendations resulting from that study and

designed to improve the quality and responsive-

ness of state laboratory services.

The identification of certain specific areas of

emphasis does not indicate a decrease of effort

directed toward the numerous public health pro-

Plans are also under way to improve the geri-

atric programs in our mental health institutes. A
three-year program is now beginning at Western

Mental Health Institute.

The first year of the program calls for spe-

cialized programming for the elderly to be de-

veloped. In the second year, administrative

changes wiU be made so that the geriatric pro-

gram will have its own staff, with support being

provided by personnel from the rest of the in-

stitute. In the final year, an educational com-
ponent wiU be developed geared to certification

of all geriatric staff. Geriatric programs in Ten-

nessee’s other mental health institutes will follow

a similar model. /
'

grams provided for in-state law and regulations.

The intent of the setting of major goals is to

sharpen the sense of purpose and more clearly

focus the direction and momentum of the De-

partment as a whole. The commissioner of public

health and other Department leadership welcome
input and discussion about these areas of em-

phasis. r -p
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Special Item

Recent Developments in Health Education Policy

HORACE G. OGDEN, M.S.

Public policies specifically concerned with

health education are emerging rapidly at national

and state levels. The sudden emergence of health

education is based on growing dissatisfaction with

therapeutic medicine and the attractive logic of

illness prevention rather than on convincing dem-

onstrations that health education works. Policy

guidelines for reasonable expectations must be

developed and difficult evaluative problems must

be confronted to provide useful policy advice.

Despite increased interest at the national level,

the main part of planning, implementation, and

funding for health education will continue to be

located at the state and local levels.

Recent events have created a new context for

issues of policy development and implementation

that health educators have been debating for years.

In the past, discussion of such issues has been

largely an academic exercise. Now, rather sud-

denly, there are policies to be developed in the

context that resources may become available with

which those policies can be carried out.

The most visible of the events creating this new
context have been legislative. Congress has written

new charters for the National Cancer Institute and

the National Heart, Lung, and Blood Institute

mandating major attention to prevention, educa-

tion, and control, in addition to their traditional

biomedical research missions. The new Diabetes

Act puts similar stress on preventive aspects.

In 1975, Congress enacted Public Law 93-641,

the Health Planning and Resources Development

Act, which restructured and reconstituted the

Mr. Ogden is the director of the Bureau of Health

Education, Department of Health, Education, and Wel-
fare, Public Health Service, Center for Disease Control,

Atlanta, GA 30333.

Reproduced with permission from Health Education

Monographs (vol. 6, suppl. 1, 1978, pp. 67-74), pub-

lished by the Society for Public Health Education.

health planning system, explicitly including pre-

vention and health education among the responsi-

bilities of the new health systems agencies.

In 1976, Congress enacted Pubhc Law 94-317,

the Consumer Health Information and Health

Promotion Act, which codified a broad range of

preventive educational and promotive health au-

thorities. Many of these authorities existed in

various sections of the basic Public Health Service

Act. The primary significance of Public Law 94-

317 was that it created a new Title XVII of the

Public Health Service Act specifically devoted to

educational and promotional activities related to

health. It mandates the creation of a new Ofifice

of Health Information and Health Promotion
within the Ofifice of the Assistant Secretary for

Health. It also authorizes substantial new sums of

money for these purposes, but these sums have

not yet been fully appropriated.

There have been other developments at the fed-

eral level worthy of mention. The President’s

Committee on Health Education was appointed

with little fanfare in 1971 and its report was re-

ceived with even less fanfare in 1973; its work,

however, led directly to the establishment of a

Bureau of Health Education at the Center for

Disease Control in 1974 and led indirectly to the

creation in 1976 of a private sector National Cen-
ter for Health Education.

The Fogarty International Center at the Na-
tional Institutes of Health and the American Col-

lege of Preventive Medicine have collaborated on
a national conference which explored many facets

of illness prevention. The product of this confer-

ence was a set of task force reports; the impact of

these reports has just begun to be felt. The report

of the Task Force on Health Education and Pro-

motion for this conference, for example, helped to

generate support for the enactment of Public Law
94-317 at a time when its passage appeared un-

likely.

The Public Health Service has also recently
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made public a document called the Forward Plan

for Health, which lays out federal health goals,

objectives, and emphases, projected for five years.

Each of the published editions to date has in-

cluded prevention as a major theme and health

education as a recurring motif.

Finally, prevention and education have once

again become acceptable, almost obligatory, sub-

jects for discourse by statesmen in and outside

the field of health. At the American Public Health

Association 1976 annual meeting, then-candidate

Jimmy Carter made a powerful statement on the

importance of prevention. In the early days of his

tenure. Department of Health, Education, and

Welfare Secretary Joseph Califano stressed im-

mimization against childhood diseases as an im-

mediate priority and made the strongest statement

on cigarette smoking issued by a person in that

oflBce since its establishment in 1953.

Thus, after languishing in comparative obscurity

for many years, the concepts of health education

and prevention, like Ko-Ko in Gilbert and Sulli-

van’s Mikado, have been “taken from the county

jail by a set of curious chances.” The new legisla-

tion mandates a great many things that health

educators have wanted to do for a long time.

Leaders in the health field, both in and out of

government, are proclaiming health education

among their high priorities. This is bright sunlight

for a group emerging from the catacombs. In ad-

justing, it is necessary to look realistically at how
the change took place.

The sudden emergence of health education as a

high priority item is not based on a convincing

demonstration that health education works. It is

based on two fimdamental factors, neither of

which has very much to do with the track record

of education related to health.

The first factor is a very widespread and rapidly

growing dissatisfaction with the results of enor-

mous expenditures on therapeutic medicine. Peo-

ple see more and more billions of dollars being

poured into health care every year, with no end

in sight. And at the same time they do not per-

ceive any significant improvement in the nation’s

health. Whether or not this view is fair is beside

the point. The significant fact is the disenchant-

ment itself.

The second factor, derived from the first, is an

elaboration of the old saw that an ounce of pre-

vention is worth a pound of cure. Health educators

benefit from an alluring line of logic: the indi-

vidual is the primary agent in his own health

behavior; therefore, he needs to be equipped to

act wisely both in health and in sickness; there-

fore, health education is good for him and for the

society of which he is a part.

There is nothing wrong with this logic. The
danger lies in putting together the two factors just

cited and basing expectations on them. If health

educators encourage, or even allow, acceptance

of the proposition that health education is the

answer to the ills of the health care system and to

the escalating costs thereof, they are likely to reap

their own harvest of disenchantment a few years

down the road.

Therefore, a first issue for policy development

should be the definition of reasonable expecta-

tions. What are the maximum feasible goals that

health education can be rationally asked to ac-

complish in 2 years, or 5 years or 20?

Obviously, to address this issue, some assump-
tions must be made and measuring-rods for ac-

complishment devised. Is an X percent reduction

in mortality and morbidity rates for specified con-

ditions expected, or an X percent improvement in

following therapeutic regimens, or an X percent

decrease in hospital readmissions? Is progress on
a not-yet-defined index of wellness expected? Can
cost containment be expected at all, and if so, how
much and how measured? Can all of the above or

something much more modest, such as just atti-

tudinal or behavioral change, be expected? Should

health educators concede that morbidity and mor-
tality rates and cost containment depend on many
factors far beyond the control of health education?

In any case, a clear definition of what is to be
accomplished is needed.

Clearly, no sensible consideration of reasonable

expectations can be conducted without assump-

tions about the resources available. For each

rational goal a time scale and a resource scale

must be projected. What can society expect along

these various axes with an investment of X dol-

lars? 2X? lOX?

Finally, in discussing the issue of reasonable

expectations, the ever-present questions of cost-

benefit and cost-effectiveness must be confronted.

In dealing with these contemporary divining rods,

it is necessary to force the question: compared to

what? If the resources and efforts expended in

health education are the numerator in these cost

fractions, what is the denominator?

Even in programs in which measures of

achievement are relatively easy to define, as for

example in an immunization campaign, the cost-

benefit and effectiveness of the total program is
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difficult to pinpoint; the contribution of the edu-

cational component is even more difficult to

identify. Consider a program which raised tlie

measles immunization levels of a given cadre of

children from 60% to 90%. One can compute

the number of cases of measles that would have

occurred, but presumably will not, as a result of

this effort (several years will pass before it is

known if they actually do not occur). From this,

the number of school attendance days that would

have been lost, the number of cases that would

have led to severe disabilities, including deaths

and so on, can be computed. Then, with a numer-

ator and a denominator, we can come up with a

reasonably respectable estimate of cost-benefit for

the campaign as a whole, assuming that a money

value can be attached to the school days not lost,

and to other benefits. But what was the contribu-

tion of the educational component? How much
of the increase in immunization levels resulted

from what was done under the banner of educa-

tion and communication?

So much for the easy problems. How about the

really tough ones? Can sex education programs

for 11- to 15-year-olds, introduced through the

schools, through religious organizations or youth

groups, be expected to reduce the number of un-

wanted pregnancies? Is this the yardstick by which

such programs shall be measured? If not, what

can be expected of effective sex education pro-

grams? How shall they be made accountable?

On a still broader base, what reasonable ex-

pectations can be ascribed to a noncategorical,

generic health education program in schools? The

School Health Curriculum Project, often known
as the “Berkeley Project,” has been under way for

nearly a decade, first under the sponsorship of the

National Clearinghouse for Smoking and Health

and more recently sponsored by the Bureau of

Health Education. It is now used in over 300

school districts in 35 states. Its avowed purpose

has been to help yoimg people understand how
their body systems work and how their decisions,

or life-style choices, affect their health. It has

been received enthusiastically by students, teach-

ers, administrators, parents, and a variety of local

and national agencies.

But do students who have been through the

Berkeley curriculum from the third through

seventh grades smoke less, drink less, and eat less

junk food than their contemporaries who have not

had the benefit of the project? Evaluation efforts

are now in progress. The point, however, is not

whether they do or don’t, but whether this is a

reasonable expectation. Suppose, for example, that

they are not significantly better able to resist peer

pressures at age 17, but more likely to quit smok-
ing at age 22? Suppose their life-styles cannot be
demonstrated to be different, but more of their

parents gave up smoking because of pressure

from their children during the Berkeley experi-

ence? Can such fringe benefits be detected? Can
the program justifiably claim credit for them?

This issue of reasonable expectation, with its

attendant questions, is closely related to another

issue which health education should urgently ad-

dress. This is the issue of relationships between

terms that are increasingly being used interchange-

ably. Is health education synonymous with pre-

vention? Clearly not. And yet the new rhetoric

sometimes comes perilously close to equating

them. Some of the language of Public Law 94-317

and a number of its mandates blend health in-

formation, health promotion, health education

and preventive health services in ways that are

philosophically acceptable but pragmatically diffi-

cult to handle. Again, the difficulty relates to ex-

pectation, or simple accountability.

The ultimate objective of a preventive program
usually is reduction of morbidity and mortality.

Health education in its various manifestations can

be, indeed, should be, a very important part of a

continuum of processes leading to this achieve-

ment. But an excellent health education com-
ponent, in and of itself, cannot guarantee the

success of the total process; nor, to be entirely

honest, does the absence of a good health educa-

tion component necessarily predetermine failure.

This is not to suggest another large-scale defi-

nition effort, building walls around what is health

education and what is not. It does suggest, how-
ever, a need for realistic promises and for honesty

in claims of success. Above all it suggests that a

need to refine the instruments for measuring and

documenting what health education actually ac-

complishes. The refinement of measures may well

be one of the most critical research needs of the

next decade.

This refinement of measures should lead, in

turn, to a sharpening of our target selection. One
of the problems that has beset health education

over the years and seriously inhibited its effec-

tiveness is the problem of diffusion of effort. The
field, as has been said of some rivers, is a mile

wide and an inch deep. Recognizing the limited

resources available, health educators have never-
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theless allowed these resources to be spread thinly

across school health education, patient education,

community organization work, education of em-

ployees at the workplace, use of mass media,

development of curriculum materials, production

and dissemination of pamphlets, slides, filmstrips

and films, and so on. This scattershot approach to

target selection has been dictated by convenience,

by where the money is at any given moment, or

by a desire to be helpful.

Many of the results have been excellent. But

granted that society is now looking to health

education to be productive in its own right, and

granted that health educators will certainly never

possess a superabundance of resources to work

with, a great deal more selectivity must be exer-

cised in choices of targets in the immediate future.

Instead of diffusion, health educators should look

for potential impact on specific health behaviors.

What are the criteria for this hard, cold process

of target selection? It is both hard and cold, be-

cause it is frequently going to require refusing

one worthy and tempting endeavor in favor of

another. It may even, at times, involve that hard-

est and coldest of all endeavors, arguing with the

boss. But if the criteria are solid, even he may
prove educable.

One criterion for impact is the criterion of

need. Is this one of the groups that most urgently

needs services, or are these efforts beamed at the

familiar, comfortable people who are most likely

to attend meetings, read pamphlets, watch edu-

cational television, and conform to the recom-

mended actions? And if in fact this is a group

with a special need, is the health problem chosen

of high priority, viewed not only from the health

educators perspective but theirs?

If the need is real and pressing, the next ques-

tion is whether it is a problem that education can

truly help to solve. Some problems are much more

amenable to productive educational intervention

than others. Will effective educational intervention

really help to bring about better health for some-

body? If not, another target should be chosen.

Still another aspect of the issue of impact has

to do with what might be called point of attack.

For the most part health education in prevention

has tended to view its task in terms of individual

behavior change, and has directed its efforts pri-

marily at individuals. In doing so, the power of

the community and its leadership in shaping

health activities of people may have been ne-

glected.

It has become a truism to point out that the oil

crisis, and the concomitant lowering of speed

limits, has done more to reduce the automobile

death toll than half a generation of education

about seat belts and more than inventing cars

which make rude noises at you until you buckle

up. The spittoon disappeared from the American

scene, not so much because spitting spreads dis-

ease as because it came to be viewed as an unac-

ceptable social practice. If the ashtray eventually

follows the spittoon into oblivion, it may happen

through the same kind of social pressure; it may
not be possible to frighten smokers into quitting,

but it may be possible to embarrass them out of

it.

Health education may have greater impact in

dealing with some kinds of problems by education

upward, directing its efforts toward those who
shape the social climate and life-style of the com-

munity. While teaching people how to use the

health care system, perhaps health educators

should also teach those who run the system to

alter it to suit consumer needs. While teaching

people about nutrition, perhaps health educators

should also teach those who run the system to

alter it to suit consumer needs.

Finally, underlying these issues of implementa-

tion and practice, there is the issue of support for

health education programming. Despite the soar-

ing rhetoric, and despite the enactment of new

legislation, the creation of new offices and bu-

reaus carrying the banner of health education or

health promotion in their titles, funding for edu-

cational activities with respect to health continues

predominantly to come with strings attached, ear-

marked for quite specific categorical purposes.

But it becomes increasingly apparent that suc-

cess lies in creating frameworks within which new

initiatives and new emphases can fit. Where such

framework or managerial modes exist, new sub-

ject matter accompanied by new resources repre-

sent not a disruption but an opportunity. A recent

case in point is the surge of interest in hyper-

tension which surfaced a few years ago. To the

battle-weary and cynical, it appeared as another

manifestation of the disease-of-the-year syndrome.

To others, however, it represented a chance to

test hypotheses about education for health, to fit

new and challenging material into existing or

incipient models and programs. Where this hap-

pened, exciting results ensued: health education

demonstrated that it could make a vital contribu-

tion to the solution of a major chronic disease
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problem; and health education learned from the

hypertension experience some lessons and tech-

niques that are now ready to be adapted and ap-

plied to subsequent challenges.

At this writing there are at least three clearly

discernible major interests at the national level,

none of them new but all of them ready for high-

priority attention. They have been identified by
the new leadership in the Department of Health,

Education, and Welfare as matters of immediate

and urgent concern. Task forces and work groups

that cut across traditional agency lines are plan-

ning approaches and identifying resources to deal

with them. The three are ( 1 ) a renewed commit-
ment to immunization of all children, (2) an
intensified interest in reducing the damage done by
smoking, and (3) a many-dimensional effort to

address the problem of unwanted pregnancies,

especially among adolescents.

Each of these problems has implicit and criti-

cally important educational implications. Each
depends upon informed behavior on the part of

individual adults and young people. Each requires

the imparting of information, the dispelling of mis-

information, the formation or transformation of

attitudes and decisions, and the motivation to act

upon those decisions. Each also requires a social

climate which encourages and supports these indi-

vidual decisions. These requirements for success

are at the very heart of the educational process in

health. How will health educators respond?

One possible response is to identify promising

program areas and wait for new federal funds.

Another is to assess the needs and existing re-

sources in these areas on the local scene, deter-

mine realistically what can be done and what
health educators can contribute, and get some-

thing going. Neither all wisdom nor all resources

trickle downward from federal funding, nor does

all responsibility reside at national levels.

The several dozen relevant federal funding pro-

grams, both for disease control and for provision

of services, will basically continue to march to

their several different drummers. The coordinating

mechanisms, including the Office of Health In-

formation and Health Promotion, the Bureau of

Health Education and the interagency groups

created for specific purposes, will do what they

can to encourage cohesive effort.

But health education is a peculiarly local affair.

Its national policy issues must be resolved where

the people are, and its implementation issues

settled where the work is done. r -y
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Current Status of the SVMIC

I am frequently asked questions regarding the State Volunteer Mutual

Insurance Company (SVMIC), so I felt it would be appropriate to devote

a President’s Page to the subject.

The SVMIC appears to be in a sound fiscal condition with admitted assets

of $40 million. The administrative expense averages about 10% of the

premium dollar, as compared with the industry average of 30%. The In-

vestment Committee through its investors has emphasized stability, but still

manages to get a 5% return on our investments after taxes. The original

capitalization requirement has been discontinued for new members. Those

members who did participate had 25% of their money returned this year and

it appears the company may be able to make additional refunds this coming

year. As more actuarial experience is obtained, the premiums are being

adjusted and most are leveling off sooner than had been originally antici-

pated. The company has managed to continue insuring more than 80% of the

practicing physicians in Tennessee, in spite of our competitors offering cov-

erage with premiums designed to entice the doctors to change.

A study of SVMIC’s first three years has indicated several things that I

thought might be of interest to you. Of the 775 claims closed, 64% were

closed with no expense to the company, in 23% the only expense was administrative or attorney fees,

and 13% involved some payment to the patient (a claim is considered as any incident reported where

a potential suit exists). No cases have had to be resolved in the courtroom and every case of signifi-

cance that has been settled has been reviewed and approved by the Claims Review Committee. There

are 650 claims remaining open and the company is averaging 61 new claims per month. Eleven paid

claims, averaging $80,000 each, accounted for 50% of the total loss payments.

Of all complaints, 38% alleged an error in diagnosis, whereas 81% alleged an error in procedure, the

most common problem being a procedure improperly performed. The specialty with the highest ratio

of claims is Ob-Gyn with 21.6 claims per 100 physicians, neurosurgery follows with 19, plastic sur-

gery with 16, and orthopedic surgery with 15.9. The above groups however have paid considerably

more in premiums than has been paid out in losses. The reverse is true in family practice, which has

fewer suits, but the premiums collected do not cover the losses. Also the experience loss ratio is 42%
worse outside of the four major cities. The best experience has been in Nashville and Knoxville,

whereas the worst is in East Tennessee, excluding Knoxville.

In summary, although I started this discussion commenting on the “sound fiscal condition” of our

company, the above figures indicate the need for more work to be done. The Underwriting Committee

is constantly reviewing individual experiences to determine risk and insurability. A Loss Prevention

Committee has been formed and a full-time staff position in loss prevention has been established. This

person, by direct contact, newsletters, seminars, etc., will assist physicians in reducing claims.

SVMIC has one thing going for it that no other company can claim. It is the doctors’ company,

run by physicians with a back-up in medical knowledge of greater than 80% of the physicians prac-

ticing in Tennessee today. It also has the best Claims Department in the business and insurance ad-

ministrative expertise second to none. If this combination won’t work, then it can’t be done! If you

become tempted to change companies just because the premiums look a little lower, then I would

strongly recommend that you reconsider. The advantages in SVMIC are quite obvious.

Sincerely,

1 j t?

pic/icPenlV

PRESIDENT



journolofthe

lenne//ec
fliedicQl <i//ockilioii

PUBUSHED monthly

DEVOTED TO THE INTERESTS OF THE MEDICAL
PROFESSION OF TENNESSEE

OFFICE OF PUBLICATION, 112 LOUISE AVENUE,
NASHVILLE, TN 37203

JOHN B. THOMISON, M.D.. EOITOR

ADDISON B. SCOVILLE, JR., M.O.. ASSOCIATE EDITOR

JEAN WISHNICK, MANAGING EDITOR

Acceptance for mailing at special rate of postage
provided for in Section 1103, Act of October 3, 1917,

authorized July 15. 1932.

Copyright for protection against republication. Journals
of the American Medical Association and of other
state medical associations may feel free to quote

from this Journal whenever they desire

merely giving credit to this publication.

Address papers, discussions and scientific matter to

John B. Thomison, M.D., Editor, P.O. Box 70,

Nashville, TN 37202

Address organizational matters to L. Hadley Williams,
Executive Dir., 112 Louise Avenue, Nashville, TN 37203

COMMITTEE ON SCIENTIFIC AFFAIRS

OSCAR M. McCALLUM, M.D., Chairman, Henderson
WINSTON P. CAINE, JR., M.D., Chattanooga
BLAIR D. ERB, M.D., Jackson
DILLARD M. SHOLES, JR., M.D., Johnson City
W. A. SPICKARD, M.D., Nashville
JOHN B. THOMISON. M.D., Nashville, Ex-Officio

OCTOBER, 1979

ediloiiol/

Halloween Revisited:

LCCME Does Not RIP.

This is a Halloween editorial. It is about things

like werewolves and vampires—things that suck

blood. The blood they are sucking is the life

blood of American Medicine. It is your blood. I

am not sure, but the LCCME may need a stake

driven through its heart. Some of its constituents

may, too.

Dr. Theodore Cooper, of the Association of

American Medical Colleges, and Dr. Richard

Wilbur, of the Council of Medical Specialty So-

cieties, have written letters to various individuals

and committees responsible for CME (one of

them TMA’s CME Committee) castigating the

AMA for its unilateral withdrawal from the

LCCME, announcing their intention to keep the

LCCME in the accreditation business, and solicit-

ing our support. It is an invitation to officiate at

our own funeral.

The British Medical Association speaks with

no authority, as medicine in Britain is completely

fragmented. This fragmentation is largely respon-

sible for the sorry plight of Britain’s physicians.

Swedish physicians, on the other hand, have fared

well under socialized medicine, due entirely to

the strength of the Swedish Medical Association.

That body’s strength derives from the solidarity

of the profession.

There are, unfortunately, a few individuals in

positions of leadership in American Medicine who
are apparently willing to sacrifice us all on the

altar of their own personal ends. Their disclaimers

notwithstanding, I have watched the LCCME
derogate the AMA’s authority and attempt to re-

move all power, authority, and responsibility for

CME from both the AMA and the states. Only

when a revolt became imminent was there a show

of conciliation, and it was only a show, as vesting

authority in the states was not supported by most

of the members except as a temporary expedi-

ency. The letters make statements which are sim-

ply contrary to fact. Nor were other parent

organizations ever willing to expend any of their

own funds. It was your funds that carried the

LCCME. The letters previously referred to state

that the LCCME will now be staffed by another

of its members—the American Hospital Associa-

tion.

The tactics of divide and conquer are being

used against American Medicine

—

YOU—^but the

victors will be none of the participants. There will

be only losers, and those who will lose the most

will be the American public. It is hard to see how
the AMA can take on the administration, HEW,
the FTC, and various groups of its own and

survive. And if the AMA collapses, American

Medicine as an entity will no longer exist. Per-

haps our colleagues would prefer having the AHA
call the shots.

The blood will be on their heads, but it will be

our blood, too.

CAVEAT EMPTOR! Oh, and Happy HaUow-
een.

J.B.T.
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Burning Up and Down

The ancient gods, so the story goes, condemned

Prometheus to be chained to a rock, with eagles

feeding on his liver for eternity. His crime? He
stole fire from the gods and gave it to man. Al-

though it is hard to imagine a world without fire,

it has proved a not unmixed blessing. It cooks our

food, warms us, and has made possible every

technical advance. Without it we would have no

steel, no metal instruments, no glass. But

—

One cold, snowy Sunday morning when I was

quite small our family had only just returned from

church, and I was busily engaged, with my
mother’s help, in taking off my leather buttoned

leggings, when a phone call came advising my
father that the church building was on fire. By the

time we had made our way the quarter mile or so

back to it, a sheet of flames was reaching sky-

ward from the roof and the windows were suffused

with a ruddy glow. Although the firemen did their

best, within an hour only the stone walls re-

mained, surrounding a smoking ruin. It was a

spectacular introduction for a small boy to the

power of uncontrolled fire.

Last year fire killed 250 people in Tennessee,

giving our state the unenviable distinction of

ranking sixth in the nation for fire-related deaths

per million population. The states above and

just below us in incidence, essentially the south-

eastern states, make up the so-called fire belt.

Officials questioned about the reasons for this say

it is because the area is rural, with poorer access

to fire-fighting equipment. Perhaps.

Every now and then I do hear of someone in a

rural area dying in a fire, but much more often it

is in a run-down part of Nashville. I suspect the

same is true statewide. Fires happen in old resi-

dential hotels, for example, and although no lives

were lost, there was a recent fire in one of the

state-run homes for the blind. Fire codes are not

being enforced, and the bottom line is economics

—not lack of inspectors, but lack of enforcement

because of inadequate alternative safe housing.

Officials speak of having to uproot people from

their accustomed environment, which would be

unkind, they say, particularly to the old and blind.

Is it a kindness to subject them to possible death

by burning or suffocation?

On the other hand, this is in itself only one tip

of one iceberg. It is a part of a problem with many
facets, having to do with available resources.

Safety and comfort are relative values, and depend

on such things as personal preference as well as
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economics. You need only look at the number of

automobiles exceeding the speed limit on the in-

terstate to recognize how much we sacrifice safety

for speed, and then look at how many of those

drivers have some level of alcohol in their blood

to recognize that they also sacrifice safety for

pleasure. It puts me in mind of what a physician-

patient said about Ancel Keyes’ fruit and rice diet

for hypertension: you don’t really live longer—it

just seems longer.

The major problem is that the more disad-

vantaged and oppressed the individual, the fewer

his options. The Vietnamese “boat people” will

accept any alternative to remaining in Vietnam

—

even death. But although we cannot protect every

citizen from everything, especially from himself,

society has arrived at certain codes to protect the

majority of citizens from the worst disasters. The
fire code is one. The mortality statistics do not

even begin to reflect the vast economic loss caused

by fire. The long-term care of a badly burned

individual can represent an enormous expense,

even greater than that resulting from the destruc-

tion of property. Fires, especially in the city, have

a way of being difficult to contain, so that while

we may be constrained by economic considera-

tions from enforcing the fire code, the alternatives

may be even more costly.

After an overheated furnace destroyed the old

church, the community on Lookout Mountain
built a new one, one more functional and better

fitted to serve the community’s needs, but the

transition would have been a lot more orderly

without the fire. Although no one was injured, this

is not always the case, and you shouldn’t count on
it.

Since a fire code seemed appropriate for pro-

tection of the community in the first place, it

would seem sheer folly not to enforce it. If it

cannot be enforced evenly, it should not be en-

forced at all.

The latter course hardly seems prudent.

J.B.T.

The Truth Shall Make You Free

For as far back as there are any records, men
kept slaves. One got to be a slave by being on the

losing side and surviving. It was as simple as that.

Slaves for the Western Hemisphere came from

black Africa because the slave traders were in

North Africa and it was geographically con-

venient. Also, the black Africans themselves kept
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slaves and sold their own captives. As civilization

in general and Christianity in particular cast a

shadow on human slavery, and the shoe began to

pinch, the fiction was invented that the descen-

dants of Ham were intended to be slaves to the

other peoples of the world (actually the Bible

never even implies that) or that blacks are not

really human at aU—a popular and convenient

thesis among South African whites.

In other places and times it has been women
who were chatel, bom to serve their men and to

bear them children. The children (only male chil-

dren counted) belonged to their fathers—ulti-

mately, to the chief. Female offspring were often

killed, or at least left to die. So in many cultures

were the old and infirm. No wrestling with moral

principles. They were in the way, eating scarce

food, unable to fight or otherwise do their share.

Until very recently, mechanical abortion has

been too dangerous to be seriously considered,

and abortifacients seldom worked. But now preg-

nancy is easily terminated, and society is again

struggling with its conscience, just as it did with

the problem of slavery. Contrary to most pub-

lished arguments, although there is considerable

antipathy toward abortion on religious grounds,

much of the antagonism has a purely constitu-

tional basis. An individual is being deprived of his

life, which should take precedence over incon-

venience to the mother.

Whatever society wishes it makes legal; even

though its statutes may not necessarily be right,

society equates legality with morality. Any of the

Ten Commandments can be—have been—^legis-

lated away. A lot of what has always gone on in

business, for example, is legalized stealing. So to

allow termination of pregnancy without burdening

the conscience of the impregnated woman (I do

not use the term mother, as the woman herself

chooses not to be one), society has invented the

fiction that life does not really begin until—until

when? Until the time when abortion is not really

feasible anymore.

The injunction against bearing false witness

was not meant to apply only in courtrooms. When
we resort to such contrived and devious reasoning

as supposing the natural inferiority of a race, or

that life does not really begin at conception but

at the time when abortion techniques no longer

work very well (to cite just two examples), why

are we surprised when our young cheat in school,

or why do we find Watergate unbelievable? How
can we even sit in judgment?

I had sworn off writing (or even thinking)
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about abortion until I recently saw a letter in the

hiew England Journal of Medicine which touched

on the question of when a fetus becomes a hu-

man being. The writer of the letter was soundly

castigated by the author of the article he was

commenting on for trying to push his religious

beliefs onto the community in general, when he

actually was not basing his argument on religious

grounds at all but rather on constitutional and

biological ones.

Although the situation likely will never be satis-

factorily resolved, society has always shown itself

quite able to legalize whatever it wishes. It is too

bad it insists on deception and falsehood to bring

it about.

J.B.T.

And Isn't It Sad?

Man has always believed himself to be the

center of the universe, the part of creation for

which everything else was made, and in fact men
have in less temperate ages been burned at the

stake for disputing that thesis. (I had to think

awhile to come up with the word “temperate”

which, although it may not describe us very well

either, seems to fit better than the first two words

which came to mind, namely “compassionate” and

“civilized.”)

I have no particular quarrel with that tenet. I

am certain we would be better off if from the be-

ginning man had acted as if he were a part of the

universe, and not its owner—and not a very

capable or temperate owner, at that. But that is

not what this editorial is about, and I shall not

belabor the issue. What is important is that a great

many of us act as if we are masters not only of

inanimate creation, but the rest of humanity as

well. And even here we fail as stewards.

As editor, I get a lot of various sorts of mail,

and one of the publications I have been receiving

lately is the Philippine American Medical Bulletin.

My immediate reaction on receiving the first issue

was, “Why should there be such a publication?

Why must we promote such divisions among us?”

Well, I quote from an editorial by Renato G.

Ramos, M.D. of Chicago, president of the Philip-

pine Medical Association in the United States.

“I have been asked frequently why Filipino doc-

tors should belong to PMA. I ask in return, why
should you not? TTie color of your skin will always

be brown. Regardless of how long you have been

or how long you will be an American citizen,

ethnically you will always be Filipino. . . . We
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will always be graduates of Philippine Medical

Schools, FMGs. We will always be a minority

group, therefore, potential objects of discrimina-

tion and harassment, politics being what they are.”

I read the other day of a young black woman,

a premedical student at Northwestern, who be-

cause it was a beautiful day had ridden her bicycle

a little farther than was her custom. She rode it

into a \diite neighborhood, where, she was told

—

not gently—niggers are not welcome. When asked

later if she thought a white girl riding in a black

neighborhood would have been treated better, her

reply was no, probably worse, and wasn’t it sad?

Have you watched news tapes showing the Viet-

namese boat people? Can you imagine anything

worse than their plight? Can you really? There is

starvation the world over, it is true. But can you

imagine anything worse than being shoved out to

sea with little or no provisions for a sea voyage,

in a leaky boat crowded with twice as many peo-

ple as the boat was meant to hold, and then likely

as not be used for target practice by gunboats?

Only a few out of himdreds survive. Do we tell

them what I once saw on a sign at the outskirts of

a small southern town: “Nigger, don’t let the sun

set on you here?” We are being asked to make
that choice. How must we respond?

Asked about her experience, one of the survi-

vors of a sunk Vietnamese boat replied through an

interpreter that it was “sad.” When pressed, the

interpreter admitted the word she used was not

really translatable, but it meant burning, such as

what happens when your dinner bums up, or a

burning, tearing, pain.

As God surveys His creation and sees how His

ultimate treat each other. He must be saying, with

the Vietnamese survivor and the young cyclist,

“.
. . and isn’t it sad?”

J.B.T.

What With Which, and To Whom?
I knew that sooner or later “Newspeak” was

going to lead to difficulties. Although at the mo-

ment I am not certain just what the difficulties are,

the possibilities are endless—or at least numerous.

Item: In Nashville, a Rape Workshop is being

advertised, at which all interested consumers are

welcome.

Question A: At the workshop, does one leam

how to rape, or what? (Your answer to the next

question depends, I suppose, on how you answer

this one.)

Question B : Consumers of what?
J.B.T.

Helen M. Richards, age 71. Died June 6, 1979.

Graduate of Indiana University School of Medicine,

Member of McMinn County Medical Society.

Paul W. Wilson, age 74. Died June 14, 1979. Gradu-
ate of University of Tennessee School of Medicine.
Member of Northwest Tennessee Academy of Medi-
cine.

new membcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Charles Terry Brice, M.D., Chattanooga

CUMBERLAND COUNTY MEDICAL SOCIETY
Beatrice L. Durham, M.D., CrossviUe

T. Govin Monaghan, M.D., CrossviUe

FENTRESS COUNTY MEDICAL SOCIETY
Dilip N. Joshi, M.D., Jamestown

GREENE COUNTY MEDICAL SOCIETY
Luke Lamar Ellenburg, Jr., M.D., Greeneville

Robert S. Flohr, M.D., Greeneville

KNOX COUNTY MEDICAL SOCIETY
Richard O. Manning, M.D., Knoxville

John Craig Rylands, M.D., Knoxville

MEMPmS-SHELBY COUNTY MEDICAL
SOCIETY
Richard Aaron Cohn, M.D., Memphis

PUTNAM COUNTY MEDICAL SOCIETY
Dale E. Douglas, M.D., Cookeville

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
Thomas R. Halbert, M.D., Oak Ridge
Francis R. Reid, M.D., Oak Ridge

WILSON COUNTY MEDICAL SOCIETY
Carla Bloedel, M.D., Lebanon
James R. Gray, M.D., Lebanon

pcf/onol new/

The following TMA physician members have been

certified as Diplomates of the American Board of

Surgery: Frederick J. Myers, M.D., Woodbury, and
Grady E. Rozar, Jr., M.D., Athens.

John E. Chapman, M.D., dean of Vanderbilt Uni-

versity’s School of Medicine, has been elected as
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vice chairman and a member of the governing coun-

cil of the AMA Section on Medical Schools. As a

result of the election, Chapman has become one of

the few individuals to hold office on both the AMA
and the Association of American Medical Colleges

(AAMC) governing councils for medical schools.

Phil D. Craft, M.D., Chattanooga, chairman of the

Department of Plastic and Reconstructive Surgery

at the University of Tennessee Clinical Education

Center, has been elected president of the Tennessee

Society of Plastic and Reconstructive Surgeons for

1979-1980.

John L. Farringer, M.D., Nashville, and Karl Rhea,

M.D., Somerville, are among nine Tennesseans ap-

pointed by Gov. Lamar Alexander to a special com-
mittee to study hospital cost containment. The
appointees, along with six legislators, will study ways

to curtail the continually rising costs of hospital care,

and the committee will report its findings and recom-

mendations to the General Assembly by Jan. 30,

1980.

Edward Johnson, M.D., Fort Oglethorpe, Ga., was
recently honored when the library at Hutcheson
Memorial Hospital in Fort Oglethorpe was named
after him. Johnson has twice been chief of the medi-

cal staff at the hospital and has been a general

surgeon in the area for more than 30 years.

John R. Reynolds, M.D., Chattanooga, has been

named secretary of the Southeastern Society of

Plastic and Reconstructive Surgeons. Other TMA
members holding office in the Society include Robert

Reeder, M.D., Memphis, treasurer; and Phil D.

Craft, M.D., Chattanooga, trustee.

John B. Thomison, M.D., Nashville, editor of the

Journal of the Tennessee Medical Association, has

been named vice chairman of the AMA Council on
Continuing Physician Education.

fMogfoin/ond new/ of
mediccil /ocielie/

West Tennessee Pediatric Society

The West Tennessee Pediatric Society’s quarterly

meeting was held on Aug. 24, 1979, at the Holiday

Inn in Jackson, Tenn. Dr. Paul Bowman was the

guest speaker. His topic of discussion was “Leukemia
in Children.”

The meeting lasted approximately two hours. Dur-
ing that time, the speaker outlined the progress that

is being made in the treatment of leukemia at St.

Jude Children’s Hospital. At the end of the meeting,

there was a question and answer session, which was
held in an informal surrounding. The meeting was
very informative and enjoyable.

A delicious supper was served, compliments of

Ross Laboratories.

mtennc/rec ^

Tennessee Receives AMPAC Award

Tennessee was one of 26 states receiving recog-
nition from AMPAC in 1979 for having 100% of

its leadership delegation become sustaining members
of AMPAC—American Medical Political Action
Committee. This is the third consecutive year that

Tennessee has received the annual AMPAC Leader-
ship Recognition Award. Dr. A. Roy Tyrer, Memphis
(left) accepted the award, on behalf of the TMA
delegation, from Dr. Michael P. Levis, chairman of

the AMPAC Board, at the AMA’s 128th Annual
Convention in Chicago. (AMA photo by Joe
Fletcher)

iMliofial fieiii/

From the AMA’s Office in Washington, D.C.

With the Congress adjourned for the month of
August, little hard news of medical or health care
import developed in the nation’s capital, despite

some zesty activity in other quarters. Thus there is

no National News this month.
But much of importance to hospitals and medi-

cine did take place during August—back home in

the congressional districts. What the folks back
home told their members with respect to the ad-
ministration’s hospital cost containment legislation

will be clearly visible in the Congress shortly after

it returns in September.
The fate of the storm-tossed hospital cost con-

tainment bill is due to be settled in September when
both House and Senate move toward showdown
floor votes.

774 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



The outcome in both cases is expected to be

close. A defeat in either chamber probably would
kill the measure.

The stakes are high for President Carter and for

the hospitals and other health care providers who
have clashed with the administration for two years

over the plan to impose standby federal ceilings on
hospital revenues.

Carter claims the measure is needed to curb in-

flation in health care costs and to pave the way for

a national health insurance program. The providers

contend that singling out one sector of the economy
for controls is unfair and unworkable. Ceilings

would result finally in rationing of care, they say.

The sharp division in Congress on the issue is re-

flected in its legislative history this year. The Senate

Human Resources Committee approved the plan,

but the Senate Finance Committee rejected it. The
House Ways and Means Committee has not been
able thus far to bring it up for a vote due to the

strength of opponents.

Nevertheless, congressional leadership has de-

cided that the matter must be settled by floor votes.

In a Legislative Alert dispatched to constituent

state societies, the American Medical Association
said the administration’s “cap” proposal would (1)
impose substantial new regulatory burdens on an
already overregulated industry; (2) impose an arbi-

trary and unrealistic ceiling on hospital revenues
which could lead to rationing of health care pur-

suant to federal dictates; and (3) cause a deteriora-

tion in quality of care, as it makes no allowance for

the use of new technology.

The Alert said the administration’s proposal
“would directly undermine the voluntary effort’s

cost containment program.”
The bill “penalizes efficient hospitals; and once

under control, the hospital remains controlled for

the life of the program,” the AMA said.

“Instead of dealing with the underlying causes of
inflation (currently running at more than 13% an-
nually), the administration is using hospitals as a

scapegoat to divert attention from its failing mone-
tary and economic policies generally,” the Alert
declared.

announccfflcnl/

CALENDAR OF MEETINGS

Nov. 1-3

Nov. 3-4

Nov. 3-4

Nov. 3-8

Nov. 3-8

Nov. 4-5

NATIONAL
Southern Thoracic Surgical Association

—Hilton Hotel, San Antonio, Tex.

American Association of Ophthalmol-
ogy—San Francisco

AMA Asheville Regional Meeting

—

Great Smokies Hilton, Asheville, N.C.
Association of American Medical Col-

leges—Hilton Hotel, Washington, D.C.
American Association of Blood Banks
—Hilton Hotel, Las Vegas
American College of Preventive Medi-
cine—^New York

Nov. 4-7

Nov. 4-8

Nov. 4-8

Nov. 4-8

Nov. 5-8

Nov. 5-9

Nov. 6-9

Nov. 7-10

Nov. 7-11

Nov. 9-10

Nov. 9-11

Nov. 11-16

Nov. 12-14

Nov. 14-19

Nov. 15-16

Nov. 15-19

Nov. 17-18

Nov. 25-30

Nov. 29-

Dec. 1

Nov. 29-

Dec. 2

Dec. 1-4

Dec. 1-6

Dec. 5-6

Dec. 12-16

Oct. 27-28

Oct. 31-

Nov. 2

Dec. 6-8

Dec. 7

Southern Medical Association—MGM
Grand Hotel, Las Vegas

American College of Chest Physicians

—Houston, Tex.

American Public Health Association

—

Hilton and Americana, New York
American Venereal Disease Association

—New York
Interstate Postgraduate Medical Asso-

ciation—Marriott, New Orleans

American Academy of Ophthalmology

—Convention Center, San Francisco

International Symposium on Athero-

sclerosis (Methodist Hospital)—Hous-

ton

Society of Computer Medicine—At-

lanta Hilton, Atlanta

American Medical Women’s Associa-

tion—Hilton Inn, Albuquerque, N.M.
American Trauma Society—Red Carpet

Hotel, Milwaukee
AMA New Orleans Regional Meeting,

New Orleans Hilton, New Orleans

American Academy of Physical Medi-

cine and Rehabilitation—Sheraton-

Waikiki Hotel, Honolulu

Association for Academic Surgery

—

Playboy Club, Great Gorge, N.J.

International College of Surgeons

—

Diplomat Hotel, Hollywood, Fla.

Medical Association of Georgia (Sci-

entific Assembly)—Omni International

Hotel, Atlanta

Gerontological Society—Sheraton Park,

Washington, D.C.

American Psychoanalytic Association

—Roosevelt Hotel, New York
Radiological Society of North Amer-
ica—Atlanta Hilton, Atlanta

American Association for Cancer Edu-
cation—Newark, N.J.

American Academy of Psychoanalysis

—Waldorf Astoria, New York
American Society of Hematology

—

Phoenix, Ariz.

American Academy of Dermatology

—

Palmer House, Chicago

American Epilepsy Society—Biltmore

Hotel, New York
American Psychoanalytic Association

—

Waldorf Astoria, New York

STATE

AMA Nashville Regional Meeting

—

Hyatt Regency, Nashville

Tennessee Academy of Family Physi-

cians, 31st Annual Scientific Assembly
—River Terrace and Civic Auditorium,

Gatlinburg

Care of the Critically 111 Patient—St.

Thomas Hospital, Nashville.

Symposium on Sleep Disorders—Bap-

tist Memorial Hospital Auditorium,

Memphis.
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Genmcssave
money.

Bigmoney!
The FTC estimates that $400 million

could be saved annually on the nation’s

Rx bill If physicians prescribed generics.

Are you saving your patients extra dollars?

Purepac, America’s leading manufac-

turer of a national brand of generics,

would like to show you the tremendous
savings possible with just three of our 700

generic products:

Send for Purepac’s free Brand
Name/Generic Name Reference Chart

today. You’ll receive an alphabetical listing

of brand name drugs with their generic

counterparts.

And next time you write a prescrip-

tion, write for Purepac brand generics.

Your patients will know you care.

PUREPAC. Competitive prices and

DRUG AVERAGE RX
PRICE
(100’s)

s
SAVINGS
WITH

PUREPAC

%
SAVINGS
WITH

PUREPAC

Pavabid Capsules* 150 mg. $10.32

Purepac Papaverine 1 50 mg. 3.95 $6.37 61 .7%

Equanil Tablets* 400 mg. 8.15

Purepac
Meprobamate 400 mg. 1.85 6.30 77.3%

Librium Capsules* 10 mg. 8.76

Purepac Chlordiaze-

poxide HCI. 10 mg. 3.90 4.86 55.4%

^Registered trademarks of Marion Labs., Wyeth Labs., Roche Labs., respectively.

peace ofmind.

FTREE!
Please send me my FREE copy of Purepac’s
Brand Name/Generic Name Chart.

Name

Purepac generics save money. Big

money. Purepac is dedicated to providing

your patients with quality products that

are equivalent to their brand name
counterparts at significant savings.

But we can’t do it alone. We need
your cooperation.

Purepac
Elizabeth, NJ 07207

THE LEADING NATIONAL BRAND OF GENERICS

Address

City State Zip _

Mail to Purepac Pharmaceutical Co.,

200 Elmora Avenue, Elizabeth, N.J. 07207

TM479
I

J



TflM conlinuifiQ medkol
cdiKotioii opportoftHic/

The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Continuing Physician Education of the

AMA. An accredited institution or organization may
designate for Category 1 credit toward the AMA
Physician’s Recognition Award those CME activities

that meet appropriate guidelines. If you wish in-

formation as to how your hospital or society may
receive accreditation, write: Director of Continuing

Medical Education, Tennessee Medical Association,

112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities

which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology ...

Chest Diseases

Clinical Pharmacology . .

.

Dermatology
Diabetes
Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Oncology

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Croflford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.

Lonnie S. Burnett, M.D.
Robert Oldham, M.D.

Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A.
Renal Diseases

Rheumatology
Surgery
Cancer Chemotherapy .

.

General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation . .

Thoracic & Cardiac ...

Urology

Paul W. GriflBn, M.D.
William H. Hartmann, M.D.

. David T. Karzon, M.D.
Marc H. Hollender, M.D.

Everette James, Jr., Sc.M„ J.D., M.D.
H, Earl Ginn, M.D.

John S. Sergent, M.D.

. .Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
.William F. Meacham, M.D.

James H. Elliott, M.D.
H. David Hall, D.M.D.

. . . .James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, M.D.
...Harvey W. Bender, M.D.
....Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Nov. 30- Update in Anesthesiology 1979
Dec. 1

Nov. 30- Obstetrical Seminar

Dec. 1

For information contact: Vanderbilt Continuing

Education, 3200 West End Ave., Suite 306, Nash-

ville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to tbe physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.

Family Practice John Arradondo, M.D.
Internal Medicine

Cardiology John Thomas, M.D.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.
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Chest Disease

Dermatology

Gastroenterology

General Medicine

Hematology/Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

. . .Thomas W. Johnson, M.D.
David Horowitz, M.D.

. .Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D.

Robert S. Hardy, M.D
Calvin L. Calhoim, Sr., M.D.

Gregory Samaras, M.D.

Henry W. Foster, M.D.

Axel C. Hansen, M.D.

....Wallace T. Dooley, M.D.

Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

. Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank

A. Perry, Sr., M.D., Director, Continuing Education.

Meharry Medical College, 1005 18th Ave., North.

Nashville, TN 37208, Tel. (615) 327-6235.

FLEX and Family Practice Course

Nov. 16-18 FLEX and Family Practice Board Re-
certification Review Course—Hyatt

Regency Hotel, Nashville. Credit: 22

hours AMA Category 1 and AAFP.
Fee: residents, interns and students,

$75; practicing physicians, $125.

For information contact Anil Gupta, M.D., Course

Director, Division of Family Medicine, Meharry
Medical College, Nashville, TN 37208.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Nov. 7-8

Jan. 26

Jan. 31-

Feb. 1

Feb. 21-22

March 9

April 11

May 9

May 15-16

Pediatric-Perinatal Infectious Disease

(Holiday Inn, Bristol)

Anxiety

(Ramada Inn, Kingsport)

Surgery Conference: GI Surgery

(Appalachian State University, Boone,

N.C.)

School Health IP
Pediatrics Guest Lecturer—Infectious

Disease

Medical, Nutritional, and Psycho-

logical Approaches to the Treatment

of Obesity*

Prevention of Mental Retardation*

Obstetrics Update*

June 18 Continuing Education in the Health
Sciences*

July 18 Basic Science Review II: Anatomy,
Physiology*

Aug. 12 Office Practice Management*
Sept. 9 Infectious Diseases Review*

*Presented at D. P. Culp Center

For information contact Office of Continuing
Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

1979

Nov. 9 (K) 8th Annual Internal Medicine
Symposium

Nov. 9-10 (M) Rheumatology

Nov. 9-10 (C) Diagnostic Radiology

Nov. 15 (C) Medicine Review: Infectious

Disease

Nov. 16-17 (M) 2nd Annual Pain Symposium
Nov. 29-30 (M) ACP Internal Medicine Review
Nov. 29- (C) Basic Cardiology, EKGs &

Dec. 1 Therapy

Nov. 30-

Dec. 1

(K) Pediatric Nutrition

Dec. 6 (M) 10th Annual Otolaryngology

Conference for Family Physi-

cians

Dec. 8-9 (M) Family Physician Specialty Up-
date

1980

Jan. 10 (C) Medicine Review: Hematology
Jan. 17 (C) Medicine Review: Cardiovascu-

lar Diseases

Jan. 17-18 (K) Advance Life Support

Jan. 22 (C) Trauma Circuit Course—Cleve-

land, Tenn.

Jan. 25 (M) Practical Use of Thrombolytic

Therapy

Jan. 29 (C) Trauma Circuit Course

Jan. 31- (K) Emergency Medicine Confer-

Feb. 2 ence—Banner Elk, N.C.

Feb. 4-8 (M) ACP Problems in Gastroenter-

ology—Keystone, Colo.

Feb. 7 (C) Medicine Review: Pulmonary
Diseases

Feb. 14-15 (C) Solving Problems in Drug Ther-

apy

Feb. 16 (C) Evaluations of Clinical Labora-

tory Findings

OCTOBER, 1979 783



Feb. 21 (C) Medicine Review: Nephrology

Feb. 25-28 (C) Emergencies in Obstetrics and
Gynecology — Sahara Tahoe,
Stateline, Nev.

Feb. 28 (M) ACP Internal Medicine Review
Mar. 3-5 (M) 5th Annual Reproductive Medi-

cine Symposium
Mar. 13-14 (C) Current Concepts in the Man-

agement of Burns

Mar. 15 (C) Update: COPD 1980

Mar. 16-21 (M) 13th Annual Review Course for

Family Physicians

Mar. 20-22 (C) A Clinical Approach to Anemia
—St. Petersburg, Fla.

Mar. 21 (K) Dermatology for the Primary
Care Physician

Mar. 27-28 (C) 5th Annual Pediatric Sym-
posium

Apr. 17-18 (C) Orthopaedics

Apr. 17-19 (K) 3rd Annual Family Practice

Specialty Update—Gatlinburg

Apr. 21-24 (C) Diagnostic Radiology—Sahara,

Las Vegas, Nev.

Apr. 24 (C) Medicine Review: Gastroenter-

ology

Apr. 24-25 (M) The Hyperactive Child—Re-
visited

May 1 (C) Medicine Review: Rheumatol-
ogy

May 4-7 (M) Fundamentals of Otolaryngo-

logic Allergy

May 8 (C) Medicine Review: Neurology
May 9-10 (C) Infection Control

May 15 (C) Medicine Review: Dermatology
May 21-24 (M) Rhinoplasty Seminar
May 22-23 (C) Endocrine Diagnosis & Therapy

for the Primary Care Physician

May 24 (C) New Concepts in Diagnosis:

Management of Diabetes

June 2-3 (M) ACP Internal Medicine Review
June 5-8 (C) Family Medicine Review
June 12-14 (K) Practical Otolaryngology for

the Primary Care Physician

June 16-19 (C) Diagnostic Radiology—Orlando,

Fla.

June 23-26 (C) Emergencies in Obstetrics and
Gynecology—Orlando, Fla.

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,

Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

800 Madison Ave.

Memphis, TN 38163
Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy

and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week

of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., OflBce of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule

Dec. 7-8 Burn Symposium*

* Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

UNIVERSITY OF LOUISVILLE

SCHOOL OF MEDICINE

Oct. 31 Louisville Pediatric Lectureship

—

Health Sciences Center Auditorium,

Louisville, Ky.

Nov. 1-3 Annual Newborn Symposium in com-
memoration of “The International Year
of the ChOd”—Health Sciences Center

Auditorium, Louisville, Ky.

For information contact Billy F. Andrews, M.D.,

Professor and Chairman, Department of Pediatrics,

University of Louisville School of Medicine, P.O.

Box 35260, Louisville, KY 40232, Tel. (502) 588-

5753.
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BOWMAN GRAY SCHOOL OF MEDICINE

Courses in Ultrasound

Two eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on

the following dates: Jan. 7-Feb. 29, 1980; and April

14-June 6, 1980. Credit: 30 hours per week in

AMA Category 1.

An additional two-day Real Time course is offered

for obstetricians on Nov. 29-30, 1979. Credit: 10

hours per day in AMA Category 1.

Several one-week courses in Abdominal Real-Time

Sonography will be held on Dec. 10-14, 1979, and
March 24-28, 1980. Credit: 30 hours AMA Cate-

gory 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

OF SPECIAL INTEREST

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Nov. 5-8 64th Annual International Scientific

Assembly of Interstate Postgraduate

Medical Association—New Orleans
Marriott, New Orleans. (In coopera-
tion with the Louisiana Acad, of Family
Physicians, Tulane Univ., and Louisi-

ana State Univ.) Credit: 24 hours AMA
Category 1 and AAFP prescribed; 4
hours AMA Category 2 and AAFP
elective. Fee: $90 in advance; $100 at

meeting.

For information contact Alton Ochsner, M.D.,
Program Chairman, Interstate Postgraduate Medical
Association, P.O. Box 1109, Madison, WS 53701.

MEDICAL COLLEGE OF GEORGIA

Dec. 8-9

Jan. 21-26

Feb. 7-8

Mar. 4-7

Mar. 20-22

April 15-16

April 18-19

May 5-10

June 12-14

July 21-25

July 28-30

Sex and Handicapped Patients

15th Annual Family Practice Sympo-
sium

Psychiatry

Medical and Surgical Emergencies

—

Tamarron Ski Resort, Colorado

Clinical Cardiology

Neonatology

Predictive and Preventive Medicine

15th Annual Family Practice Sym-
posium

Internal Medicine—Holiday Inn of

Jekyll Island, Ga.

Taxes and Investments—Holiday Inn

of Jekyll Island, Ga.

Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30912.

UNIVERSITY OF MISSISSIPPI
MEDICAL CENTER

Nov. 1-2 1st Annual Perinatal Postgraduate

Course—Hilton Hotel, Jackson, Miss.

Credit: 13 hours AMA Category 1.

Fee: physicians, $120; others, $40.

Nov. 16 Pediatric Neurosurgery — University

of Mississippi Medical Center, Jack-

son, Miss. Credit: 5.5 contact hours.

Fee: $50.

For information contact the Division of Con-
tinuing Health Professional Education, University of

Mississippi Medical Center, 2500 N. State St., Jack-

son, MS 39216, Tel. (601) 987-4914.

AMERICAN LUNG ASSOCIATION
OF LOUISIANA

Nov. 27- SUPERCOURSE® V postgraduate pro-

Dec. 1 gram on lung disease—Hyatt Regency
Hotel, New Orleans. (In conjunction

with the 16th Annual Pulmonary Func-
tion in Health and Disease Course, the

12th Annual Respiratory Disease

Course, and the 9th Annual Pediatric

Pulmonary Course.) Credit: AMA
Category 1 on an hour-for-hour basis;

AAFP prescribed. Fee: $225.

For information contact John B. Bobear, M.D.,
SUPERCOURSE® V Chairman, American Lung
Association of La., Inc., Suite 500, 333 St. Charles
Ave., New Orleans, LA 70130.

AMERICAN MEDICAL WOMEN'S
ASSOCIATION

Nov. 8 & 10 Accent on Youth (new frontiers of

medicine in pediatrics)—Hilton Inn,

Albuquerque, N.M. Credit: 6 hours
AMA Category 1

.

For information contact the American Medical
Women’s Association, Inc., 1740 Broadway, New
York, NY 10019, Tel. (212) 586-8683.

UNIVERSITY OF KENTUCKY
Jan. 3-10 Challenging Critical Care Problems

—

Marriott’s Marco Beach Hotel, Marco
Island, Fla. Credit: 30 hours AMA
Category 1. Fee: $325.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.
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UNIVERSITY OF MIAMI
Jan. 28- A Neurological Update—Americana

Feb. 1 of Bal Harbour, Miami Beach. Credit:

30 hours AMA Category 1.

March 3-7 Basic Neurology for Psychiatrists and
Generalists—Konover Hotel, Miami
Beach. Credit: 30 hours AMA Cate-

gory 1.

March 27-29 Hepatobiliary Disease—Americana of

Bal Harbour, Miami Beach. Credit:

15 hours AMA Category 1.

March 27-29 Current Clinical Concepts in Oto-

laryngology—Americana of Bal Har-
bour, Miami Beach. Credit: 15 hours

AMA Category 1,

April 25-28 8th Annual Intensive Care Sympo-
sium—Eden Roc Hotel, Miami Beach.

Credit: 21 hours AMA Category 1.

For information contact Division of Continuing

Medical Education D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

ALBANY MEDICAL COLLEGE
Jan. 4-16 20th Anniversary Cruise—aboard

Queen Elizabeth 2 to Curacao, Caracas,

Grenada, Barbados and St. Thomas,
departing from New York and Norfolk.

Faculty from medicine, psychiatry, sur-

gery and cardiology. Credit: 28 hours

AMA Category 1.

For information contact Frank M. Woolsey, Jr.,

M.D., Department of Postgraduate Medicine, Al-

bany Medical College, Albany, NY 12208.

Valley

Psychiatric

Hospital
P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment

facility with programs designed to treat psycho-
logical, alcoholic and drug abuse problems of

adults, adolescents and children.

A full range of treatment modalities is utilized,

including individual and group psychotherapy,

pharmacological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and
adolescents, recreational, occupational and the

complete range of expressive therapies. Group
therapy is five days each week with Individual

therapy at least three days a week. Patients

have six hours a day in scheduled therapeutic

activities. Comprehensive outpatient services

are available with outpatient group therapy ses-

sions being held two nights each week.

Licensed by the State of Tennessee. A mem-
ber of the Tennessee Hospital Association, the

American Hospital Association, and the National

Association of Private Psychiatric Hospitals. Ac-

credited by the Joint Commission on Accredita-

tion of Hospitals.

Psychiatry

John Bolinger, M.D.

D. Ross Campbell, M.D.

Peter L. DeRuiter, M.D.

Henry Evans, M.D., F.A.C.P.,

Clinical Director

William C. Greer, M.D.

Frances A. Harmatuk, M.D.

David V. MacNaughton, M.D.

John S. McDougal, M.D.

Robert T. Spalding, M.D.,

F.A.P.A., Medical Director

Clinical Psychology

Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.

James Pruiett, Ph.D.

Bobby G. Rouse, Ph.D.

Roy Smith, Ph.D.

Administrator Assistant Administrator

Dennis P. Dobard Dan B. Page, M.Ed.
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MISSING

Don’t be among the missing at the

Tennessee Medical Association’s 150th

Anniversary Celebration—April 9-12,

1980, at the fabulous Opryland Hotel

in Nashville. Mark your calendar NOW
for what is anticipated to be the largest

gathering ever of the Tennessee Medical

Association.
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AMA Winter Scientific Meeting

Set for January in Texas

The 33rd Winter Scientific Meeting of the Ameri-
can Medical Association will be held Jan. 12-15,

1980, in San Antonio.

The meeting will offer attending physicians a multi-

discipline educational experience. Many major spe-

cialty societies will be involved in the design of many
of the continuing medical education courses and

symposia to be offered during the four-day session.

The scientific program will include 45 postgraduate

courses, 20 symposia, video clinics, cardiopulmonary

resuscitation courses, scientific exhibits, and other

special programs.

Symposia topics will include social drinking and

chronic alcoholism, what the doctor can do to help

his patients stop smoking, international terrorism and

rescue, how to cope with the impaired physician,

drug problems in the teenager, latest findings in

treatment of cancer, health effects of exposure to

radiation from the viewpoint of the practicing physi-

cian, bites and stings, hypochondriacs in the health

care picture, update of plastic surgery, and obesity

and what can be done about it.

Participating specialty societies are American
Academy of Dermatology, American Association for

Thoracic Surgery, American College of Cardiology,

American College of Physicians, American Society

of Clinical Pathologists, American Society for Clini-

cal Pharmacology and Therapeutics, College of

American Pathologists, and the AMA Section Coun-
cil on Plastic, Reconstruction and Maxillofacial

surgery.

Among the highlights of the program are

—

• Hypertension Update: 1980. Physicians will be

briefed on the recommended approach to office

treatment of the newly discovered patient with high

blood pressure. With national educational efforts in

the last few years aimed at finding those with high

blood pressure, physicians are faced with many more
cases in their day-to-day practice.

• Controversies in the diagnosis and management
of breast cancer. The roles of surgery, radiation treat-

ment, and use of hormones and drugs to treat breast

cancer will be evaluated in terms of new approaches

in which radical surgery often is being omitted for

other treatments.

• Malevolent Inflictions: Bites and Stings. Early

medical care is stressed in contemporary approaches

to dealing with bites and stings. All sorts of bites

will be included—dogs, cats, wild land animals,

marine animals, reptiles, insects—even human.
• Practical training for the physician in dealing

with four common types of cancer. These are can-

cers of the breast, lung, colon and pancreas. Diag-

788

nostic techniques will be explored, and approaches
aired to determine the best course of treatment.
• Diabetes mellitus. The course is directed to the

physician in general practice. It will stress the need
for appropriate diagnosis of diabetes, and the use of
diet, oral agents and insulin in treatment.

• Behavioral problems in children and adolescents.

The underlying physical and emotional disorders that

result in hyperactivity, feeding and sleeping dis-

orders, bed wetting, and misbehavior will be studied.

Further information on the scientific meeting is

available from the Department of Scientific As-
sembly, American Medical Association, 535 N.
Dearborn St., Chicago, IL 60610.

AMA Schedules Conference

On Sports Medicine

The 21st American Medical Association Con-
ference on the Medical Aspects of Sports will be
held next Jan. 12 at San Antonio. “Sports Medicine
for the Primary Care Physician” will be the theme
of the conference.

Sports medicine experts from across the nation

will discuss such topics as women in sports, the

physical exam for the young athlete, heart evaluation

of the young athlete, elbow injuries in young ball

players, knee injuries, back injuries, injuries to the

hand, the role of radiology and nuclear medicine in

evaluating athletic injuries, prevention of injuries,

and violence in sports. Keynote luncheon speaker for

the conference will be Kenneth H. Cooper, M.D.,
executive director of the Aerobics Center, Cooper
Clinic, Dallas.

Further information on the conference is available

from the Department of Environmental, Public and
Occupational Health, American Medical Association,

535 N. Dearborn St., Chicago, IL 60610.

Cool Days and Early Start

Urged for Running Races

Schedule cross-country races on days when the

temperature is no higher than 78, start the race at

8 AM or earlier, and have plenty of water to drink

for the runners are the admonitions of University of

Wisconsin physicians to novice distance runners to

help them avoid heatstroke in road races.

Most problems come near the end when the run-

ners try to step up their pace for a fast finish in the

hopes of winning. Victims show symptoms of in-

coherent speech and disorientation, with staggering,

shortly before collapsing. First aid treatment involves

cooling the victim as quickly as possible, using

crushed ice over damp towels on the head, torso and
legs.

First aid stations should be located at least every

three miles along the running route. Runners should

be encouraged to drink water frequently to replace

body fluids lost through sweating.

Medical supervisors should caution novice runners
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in advance of the race about their limitations. The

novice often will attempt a distance or performance

time well beyond the training level or physical work

capacity.

Alcoholic drinks should be discouraged. Runners

should be warned not to attempt a substantial in-

crease in pace to catch up or finish a race when

symptoms of early heat stress are present.

Rural Health Conference,

April, 1980 in Boston

A view of rural health care in the 1980s will open

the 33rd National Conference on Rural Health in

Boston next spring.

Seminars during the conference will deal with self-

care, home health and hospice care, nurse practition-

ers, mental health in rural settings, emergency

medical services, extrication from farm equipment,

the increasing demands on rural hospitals, health

planning, and other matters of concern to those in-

volved in rural health. Leading authorities on and

professionals in these topic areas will serve as speak-

ers, seminar directors and panelists.

A series of continuing medical education courses

designed for physicians treating rural populations

will be presented during both days of the conference.

These will include wound closure, primary manage-

ment of head trauma, other trauma in agriculture,

poisonings, zoonosis, replantation microsurgery,

sports medicine for rural schools, and nutritional

assessment and management in rural areas.

A preconference program on urban home garden-

ing, free to early-arriving registrants and the public,

is scheduled for Wednesday afternoon, April 16.

Areas to be covered in this presentation are how to

begin an urban garden, including sources for in-

formation and guidance; nutritional values of urban

garden crops and appropriate plants to nurture, and

examination of the environmental hazards in urban

gardening.

Social events are planned for conference partici-

pants on Wednesday, Thursday and Friday, and

information will be provided on special events in

Boston during the weekend for those who plan to

stay on following the close of the conference.

Windowless Rooms

Affect Emotional Health

Windowless rooms may definitely be hazardous to

your emotional health. The problem is not lack of

ventilation or illumination—these are taken care of

by air conditioning and artificial lighting—but the

absence of an outlet for human visual curiosity, an

editorial in JAMA by Samuel Vaisrub, M.D., a

senior editor of JAMA, points out.

Postoperative delirium is more than twice as com-

mon among patients in windowless rooms. Both

patients and staff in intensive therapy units showed

evidences of stress caused by deprivation of visual

stimuli from the outside world. One researcher

recommends “that windowless rooms be condemned
out of hand, be they in hospital, office or factory.”

“Windows are more than panes and frames,” says

the editorial. “They are a break in the walls, which
symbolize repression, an escape from the visual

prisons of enclosed spaces. Poets linked them in

metaphor with the soul and the eye. Physicians can-

not ignore them.”

AMA Plans Theme Approach

To Meetings for Doctors

The American Medical Association in 1980 will

launch a new concept in medical meetings for doc-

tors—the Theme Meeting.

In collaboration with many of the medical spe-

cialty societies, the AMA will begin a series of

meetings each centering on one clinical theme or-

ganized around a disease, an organ system or a group
of related treatments.

The first theme meeting will center on coronary

artery disease, to be held April 10-13 at Los Angeles.

The second meeting will feature clinical drug ther-

apies, at Kansas City, Sept. 27-30.

Organized by the AMA’s Council on Continuing

Physician Education, successor to the former Council

on Scientific Assembly, the meetings will offer new
and clinically relevant information on a given medical

area for both the specialist and the primary-care

physician.

Programs will be targeted for the nonspecialist,

but will provide advanced, sophisticated information

that will cut across specialty lines. Much of the

meeting time will be devoted to workshops where the

physicians will be given hands-on demonstrations and
one-on-one or small-group discussion of specific

problems.

Cooperating in the coronary heart disease meeting
in April in California are the American College of

Cardiology, American College of Chest Physicians,

American Association for Thoracic Surgery, Ameri-
can Society of Clinical Pathologists, American Col-

lege of Physicians, and American Society for Clinical

Pharmacology and Therapeutics.

The meeting will offer a comprehensive review of

coronary heart disease. Doctors will study how to

evaluate risk of heart disease in their patients, stress

testing in office practice, rehabilitation after heart

attack, management of angina, prevention of heart

disease, how to read the electrocardiogram, the role

of surgery in heart disease and other aspects of the

problem.

Asbestos Plus Cigarettes

Boosts Rate of Lung Cancer

Exposure to asbestos increases the risk of lung

disease somewhat, but it is the combination of
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smoking and asbestos that causes most of the prob-

lem.

Death rates for lung cancer per 100,000 man-
years, standardized for age, are as follows: 11.3 for

men who neither worked with asbestos nor smoked
cigarettes; 58.4 for men who worked with asbestos

but did not smoke; 122.6 for cigarette smokers who
had not worked with asbestos, and 601.6 for “those

unfortunate enough to have both exposures

—

cigarettes and asbestos.”

Asbestos by itself increases the risk of lung cancer

by four or five times, but as the base risk is low this

does not mean many cases. Smoking itself causes a

major increase in lung cancer, and when that high

risk is multiplied manyfold, an immense increase is

found.

All workers known to have been exposed to as-

bestos in the past, whether in shipyards, insulation

work, factories, construction trades, brake repair,

maintenance work, or otherwise, should be advised

never to smoke, or, if they are smoking, to stop as

soon as possible.

Drug Effective in

Treating Some Breast Cancer

New research studies have confirmed the effective-

ness of a drug that has proved useful in treating a

breast cancer that has spread to other areas of the

body. The drug is tamoxifen citrate (Nolvadex).
The drug has been available to American physicians

for the past year.

The Journal of the American Medical Association

in July published a report of tests of tamoxifen on
50 patients at M.D, Anderson Hospital and Tumor
Institute, Houston. These were breast cancer patients

in whom conventional endocrine therapy and com-
bination chemotherapy (drugs) had failed. In all of

them the cancer had spread.

Tamoxifen achieved a significant palliation of dis-

ease in 50% of patients with far-advanced breast

cancer that had failed to respond to conventional

treatments.

Laetrile Useless and Dangerous

Laetrile not only does not cure cancer, it also can

kill the user, as shown in a study at Evanston (111.)

Hospital and Northwestern University Medical

School, Chicago, in which groups of rats were fed

laetrile, also known as amygdalin, to determine

whether the substance would affect the tumors with

which the animals had been infected.

In amygdalin-treated rats, there was a progressive

increase in size of the tumors. And in the three study

groups, death rate for cyanide poisoning was 30.8%,
44.1%, and 56.8%.

Several states, in response to vigorous lobbying

efforts, have legalized use of laetrile, but the U.S.

Supreme Court recently in effect refused to legalize

the substance on a national level, and relatively little
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is available in the United States. Many cancer suffer-

ers have gone to clinics in Mexico for laetrile treat-

ment.

The protagonists of amygdalin use have claimed
that the substance is “innocuous,” and therefore, pa-

tients with “terminal” cancer should not be deprived
of its use. The Evanston studies show that the sub-

stance is by no means innocuous, that it can kill. A
number of deaths from cyanide poisoning from ac-

cidental overdose of laetrile have been reported.

Aspirin Still Unproved

As Heart Attack Defense

The practice of taking an aspirin or two a day to

ward off heart attacks cannot be condoned, says a

report in JAMA. Because aspirin and the other “anti-

platelet agents” (sulfinpyrazone, dipyridamole, clo-

fibrate and propranolol hydrochloride) inhibit forma-
tion of clots in the bloodstream, physicians had
hoped the effect could be used to prevent further

heart attacks in individuals known to have some
types of heart disease, but research reported to date

failed to prove the antiplatelet drugs useful for this.

Although initial results of sulfinpyrazone therapy

in patients with coronary disease in the prevention of

secondary mortality and morbidity appear promising,

results of long-term prophylaxis are needed before

general use of these agents in patients with coronary
heart disease can be recommended.

How Woodpeckers Avoid

Brain Injury

The woodpecker’s beak hits the tree with an im-

pact velocity of 1,300 miles per hour, and the impact

of deceleration as the head snapped back was some
1,000 times the force of gravity. In the space pro-

gram the astronauts were subjected to less than 4

G (force of gravity), and it was determined that no
human could withstand 10 G for more than a second

or two. An auto hitting a wall at 35 miles per hour
hits with a force of 10 G.
As the woodpecker’s head and beak drive straight

back and forth, with no side movement at all, a hel-

met or restraint system for those at special risk, such

as car racing, stunts, aircraft crashes and pilot ejec-

tion, should restrict the whiplash rotation of the head
on the neck and the neck on the trunk. The bird

throws her entire body into the blows, and it is

likely that the woodpecker holds the neck rigid at

the moment of impact.

Wearing a helmet is not sufficient to protect

against crash brain injury. Restraining of rotating

movement also is required. The high collars of old

fashioned military uniforms and the metal armor of

the medieval knight may have had some value in this

respect. The individual facing a whiplash blow could

minimize risk by tightening the neck muscles and
holding the neck flexed in a chin-down position.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



OPPORTUNITIES AVAILABLE
EMERGENCY PHYSICIANS

Outstanding multi-hospital emergency physician

group has excellent opportunities available for

full-time, career-oriented emergency physicians

in Morristown, Bristol, and Hendersonville, Ten-

nessee. Must be willing to live within daily com-
muting distance.

FEE-FOR-SERVICE compensation. Averages $30-

$50 per hour. Physician remuneration increases

with department growth and complexity of pa-

tient disease processes. Malpractice coverage

via a group policy. We are interested in people

who enjoy working while receiving fair compen-
sation. Physicians who assume responsibility for

the diagnosis and treatment of seriously ill or

injured patients should be compensated accord-

ingly. Considerable attention paid to INDIVIDUAL
scheduling desires and continuing medical edu-

cation. Large central emergency medicine library

at your disposal.

We invite you to call or write to Kathleen Gallie,

Director, Physician Services, 897 MacArthur Blvd.,

San Leandro, CA 94577, phone (415) 638-3979.

FLEX AND FAMILY PRACTICE

BOARD RECERTIFICATION

REVIEW COURSE

Date:

NOVEMBER 16, 17, & 18, 1979

Place:

HYATT REGENCY HOTEL
NASHVILLE, TENNESSEE

Sponsor:

ANIL GUPTA, M.D. COURSE DIRECTOR
DIVISION OF FAMILY MEDICINE
MEHARRY MEDICAL COLLEGE
NASHVLLE, TN 37208

Tuition & Registration:

$75 FOR RESIDENTS, INTERNS
AND STUDENTS

$125 FOR PRACTICING PHYSICIANS

APPROVED FOR 22 HOURS OF CME & AAFP CREDIT

WANTED: Physicians who prefer

medicine to paperwork.
We are looking for dedicated physicians,

physicians who want to be not salesmen,
accountants, and lawyers, but physicians. For
such physicians, we offer a practice that is

practically perfect, where in almost no time
you experience a spectrum of cases some
physicians do not encounter in a lifetime,

where you work without worrying whether
the patient can pay or you will be paid, and
where you prescribe, not the least care, nor
the most defensive care, but the best care.

If that is what you want, join the physicians
who have joined the Army. Army Medicine is

the perfect setting for the dedicated physi-
cian. Army Medicine provides wide-ranging

opportunities for the student, the resident,

and the practicing physician alike.

Army Medicine offers fully accredited resi-

dencies in virtually every specialty. Army
residents generally receive higher compen-
sation and greater responsibility than do
their civilian counterparts and score higher
on specialty examinations.
Army Medicine offers an attractive alterna-

tive to civilian practice. As an Army Officer,

you receive substantial compensation, exten-
sive annual paid vacation, a remarkable re-

tirement plan, and the freedom to practice
without endless insurance forms, malpractice
premiums, and cash flow worries.

ARMY MEDICINE: The practice that's practically all medicine.

Call Collect/Person to Person

CPT JESSE JOHNSON
(901) 725-4445

An Equal Opportunity Employer



PHYSICIANS NEEDED
Tennessee—Emergency Physicians—487-bed
teaching hospital in West Tennessee. Must be
eligible for academic appointment. Minimum
guarantee $55,000 plus production bonus; paid

malpractice insurance and other considerations.

Director—^Tennessee Emergency Department

—

487-bed teaching hospital. Must be eligible for

academic appointment. Director will coordinate

administrative and clinical aspects of the de-

partment. Minimum guarantee $63,400 plus

production bonus; paid malpractice insurance

and other considerations.

Kentucky Emergency Physician—Lovely commu-
nity of 10,000 in western Kentucky near Padu-
cah needs two physicians to share evening
rotations in emergency department; 10 to 15
patients per 12-hour shift. Income excellent for

this volume.

Emergency Physician—^West Memphis Area—
New, combination ambulatory care and emer-
gency department facility in this Mississippi

River town, with all the advantages of historic

Memphis. Our physicians will handle emer-
gency patients only. Flexible scheduling; annual
guarantee; paid malpractice; plus other con-

siderations.

For additional details, contact Tom Cooper,
M.D., 970 Executive Parkway, St. Louis, Mis-
souri 63141, or call toll-free 1 (800) 325-3982,
ext. 225.

INTERNIST NEEDED

Board certified internist needed beginning De-

cember 1979. Daytime work only; no weekends
or evenings. Practice limited to physical exami-

nations and special studies; no patient treat-

ment involved. Located in center of medical

community in Nashville. Excellent salary and
benefits.

Send curriculum vitae to Ted Raymond, Cor-

porate Services, Inc., 1916 Patterson St., Nash-
ville, Tennessee 37203.

OTOLARYNGOLOGIST NEEDED

Brookhaven, Mississippi

Excellent opportunity for Board certified or eligi-

ble Otolaryngologist. Modern and progressive

137-bed hospital, medical community and ser-

vice area, all of which are committed to give

full support to otolaryngologist. Twenty-two

physician medical community representing ten

specialties in medicine. However, no otolaryn-

gologist specialists practicing in primary service

area of at least 50,000 population. Nearly all

ENT referrals by physicians and self referrals by

patients require travel of 30 to 60 miles to

nearest ENT specialists. Financial and profes-

sional opportunity unlimited and family-com-

munity oriented lifestyle extremely attractive.

Please contact:

Richard Fuller, M.D. OR
Chief of Staff

King’s Daughters Hospital

Internal Medicine Clinic

Brookhaven, MS 39601
Telephone 601-833-3822

T. R. Montgomery
Administrator

King’s Daughters Hospital

Brookhaven, MS 39601
Telephone 601-833-6011,

Ext. 402

ASSISTANT MEDICAL DIRECTOR
Needed for large financial services company

located in medium-size city in the piedmont

region of the southeast. University setting, offer-

ing cultural environment usually found in larger

population areas.

Accredited medical college graduate, internship

and license in good standing; prefer internist

with insurance background.

Reply in confidence, including salary expecta-

tions, to Box 1-9, TMA Journal, 112 Louise Ave-

nue, Nashville, Tennessee 37203.

GENERAL PHYSICIAN NEEDED

Position for full-time physician for general medical needs for resident population of JCAH

accredited Developmental Center for the mentally retarded. Office and infirmary type prac-

tice with area JCAH accredited hospitals for referrals; also interdisciplinary program plan-

ning. Tennessee license required. Salary to $40,848; also overtime pay. Fringe benefits

include paid professional liability insurance, retirement program and health insurance.

Contact G. W. Oden, M.D., Director-Medical Services, Greene Valley Developmental Center,

Greeneville, TN 37743. Phone (615) 639-2131.

We are an Equal Opportunity Employer
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Effective October 15

NEW TMA GROUP LIFE PLAN

No one knows
your family's

needs better

than you do...

Pnipose:
To provide a lump sum death benefit

(money your family could use to pay
debts—settle a mortgage—start

income producing investments).

So you decide
the amount of

insurance

you need

You, as a responsible provider,

have a good idea of just what
your financial needs and those of

your family really are. You know
how much protection you need

now and how much more you may
require as your family and your

estate grow.

Advantages:
Because this is a group plan,

administration costs are low. If you

were to purchase the same coverage on

an individual basis, the cost could easily

be double—or more.

Therefore, your TMA Group
Insurance Committee believes that

you should have the opportunity to

decide the amount of insurance

protection which is needed to

provide for your family's future

financial security.

The decision is up to you. Your
Group Insurance Committee has

created a fine insurance plan

that gives you a wide range
of options. Options that

will let you tailor a plan to

your specific needs.

The rest is up to you.

Special

Feataies:

Now available in these amounts
for members and spouses

—

$25,000, $50,000, $75,000,

$100,000, $150,000, $200,000,

and $250,000.

Accidental Death Benefit provides

double the lump sum death benefit in

the event the insured dies as a result

of an accident.

Waiver of premium keeps the insurance

in effect, without payment of premiums,

should the insured become totally

disabled prior to age 70.

Coverage for your employees

is available too.
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Commentary

Chicago in the Spring—er^ Summer

AMA 1979

JOHN B. THOMISON, M.D.

Not long ago, in response to a question as to

how the AMA is responding to the administra-

tion’s demands for a federal cap on hospital costs,

former Gov. Winfield Dunn, now an executive of

Hospital Corporation of America, replied that

the AMA is strongly and effectively challenging

this latest governmental incursion into health

care. He went on to stress the need in this country

for a strong and vital AMA, which, he observed,

is currently in a bind, with a declining member-

ship and escalation of its own costs. His wish was

that every physician support the AMA with his

membership and active interest. Governor Dunn
speaks from the position of a careful observer of

the Washington scene, his present assignment by

his employer. It is an enlightened opinion, one

which all our colleagues, especially the 160,000

of them in this country who are taking a free

ride at the expense of the 140,000 of us who

pay our dues, should heed.

That was just one of the problems which con-

fronted the AMA’s House of Delegates, in session

in Chicago the last week in July. As usual, a

couple of issues accounted for a major portion

of the House’s time, but everything wound up in

good time and, although a lot of ground was

covered on the last morning, pretty much on

schedule. It saw Tom Nesbitt finish out his tenure.

when on the last evening Hoyt Gardner, of Louis-

ville, Ky., was installed as the AMA’s 134th

president.

At the opening session, the House was chal-

lenged by its outgoing president to get on with

its work, the reason for its existence. (The address

was carried in our September issue [/ Term Med
Assoc 72:690-692, Sept 1979].) Its incoming

president called for a new commitment to insure

that forward steps in medical ingenuity are not

steps backward humanly and ethically, warning

that mechanistic views can lead to rationing of

care and even of life itself. Between the two ad-

dresses, a lot of water flowed under the bridge

and a lot of rhetoric over the House. We will get

to a lot of it in good time. A lot of it we won’t.

The major bomb dropped was, of course, the

withdrawal of the AMA from the LCCME, which

was covered previously (/ Term Med Assoc 72:

697-698, Sept 1979, and 72:770, Oct 1979).

What the outcome will be is at present obscure.

The above-mentioned bomb coincided almost pre-

cisely with another in Washington, occasioned by

Mr. Carter’s precipitate replacement of Joe Cali-

fano as Secretary of HEW with Patricia Harris. It

is no reflection on her to say that if anyone is less

qualified than Mr. Califano to run the health

aspect of HEW, it is Mrs. Harris. Her background
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AMA HOUSE ACTIONS/Thomison

simply does not fit her for that job, which empha-

sizes the necessity for creating a Cabinet post for

Health separate from that of Education and

Welfare.

Having disposed of the spectacular, we can

turn now to the more mundane but no less im-

portant items to come before the House. A few

years ago one of the trustees remarked that you

take your most trusted friend and make him a

trustee, and he immediately becomes your enemy.

In the last couple of sessions, the House has had

a number of resolutions presented to it which

would effectively do away with the Board, as

under the restrictions so imposed it could take

no action not approved by the House. This was

brought on mostly by concerns over NHI and

fears—or at least expressed apprehension—that

the Board would work to get an NHI bill passed.

And yet the Board has shown itself sensitive to

the wishes of the House, working within the

framework set for it. That this was appreciated

by the House was demonstrated by several votes

of confidence in which controversial reports from

the Board, such as the one concerning the LCCME
and another on NHI, were approved by the House

by a wide margin. In addition, the House, rather

than remain permanently in session to conduct

the day-to-day business, indicated its willingness

to leave that chore to the Board, as spelled out

specifically in Report FF of the Board, which

was adopted. So, at least as of the time of the

House’s adjournment, the Board is back in its

good graces. Things being what they are, we
shall see how long that lasts.

As it is difficult to know where to start as far

as relative importance is concerned, perhaps the

best thing to do is begin at the beginning, and

talk first about the proposed changes in the

AMA’s Principles of Medical Ethics. The most

recent proposal by the ad hoc committee came up

for discussion, perhaps in perpetuity, since ef-

forts to please the membership and at the same

time address certain problems previously men-

tioned in these pages has caused only frustration.

Perhaps this is just as well, as the FTC has indi-

cated that codes of ethics tend to create mo-

nopolies and have the effect of being in constraint

of trade (I am sure you are aware that the FTC
has categorized medicine as a trade). Any new
Principles would therefore have to be approved

by that agency.

The Ad Hoc Committee on the Principles of

808

Medical Ethics, in issuing its final report, proposed

a complete revision of the Principles and made
five recommendations to the House, while Resolu-

tion 71 proposed that only minimal changes be

made in present Principles and requested the

Board to present such a version to the House at

the 1979 Interim Meeting. The resolution was

defeated, and the Report of the Ad Hoc Commit-
tee, by action of the House, will be distributed

to state and county medical societies and specialty

societies for study and consideration by their

houses of delegates for possible revision by the

ad hoc committee. A final report is projected to

be forthcoming at the 1980 Annual Meeting, but

things being as they are, I think resolution of the

problem can scarcely be anticipated by that time.

As long as we have mentioned the FTC, per-

haps this would be as good a place as any to

pursue it a little further. Having determined that

doctors are businessmen, the FTC has set about

protecting the public from what it has chosen

to consider price fixing and monopoly on the part

of Medicine. Taken to its logical conclusion, its

effect would be to remove all control of medical

practice and medical education from the medical

profession. FTC’s latest effort along these lines is

an attempt to remove the influence of physicians

from Blue Cross, and a resolution was passed

by the House which would urge the AMA to use

all means at its disposal to frustrate this effort.

In actual fact, the FTC and HEW find themselves

at cross purposes in many areas, and it will only

be as Congress clarifies its intent that there will

be any resolution to the problem.

The ramifications are too complex to examine

in this rather brief overview, so that this will per-

haps be the subject of another editorial, but the

matter of our relationship to chiropractic and

chiropractors is closely related. The FTC has em-

phasized that although it is indeed Medicine’s re-

sponsibility to protect the public from unethical

and incompetent practitioners, this does not in-

clude elimination of competition. The FTC points

out that there are many nonphysician providers

of health care who perform a real service, and at

least intimates that chiropractors may be among
them. To attempt to halt the practice of chiro-

practic is simply an attempt to eliminate competi-

tion, and is therefore in restraint of trade. It is

here that our code of ethics becomes a really

sticky wicket, and would be certain to run afoul of

FDA standards were it to come before that agency

for review.
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Resolution 138 asks that the House condemn

the Department of HEW for the use of public

funds to promote enrollment of Medicare bene-

ficiaries and HMOs over and above other forms

of health care deUvery. This resolution was

adopted, but is again contrary to current FDA
opinion. When questioned on this, an FDA
spokesman commented that this did not give the

HMOs an unfair advantage, but to the contrary

simply evened the score, physicians up until this

time having themselves had the unfair advantage.

With this sort of philosophy, Medicine can expect

only further difficulties and no help from the

bureaucracy.

The matter of medical manpower is particularly

thorny, as there are conflicting desires on the part

of the membership, and even in some instances on

the part of any given individual. Two resolutions

from the 1978 Interim Meeting were referred to

the Board of Trustees, one of which called for

development of legislation by the AMA to expand

the National Health Service Corps (NHSC)
Scholarship Program, the other asking the AMA
to seek legislation that would correct problems

in the placement of NHSC physicians. This mat-

ter was addressed by Report G of the Board of

Trustees, in which it was pointed out that the

AMA has been supportive of the NHSC since its

inception, and in fact, as pointed out in Report

Q, has in its “Project USA” been responsible for

placing private physicians as voluntary short-

term replacements for federal physicians in areas

of physician need. The problem has arisen from

placement of NHSC personnel in areas adequately

served by practicing physicians. Report G was

adopted with an amendment stating “the issues

raised in both resolutions are inextricably inter-

twined. . . The Board will continue to monitor

the NHSC and will seek legislation correcting the

malplacement of NHSC physicians and setting

definite and reasonable standards to be used in

selecting areas to which such physicians will be

assigned. The Board will seek legislative amend-

ments reinstating local professional medical so-

cieties as participants in the NHSC programs.”

One of the most acute manpower problems

currently is the shortage of military physicians.

This was addressed by Report H of the Board of

Trustees, in which the Board stated that “it is

imperative that steps be taken immediately to

encourage the recruitment and retention of physi-

cians in the armed forces. Therefore, the Board

recommends that there be no denial or reduction

of variable incentive pay because of any obliga-

tory service or any previous federal benefits re-

ceived by the physician.” The AMA has drafted

legislation to reflect this view. The problem is in

danger of being further compounded by the an-

nounced intention of the federal government to

reduce the graduate medical education programs
of the military services, which have served as an
extremely important component of our nation’s

military and medical interest since their inception

in 1947. Rather than reducing these programs,

the need is to increase them. This was addressed

by Resolution 1, adopted by the House, which
gave strong support to continuation of the grad-

uate medical education programs of the military

services, recognizing a potential benefit to the

services in recruitment, retention, and readiness

programs; the House resolved “that the AMA is

greatly concerned that closure of mihtary medical

centers and subsequent reduction of graduate

medical education programs conducted therein

will not only impede the health care mission of

the Department of Defense, but also harm the

health care of the nation by increasing the drain

on trained specialists available to the civilian

sector.” Through the resolution, the AMA went
on record as strongly recommending “that the

military services maintain their graduate medical

education programs at least at present levels to

meet the diverse requirements for physician man-
power in the vital military health care system.”

The problem was further addressed by three

resolutions concerning participation by physicians

in the mihtary reserve programs and National

Guard activities. The major problem in inducing

physicians to participate is the danger of involun-

tary recall or retention in the military service at

times of federalization of the Guard. Adoption of

Substitute Resolution 3 put the House on record

as endorsing improvement of the military medical

reserve program and the National Guard program
to attract needed physician participation, “with

appropriate statutory safeguards against individual

voluntary recall or retention,” with a statement

that “the Department of Defense be advised that

the Armed Forces Reserve and National Guard
recruitment efforts would be improved if physi-

cians were utilized according to their capabilities

in training and appropriately compensated for

their time.” Testimony in the reference commit-

tee was uniformly supportive of these programs

as being necessary to the welfare of our armed

forces, particularly should a national emergency
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arise.

A point of which almost all physicians are

aware seems to be lost on legislative bodies, and

that is that the relationship between continuing

medical education, physician competence, and

improved patient care is tenuous at best, and the

one does not necessarily imply the other. Mea-

surement of physician competence is exceedingly

difificult, and a high mark does not in itself insure

good patient care. Many of those involved with

continuing medical education are having second

thoughts about the mandatory aspects of it, even

though legislatures apparently are not, and two

resolutions ask that the AMA encourage and sup-

port voluntary continuing medical education, and

at the same time oppose linking it to involuntary

recertification, relicensure, or medical society

membership. One of the resolutions called on the

House to urge repeal of any statutory or other

requirements that contain medical education as a

prerequisite for any of these.

Although most of the testimony in the reference

committee conceded the desirability of all of this,

it also was repeatedly pointed out that effecting

it would be exceedingly difficult, and would lead

to all sorts of problems with the FTC, state li-

censing boards, and legislative bodies, so the

teeth were pulled from the resolutions, and Sub-

stitute Resolution 13 which was adopted simply

required that “the AMA continue to encourage

physicians to voluntarily participate in continuing

medical education.” For the same reasons, a

resolution asking that the AMA recommend a

moratorium on recertification programs by spe-

cialty boards, with the exception of the American

Board of Family Practice, was referred to the

Board of Trustees for study. At the same time,

the House adopted Substitute Resolution 91,

which resolved that “the AMA study the current

status of continuing medical education in the

United States, the effectiveness of mandatory

continuing medical education legislation in assur-

ing professional competence, and comparative

charges by organizations conducting CME pro-

grams, and report to the House of Delegates at

the 1980 Annual Meeting.”

At present, licensing laws in all of the United

States license physicians for the practice of

medicine and surgery. No statutory limitations

are imposed, this limitation being effected by

hospital staff requirements and peer pressure.

There is, however, a movement afoot in some
state legislatures to enact laws defining specialty

practice and placing statutory limitations on what
a physician can do. Addressing this problem, the

House adopted Substitute Resolution 18 which

resolved “that the American Medical Association

is opposed to medical licensing laws that define

medical specialty practice and limit a physician’s

practice by specialty, and that this action be com-
municated to state medical societies.”

As I am sure you are aware, litigation in North

Carolina to declare Public Law 93-641, the Na-
tional Health Planning and Resources Develop-

ment Act, unconstitutional failed, and our only

present alternative is to make the best of it. A
number of resolutions were directed toward this

end, the most direct of which was Resolution 118,

which the House adopted, asking that the AMA
continue to work for repeal of the Act. In its

Report J, the Board of Trustees described present

efforts of the AMA to expand state and local

control over the health planning process through

amendment of the Act, should it continue to

exist. Failing these, a number of resolutions ad-

dress the implementation of the Act. As the term

“indirect provider” as presently understood has

become meaningless, having been interpreted to

include such farfetched categories as wives of

pharmacists or optometrists. Resolution 54,

adopted by the House, asked for the deletion of

the category of “indirect providers” in all amend-
ments to the law, and Substitute Resolution 110

asked that the AMA work for an increased role

in health planning for medical societies and physi-

cians at the local level, and a diminished role for

federal legislative and bureaucratic bodies.

The House adopted Substitute Resolution 21,

which would seek elimination or drastic reduc-

tion of HSA funding, and would “actively en-

courage each constituent state medical association

and every component county medical society to

actively urge physicians to express this view in a

positive manner to each member of the Congress

of the United States.” Resolution 33, also adopted,

called for more responsible long range planning,

and legislation requiring the HSAs to solicit and

utilize any regional plans developed by providers

and new legislation (including repeal) to develop

a more rational program. To discourage some of

the free-wheeling and often irresponsible plans

which have been forthcoming. Resolution 36

would require that “the names of those persons,

including staff, serving on HSAs and similar gov-
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eminent commissions, committees, and task forces

that desire plans for the practice of medicine and

delivery of health care, be attached to and become

a part of all such plans.”

In response to Resolution 57 (A-78) the Board

of Tmstees Report Y provided the House with

a study prepared by the AMA Center for Health

Services Search and Development examining

trends in health care expenditures during the past

25 years. It found that while since 1950 expendi-

tures for health care grew at a rate twice that of

total expenditures, medical care accounted for the

greatest proportion of the cost. It was shown that

the growth in expenditures could be broken down
into increases in medical care prices, a growing

population, and increases in both the quantity

and quality of care consumed. Underlying the

growth in prices, quantities consumed and quahty

are changes in the demand for health care, the

supply of health care, and the development of new
medical technologies. Increased third party cov-

erage for health care services, government sub-

sidies and tax policies, and growing real incomes

play an important role in all of these areas. “It

is evident that a significant number of the factors

responsible for rising costs of health care are

outside the influence of health care providers.

For example, general price level changes, popu-

lation growth, real income growth, and govern-

ment subsidies and tax policies will continue to

impact on the cost of health care irrespective of

the actions of the providers of care.”

Although the voluntary effort (VE) for cost

containment appears to be working satisfactorily,

the administration remains adamant in its de-

mands for imposition of mandatory controls on

hospitals. Two resolutions were directed at this

problem, and Substitute Resolution 29 was

adopted in lieu of the two, resolving “that the

American Medical Association continue to recog-

nize that a structured but voluntary cost contain-

ment program will meet the objectives of reduc-

ing the rate of escalation of health care costs

without the inflationary effect of further govern-

ment regulation.” Substitute Resolution 11 urged

the federal government to assess the impact of its

regulatory systems on the cost of health care,

which is considerable and is becoming progres-

sively onerous, and the resolution would urge the

government to eliminate overlapping and unneces-

sary regulations. The resolution also asks that the

Association continue its current efforts to inform

the medical profession and the public of that por-

tion of increased health care costs attributable

to such regulatory systems.

There is the ever-present danger that any cost

containment legislation will have the effect of

rationing medical services, and in fact this is the

inescapable outcome of statutory fiscal constraint.

Substitute Resolution 29 further addressed this

by asking the Association to use all its efforts to

insure “that any cost containment program should

not withhold necessary medical care or unduly

restrict medical research.”

Confidentiality and privacy of medical records

has been in increasing problem over the past few

years, as both patients and third parties seek in-

formation from patient records. It has previously

been tacitly accepted that the notes a physician

makes concerning his patient are his own private

property, and that no other person has an inherent

legal right to information contained in them. It is

obvious that the contents will be different if the

physician knows they will be scrutinized by other

eyes. As a number of states, Tennessee not among
them, have enacted legislation giving patients free

access to their records. Resolution 48 (1-78) re-

quested the Board to assess the impact of this

legislation as to incidence of professional liability

litigation, patient care, and physician-patient re-

lationship. Report B of the Council on Medical

Service is a progress report on the Council’s

implementation of the resolution. The Council has

expressed the difficulty of obtaining objective in-

formation in any of these areas, but claims adjust-

ors generally feel that even though occasional

litigation may develop as a result, in general the

effect is to the contrary, as there is usually better

documentation in open records, and good docu-

mentation usually has the effect of preventing

malpractice claims. The Council will continue to

monitor this development and bring updated, and

it is hoped more objective, information.

Regardless of whether or not patient access to

medical records is permitted, confidentiality of

those records from other eyes must be safeguarded

as requests for, collection of, and maintenance

and use of medical information by various organi-

zations, associations, and licensing agencies pro-

liferate. Substitute Resolution 111 asked the

Association to continue its efforts to insure con-

fidentiality of information by encouraging recon-

sideration of the AMA model state legislation on

the subject and by other appropriate means, and

the matter of safeguarding the confidentiality of

the individual and at the same time protecting
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the public interest, as specified in Resolution 173,

was referred to the Board of Trustees.

A number of scientific items were addressed by

the House, and a number of reports by the Coun-

cil on Scientific Affairs were adopted. Several of

these are appended to this already rather lengthy

report. The first is Report A of the Council con-

cerning indications for aorto-coronary bypass

graft surgery (Appendix A), dated March 1979.

The House adopted this report with the follow-

ing caveat: “Reports such as this evaluation of

coronary bypass surgery do not establish stan-

dards of medical practice or care. The standards

of medical care change and evolve day by day

and locality by locality. In the final analysis, the

standards of medical care are established on the

basis of all of the facts and surrounding circum-

stances.”

The smoking of tobacco again came in for

rather extensive debate, beginning with Report C
of the Council on Scientific Affairs entitled

“Smoking and Health” (Appendix B). Resolu-

tions calling upon the AMA to oppose subsidies

for the growing of tobacco were referred to the

Board for study, but a resolution asking that the

Association oppose television advertising of any

form of tobacco, including chewing tobacco and

snuff, was adopted, as was Resolution 146 which

recommended that the AMA commend those

publications that have refused to accept cigarette

advertising and to circulate a list of such publica-

tions to AMA members. Also referred to the

Board was a resolution asking that the AMA exert

its influence to have smoking banned on com-

mercial aircraft.

Several resolutions called on the AMA to study

the health effects of energy-generating sources,

both the effects of exposure to low-level radiation

and a comparative study of the inherent safety

of nuclear power vs. other energy sources. The

House adopted Substitute Resolution 171 which

urged the Association to continue to monitor

studies of the inherent safety of nuclear power

and initiate model legislative action through the

state societies to allow safe disposal of low-level

medical radioactive waste products within their

borders, and to report back to the House at the

1979 Interim Meeting. In addition, amended

Resolution 166 urged the Association to study

Idle potential risks of exposure to low-level radia-

tion and to disseminate the results of this study

to the people, the media, the profession, and

the Congress.

Report D of the Council on Scientific Affairs

(Appendix C) presents an overview and definition

of an adequate diet, maternal and infant nutri-

tion, nutrition in maturity, and diet in disease,

with recommendations that the medical profession

assume a more active role in teaching people

how to achieve and maintain good health habits.

The House adopted the report, with the same

caveat as previously stated, that the report does

not establish standards of medical practice or

care, which are established on the basis of all

the facts and surrounding circumstances. It also

accepted, with the same caveat. Report B of the

Council on Scientific Affairs (Appendix D) on

the role of dietary management in hypertension

control.

Report E of the Council (Appendix E), which

was adopted by the House, urged the AMA to

implement a six-point action program designed

to emphasize the seriousness of alcoholism and

the importance of the physician’s role in preven-

tion and treatment of the disease. The House also

adopted Resolution 74, which asked the AMA to

consider a public relations campaign concentrat-

ing on the single concept that drunkenness is not

acceptable social behavior.

Report F of the Council on Scientific Affairs,

which was a commentary on the final report of

the President’s Commission on Mental Health,

was referred to the Board of Trustees for further

study, inasmuch as the report recommends that

the AMA support certain recommendations of

the Commission, support others with qualifica-

tions, and oppose still others. The House adopted

Resolution 160 which called for the Association

to support the concept that the de-institutionali-

zation of former psychiatric patients be accom-

panied by adequate support from the community

in the form of rehabilitation and counseling ser-

vices. This resolution was proposed because large

numbers of institutionalized patients are being

released into communities ill-prepared to receive

them, resulting in inadequate treatment and sup-

port, and culminating in dangers to both the

community and the patients themselves. It is a

favor to nobody to release these patients until

adequate support services are present in the com-

munity. Report LL of the Board of Trustees

informed the House of the appointment of an

advisory panel to study the impact of community

medical health centers and indicated that the

panel commentary, incorporating recommenda-
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tions for AMA policy, will be submitted to the

Council for its consideration and a final report at

the 1979 Interim Meeting.

Well, there you have it. Admittedly, it repre-

sents a very quick overview of a small part of a

great deal of material. Many of the resolutions

were not adopted, and others were combined into

substitute resolutions. Many of the lengthy re-

ports have received only a brief mention, and

others have had to be ignored completely, not

because they were unimportant, but because other

things were in my estimation relatively more im-

portant. Many of the reports and resolutions were

referred to the Board for further study, and as

they will be considered subsequently, were not

included in this report.

With those words, we bid a fond farewell to

Chicago in July. See you next spring.

APPENDIX A
Council on Scientific Affairs Report A

Indications for Aorto-Coronary Bypass Graft Surgery: March 1979

The Council on Scientific Affairs of the American Medical Association requested a panel of consultants to review

the current indications for aorto-coronary bypass graft (ACBG) surgery. The consultants considered the place of the

operation in coronary artery disease (CAD), but did not consider all the possible applications of the operation in

combinations of CAD with other forms of heart disease. They recognized that the decision to operate rests upon the

physician’s clinical judgment based upon intimate knowledge of all the patient’s individual qualities and of the perti-

nent literature, and careful laboratory studies, as well as the availability of a surgical team of proven capability in

ACBG surgery. Nevertheless, it was deemed advisable to review the present indications for the procedure as of March

1979 and some of the relevant background information.

Relief of Angina Pectoris

It is generally agreed that this operation initially provides amelioration of the intermittent pain of angina pec-

toris in 80% to 90% of patients who are refractory to adequate medical management; about 60% become pain free

and an additional 20% to 30% improve significantly. This successful clinical outcome, coupled with a steadily de-

creasing operative mortality, has contributed to the widespread application of this treatment for medically refractory

angina pectoris. The ACBG procedure has also been employed in other manifestations of ischemic heart disease

(IHD), such as congestive heart failure, arrhythmia, acute myocardial infarction, and prevention of sudden death.

It has been suggested that, even in the absence of symptoms, bypassing critical stenotic lesions in subsets of patients

might postpone these clinical manifestations and prolong life. Yet despite ten years of experience with this operation,

it is apparent that it has not yet been demonstrated in a scientifically acceptable manner to achieve all of the above

goals. It has been demonstrated to be an effective operation for the relief of symptomatic coronary artery disease, and

in selected situations to prolong life.

One concern with the ACBG procedure has been the discrepancy between symptomatic improvement and the

persistence of laboratory evidence for continued myocardial ischemia in a significant number of surgically treated

patients. It is possible that various mechanisms (i.e., placebo effect, coronary arterial denervation, or perioperative

myocardial infarction) may be partially responsible for the clinical improvement commonly resulting from ACBG
surgery. However, metabolic and blood flow studies have been performed by numerous investigators who have docu-

mented improved myocardial perfusion and metabolism in patients with patent grafts, and this appears to be an im-

portant factor.

Important complications of bypass surgery are perioperative myocardial infarction, graft occlusions, and accel-

erated atherosclerosis in the grafted arteries. In patient series where evidence of perioperative myocardial damage is

actively sought by CPK-MB enzyme release measurement and radionuclide imaging techniques, 25% to 30% of the

patients have evidence for perioperative myocardial infarction. However, if the evidence for infarction is based on
rigid electrocardiographic (EKG) and enzyme criteria, the incidence is considerably lower (5% to 10%). The sig-

nificance of slight enzyme elevations and/or nonspecific EKG changes in the additional 20% to 25% of patients is

not definitely known. Furthermore, currently used methods of myocardial protection during surgery with cold cardio-

plegia are resulting in a significantly lower incidence of this complication.

Saphenous vein bypass graft patency primarily depends upon the adequacy of the recipient coronary artery distal

to the obstruction, but it may also relate to other dynamic circulatory factors and surgical technique. It has been re-

ported, following the placement of multiple grafts, that 10% to 30% of grafts become occluded within the first year

and that there is continuing additional closure of grafts at a rate of 1% to 2% per year.

The VA Randomized Control Trial: Left Main Coronary Artery Disease

In a widely discussed effort to evaluate the role of surgical revascularization by ACBG in the treatment of IHD,
the Veterans Administration (VA) set up a controlled trial of ACBG in 13 VA hospitals. Of 1,464 carefully selected

low-risk patients with stable angina pectoris, good left ventricular function, no evidence of congestive heart failure,

and arteriographically demonstrable arterial narrowing ( > 70% ) in at least one vessel, 90 patients were found to have
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significant narrowing of the left main coronary artery. The half of these who were randomized to ACBG surgery had

a survival rate significantly higher (92%) than that of the medically treated group (76%) after six months. This

difference, which has persisted for three years unchanged, confirmed two earlier less rigorously controlled studies.

The VA Randomized Control Trial: Stable Angina

The 596 patients with stable angina who agreed to cooperate were randomized into groups of 310 medical and

286 surgical patients. The preliminary results after 48 months suggest that survival for that period was not significantly

better in operated patients (with demonstrated single or multiple vessel disease and good left ventricular function)

than in the medically treated control group. This conclusion confirmed two earlier studies that randomized patients,

each in a single institution, between medical and surgical treatment. In the subset of patients with significant triple

vessel disease, later data now demonstrate a trend in favor of surgically treated patients. This trend is supported by
another controlled study which points to a significant reduction in the occurrence of cardiovascular events over four

years in surgically treated patients.

The Surgical Trial Problem

One striking observation that needs to be mentioned in the discussion of surgical trials in general, and of the

VA trial in particular, has been the great disparity among surgical teams in mortality rates and in outcome. Un-
published mortality rates for this operation in the New York City area range from 0% to 14%; in the several con-

tributing VA hospitals it varied from approximately 2% to 12%. This variance in surgical results is emphasized by

the fact that there was one VA surgical group that was able to show, in part because of lower operative mortality

rate, a significant benefit in operated patients when compared with randomized controls.

A recent review of preliminary unpublished statistics from several of the more active surgical teams further

supports the concept that improved longevity may be accomplished in some surgeons’ hands. Some centers are report-

ing that 80% to 90% of their patients’ grafts remain open after one year. They are currently claiming about 90%
five-year survival with 1% to 2% operative mortality—less than 1% in patients without serious compromise of myo-
cardial function. However, these results are not compared with randomized medical controls, and could be influ-

enced by patient selection.

It must further be noted that the VA study patients were operated upon during 1972-1974 when fewer multiple

grafts were being done and when less operative attention was being given to preparation of the grafts, precise location

of the graft insertion site, and minimization of myocardial injury. It is entirely possible that today’s best surgical

technique provides an answer more supportive of the surgical approach. Indeed, it is fortunate that another multi-

center randomized trial sponsored by the National Heart, Lung, and Blood Institute (NHLBI) is currently recruit-

ing patients to examine the outcome over the next five years of medical and ACBG patients from different clinical

settings than the VA hospitals: the Coronary Artery Surgical Trial (CAST). It is hoped that the CAST project will

benefit from the experience of the VA study.

Unstable Angina Pectoris

Additional studies in selected patients with unstable angina pectoris have failed to demonstrate short-term benefit

following immediate ACBG surgery. In two carefully randomized studies, one based on a single institution and the

other a cooperative multicenter trial sponsored by the NHLBI, no significant improvement in longevity was demon-
strated in those patients who were operated upon immediately. However, it must be noted that all patients with left main

CAD were excluded from the studies and that a significant percentage of patients later required surgery because of

intractable angina. The best approach to the management of unstable angina at present appears to be initial stabiliza-

tion medically with surgical intervention reserved for those patients who fail to respond to intensive medical man-
agement, who remain chronically symptomatic on medical therapy, or who are found to have left main coronary

disease.

Unproven Indications for ACBG
There are several other suggested indications for ACBG surgery that as yet remain unproven. These include

Prinzmetal’s variant of angina pectoris, evolving acute myocardial infarction, cardiogenic shock, ventricular arrhyth-

mias unresponsive to medical management, patients resuscitated after “sudden death,” and congestive heart failure

due to IHD. Controlled trials are indicated to determine which of these entities might better be treated surgically.

Increasing emphasis must be directed to the development of diagnostic techniques that will quantify the re-

lationship between coronary artery obstructive diseases and myocardial function, if there is to be a more rational

selection of patients who will benefit by revascularization. The means to broaden surgical competence rest in the

medical profession and depend upon research, education, training, specialty certification, and regulation of hospital

privileges through peer review. The essence of a profession is its self-regulating capacity in accordance with high

ethical and scientific standards.

The primary physician must appreciate that most patients with mild angina pectoris do not require surgical

management. It must also be appreciated that the use of ACBG does not lessen the importance of rehabilitative mea-

sures and controlling such risk factors as cigarette smoking, hypertension, hypercholesteremia, obesity, and sedentary

living. Other drug therapy is usually required as well. The exact indications for ACBG surgery remain under careful

and continuing review and cannot yet be precisely stated for most subgroups of patients with IHD at the present time.

Further studies of appropriate clinical and arteriographic indications with careful control of surgical technique and

patient selection are clearly needed before these issues can be settled; they are currently under way.

814 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Summary and Conclusions

At the present time there is agreement among the Council’s consultants that, assuming an acceptable operative

mortality rate, ACBG is indicated in symptomatic patients with CAD and ischemia who present:

• Disabling angina pectoris unresponsive to adequate medical management;

• Critical stenosis of the left main coronary artery; or

• Triple vessel disease with moderate impairment of ventricular function.

There are several suggested indications for ACBG which are under study but remain to be established. Further

research, preferably by randomized control trial, is to be encouraged until more definitive evidence can be devel-

oped. These indications include:

® Other anatomical subsets of IHD than those described above, whether or not symptoms are present;

• Acute myocardial infarction of less than a few hours duration;

• “Sudden death” with successful resuscitation;

• Anginal variant due to coronary spasm (Prinzmetal’s variant);

® Recurrent ventricular arrhythmias;

• Cardiogenic shock;

» Congestive heart failure on the basis of potentially reversible ventricular dysfunction; or

• Unstable angina in the acute phase, refractory to intensive medical therapy.

The operation ACBG is relatively contraindicated in IHD patients with:

o Severe nonreversible ventricular dysfunction;

• Inadequate coronary arterial runoff distal to critical stenosis;

• Acute myocardial infarction, without other surgical indication and of more than a few hours duration; or

• The presence of other serious and untreatable manifestations of arteriosclerotic disease or other advanced de-

bilitating or terminal diseases that are judged by the responsible physician and surgeon to make the risk of

surgery unacceptable.

Reports such as this evaluation of coronary bypass surgery do not establish standards of medical practice or care.

The standards of medical care change and evolve day by day and locality by locality.

In the final analysis, the standards of medical care are established on the basis of all of the facts and surround-

ing circumstances.
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APPENDIX B

Council on Scientific Affairs Report C
Smoking and Health

I. Background and Introduction

As early as 1953, the Board banned tobacco advertising from AMA publications. House of Delegates actions

on the subject of smoking and health have appeared with increasing frequency since the adoption in 1962 of Board

of Trustees Report O, which expressed concern about the health hazards of tobacco products and encouraged re-

search. The various antismoking resolutions submitted by state delegations over subsequent years evolved into Reso-

lution 13 (C-68), which called for physicians to be nonsmoking exemplars and advisors, for the AMA to discourage

smoking through public pronouncements and educational programs, and for the AMA to take a strong stand against

smoking with every means at its command. In November 1969, this resolution was amended by the addition of a

fourth resolve directing AMA to point out to Congress the incongruity of spending tax dollars for production and

sale of tobacco as well as for antismoking programs. Resolution 13, as amended, has been reaffirmed periodically.

In other actions, the House has recommended separation of smokers and nonsmokers on commercial aircraft;

discouragement of smoking during House of Delegates meetings; AMA encouragement of the public to adopt health-

ful lifestyles including abstinence from tobacco products; use of AMA influence to get tobacco price supports dis-
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continued; and cooperation with constituent societies in support of legislation to protect nonsmokers from tobacco

smoke.

Given the fact that most Americans (including those who smoke) recognize the hazards of smoking, the growing

national antismoking effort by public and private agencies, and the growing number and intensity of AMA official

actions on the subject, it seems an appropriate time for the House to adopt a broader and stronger statement on
smoking and health: one that recommends specific actions by physicians, the AMA itself, and government in parallel

with private agencies.

II. Current Antismoking Activities

The three major national voluntary health agencies have been active in smoking education programs, especially

since the first Surgeon General’s Report in 1964. The American Cancer Society, the American Heart Association,

and the American Lung Association conduct programs nationwide through their constituent bodies and also sponsor

and promote national conferences. All three have been active in the effort to influence national and local legislation

regarding all forms of tobacco use.

A report of the National Commission on Smoking and Public Policy, A National Dilemma: Cigarette Smoking
or the Health of Americans, to the board of directors of the American Cancer Society, was published on Jan. 31,

1978. Several of the recommendations are considered in the following comments. The report noted that “as mem-
bers of a free society, we should recognize the rights of informed adults to smoke if they choose. To suggest other-

wise would be to imply a prohibition, which is neither enforceable nor desirable in a democratic society.” It deplored

the failure of the executive and legislative branches to safeguard the public interest and the public health through

regulation of the tobacco industry, and recognized that cigarettes are “both a proven major health hazard and an

economic drain” which should no longer be ignored.

There are also many local organizations such as Action on Smoking and Health (ASH) and Groups Against

Smoker’s Pollution (GASP) that are actively seeking to insure the rights of nonsmokers. The segregation of smokers

and nonsmokers on commercial aircrafts is the direct result of ASH’s leadership.

The National Interagency Council on Smoking and Health (NIC) represents 33 organizations, including the

AMA, that are concerned with the diseases and illness associated with tobacco usage. The NIC has conducted na-

tional conferences for youth and has at present a contract with the Department of Health, Education, and Welfare

(HEW) to promote smoking education programs in schools. These programs are oriented toward student behavior

and in most instances are conceived, designed, and conducted by students.

Besides all of these advocate organizations, there are many antismoking clinics in the private sector. Some are

connected with medical centers and health maintenance programs, others counsel patients individually and in group

sessions for a fee. There are continuing behavioral research efforts toward improving the strategies for getting pa-

tients to abstain from smoking tobacco. Individual practicing physicians have been increasingly attentive to the cig-

arette smoking habits of their patients.

The federal agencies involved include the National Cancer Institute (NCI), the Office of Smoking and Health

(OSH), the Bureau of Health Education (BHE), as well as the Office of the Secretary of HEW. Recently, the NCI,
with consultation from AMA, published materials to aid the physician in helping patients to stop smoking. The OSH
assisted in the production of the 1979 Surgeon General’s Report on Smoking and Health. Until the recent establish-

ment of the OSH, the BHE was the federal government’s prime advocate against smoking and for health activities,

including the development of the National Clearinghouse on Smoking and Health. The Smoking Initiative Program
of the Office of the Secretary of HEW was launched in January 1978 and was followed by the 1979 Surgeon Gen-
eral’s Report. Continued emphasis in this effort will be given by the OSH.

The 1979 Surgeon General’s Report builds upon the 1964 Surgeon General’s Report. There remains no doubt

that the morbidity and mortality in cigarette smokers is in excess over that seen in nonsmokers. This is caused by

arteriosclerotic heart disease, chronic pulmonary disease, cancers of the respiratory tract, the syndrome of sudden

death, and is associated with cancer of the bladder, kidneys, and pancreas, as well as peptic ulcers. Pathological

findings confirm clinical experience, and it has been estimated that tobacco smoke will account for 346,000 deaths

this year in the USA. Pipe and cigar smokers are heir to many of the same ills, but to a lesser degree.

The report points out that while 30 million men and women have quit cigarette smoking since 1964 (a reduc-

tion from 42% to 33% of the adult population), 54 million men and women still smoked in 1978. Further con-

clusions were:

• There is a higher prevalence of cigarette smoking among blacks than whites, blue collar workers than white

collar workers.

• Blue collar workers are especially susceptible to the combined additive effects of cigarette smoking and expo-

sure to toxic industrial agents.

• Six million Americans under the age of 20 smoke; 100,000 of them are 12 years old or younger.

• Teenage girls are now smoking as much as boys. The percentage of girls smoking almost doubled from 8.4%

in 1968 to 15.3% in 1974.

• Not only are more younger women smoking today, but “women are apparently more likely to fail” in at-

tempts to quit smoking.

• There is abundant evidence that maternal smoking in pregnancy directly retards fetal growth, increases the

risk of spontaneous abortion and neonatal death, and leads to deficiencies in growth and development of the

child.

• Life expectancy at any age is significantly shortened by cigarette smoking. A 30- to 35-year-old American
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male who smokes two packs a day has a life expectancy eight to nine years shorter than his nonsmoking

counterpart.

• Coronary heart disease, lung cancer, chronic obstructive lung disease and other cancers of the respiratory

and gastrointestinal tract account for most of the excess morbidity and mortality among smokers.

in. Current AMA Antismoking Activities

In January 1964 the AMA-ERF entered into a five-year agreement with six tobacco companies to conduct a

comprehensive research program on tobacco and health. The agreement was renewed in 1969 for an additional five

years. Ten million dollars were awarded to research grantees over a ten-year period to study the toxicology of to-

bacco products, their effects on carcinogenesis, the cardiovascular system, the autonomic nervous system, the gastro-

intestinal tract, the reproductive organs, and the respiratory system. An account of this research was published in

1978. This volume, Tobacco and Health, relates the AMA-ERF research program and details the work of 844 re-

searchers in 85 U.S. and foreign research institutions who produced 795 papers on the relationshp between tobacco

and health.

In addition to the positions established by the AMA House of Delegates which are cited above, there have been

many other AMA activities in this area. The staff of the Department of Health Education has been represented on
the board of directors of the NIC and provides a member to its Executive Committee. Daily requests for smoking

information are received and answered. The AMA pamphlet Smoking: Facts You Should Know is distributed widely

along with two antismoking posters. Extensive consultation was provided to the NCI Office of Cancer Information

in developing the Helping Smokers Quit Kit for use by physicians. Constituent and component societies of the AMA
have received guidance in conducting smoking education and smoking cessation programs. Numerous presentations

on this topic have been made at national, state, and local meetings.

In spite of all the actions of the AMA and the other groups mentioned in this report, smoking continues to be a

causal factor in the chronic diseases and illness of the people of this nation. To be sure, some progress is apparent.

First, the average per capita consumption of cigarettes has been reduced by about 9% in the past 15 years. Males,

particularly teenagers, are not only smoking fewer cigarettes, but the total number of those smoking has declined.

While there does not appear to be a safe cigarette, recent pathological studies appear to support the contention that

reducing the tar and nicotine content is of significant value. Tobacco sales and advertising are now almost entirely

geared to low tar and nicotine cigarettes.

It is also important to note that physicians have been able to reduce their smoking habits to a greater degree

than any other profession. They are closely followed by dentists. A recent Louis H. Harris poll, conducted for the

Pacific Insurance Company of California, revealed two facts that are of importance to AMA members:
• Most smokers consider the physicians’ advice the most effective way to get smokers to quit. Nevertheless, only

8% of former smokers recalled receiving medical advice to stop smoking.
• Physicians’ advice coupled with prohibition of smoking at work and in public places has a powerful impact

upon the smoker’s attitude toward the habit.

rv. Current Recommendations
In view of the above activities and issues, the Council on Scientific Affairs recommends that

A. The AMA urge physicians

1. To become exemplars for their patients and their communities by stopping smoking themselves, by
placing “no smoking” signs in their offices and waiting rooms and by discouraging smoking in the hos-

pitals where they work.

2. To routinely assess the smoking habits of their patients and encourage them to quit smoking by offering

direct educational assistance or referring them to community smoking cessation clinics.

3. To alert cigarette smokers to the risks associated with smoking and encourage them to recognize and be

sensitive to the needs of nonsmokers; to support education programs, particularly for children, related to

cigarette smoking; and to continue to pressure cigarette companies to produce and market cigarettes that

may be less hazardous.

B. The AMA urge national, state, and local medical and specialty societies to encourage their members to more
vigorous antismoking efforts; specifically

1. To promote healthful lifestyles as the core of preventive programs offered by physicians, health depart-

ments, health plans, and voluntary health associations.

2. To encourage physicians to take advantage of the “teachable moments” that arise when counseling preg-

nant patients.

3. To work for programs in which state Medicaid programs, prepaid health plans, and insurance companies

either sponsor or pay the cost of smoking withdrawal methods for beneficiaries.

C. The AMA
1. Reaffirm past actions on smoking and health.

2. Encourage Congress to pass legislation that would readjust the cigarette tax, phase in the production of

less hazardous and less toxic tobacco, and make the health warning on cigarette packages more explicit.

3. Recommend that the Federal Trade Commission seek to eliminate the use of role models in all advertis-

ing; require warning labels to be displayed everywhere—packages, advertisements, billboards; prohibit any

promotion aimed at the under-19 age group.

4. Advise public and private schools about the very early smoking habits observed in children, and recom-
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mend that smoking by students and teachers not be permitted in elementary through senior high school;

that a comprehensive health education program stressing health maintenance be part of the required

curriculum through 12th grade; that smoking cessation programs tailored to the needs of children be de-

veloped and evaluated; and that student councils and student leaders be encouraged to join in an anti-

smoking campaign.

5. Encourage insurance companies to review and make public their current actuarial experience with respect

to smokers and nonsmokers, and to consider ways of making available to nonsmokers, at reduced rates,

policies for health, accident, auto, life, homeowners, and fire insurance.

6. Make available to physicians patient educational and motivational materials and programs on smoking
cessation.

7. Develop an antismoking package program for medical societies that includes the following;

a. A summary of scientific findings on health hazards of smoking.

b. A suggested medical society antismoking resolution.

c. Model legislation against smoking in public places.

d. Guidelines and educational materials for development of community antismoking programs.

8. Provide financial support to promising behavioral research efforts into why people, especially youth, begin

smoking, why they continue, and why and how they quit.

9. Continue to encourage research into further reducing the risks of cigarette smoking.

10. Develop and promote for all segments of society, but especially for youth, a consumer health-awareness

smoking cessation kit.

11. Commend the following agencies for their exemplary efforts to inform the Congress, state legislatures, edu-

cation officials and the public of the health hazards of tobacco use: American Cancer Society, American
Lung Association, American Heart Association, Action on Smoking and Health, Inc., Groups Against

Smoker’s Pollution, National Congress of Parents and Teachers, National Cancer Institute, and National

Clearinghouse on Smoking (HEW).

APPENDIX C
Council on Scientific Affairs Report D
AMA Concepts of Nutrition and Health

The effort by physicians, nutritionists and other health professionals to educate the public about food and nu-

trition is no easier today than it was in 1938 when the observation was made that: “More food notions flourish in

the United States than in any other civilized country on earth, and most of them are wrong. They thrive in the minds
of the same people who talk about their operations; and like all mythology, they are a blend of fear, coincidence and
advertising.” ^ Most people have little genuine knowledge about the science of nutrition; what they call “nutrition” is

not likely to be founded in science at all.

The public is continuously distracted by announcements of hazards associated with foods, food additives, or

given dietary practices. Many warnings are unfounded or premature, but the fears thus engendered adversely influence

attitudes about foods. The public is also misled by extravagant claims of health benefits derived from the use of cer-

tain foods or nutrient supplements.

An Adequate Diet

Research and clinical experience continually confirm the lack of absolutes in human nutrition. While the human
need for many different nutrients is well established, the exact amounts required are not known. Requirements for

nutrients are influenced by genetics, environment, the nature of the diet, and by the homeostatic demands under

changing physiological conditions expressed as growth, reproduction and response to the stress of injury or disease.

The establishment of standards or guidelines for nutrient and energy needs is a difficult procedure. Such stan-

dards are in fact estimates, or the judgments of expert committees. In the United States, the Recommended Dietary

Allowances (RDA) ^ serve as standards for achievement. It should be understood that the RDA are not standards

of minimum requirements; they are amounts of nutrients and calories that should adequately nourish most healthy

people.

For the most part, man is able to maintain health with a rather large range of nutrient intake. Short-term defi-

cits in nutrient and energy intakes will not jeopardize health since small deficits are easily repleted. Long-term con-

sumption of an inadequate diet, however, will lead to nutrient deficiencies; the most common one in the United

States is iron deficiency.®

The effects of excessive intake of nutrients and other components of food will depend upon the particular com-

pound, the extent and duration of excessive intake, the efficiency of liver and kidney function, and the presence or

absence of appropriate compensatory and detoxification mechanisms. There are no known advantages to the ingestion

of quantities of nutrients greatly in excess of need other than for the correction of deficiency diseases or satisfaction

of exaggerated requirements caused by metabolic or absorptive abnormalities.
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Two advantages of a widely varied diet are the low probability of excessive exposure to any one noxious com-

pound and the high probability of receiving all essential nutrients.

The Daily Food Guide developed by the U.S. Department of Agriculture is a very helpful guide to food selec-

tion.^ It permits people to plan adequate diets by selecting foods rather than calculating amounts of nutrients (the

latter procedure being impossible in any practical sense) and has proven to be effective in teaching illiterate persons.

Foods are divided into four groups on the basis of similarity in composition and nutritive value: milk and its prod-

ucts; meats, fish, poultry, dry beans and other excellent protein sources; vegetables and fruits; and bread-cereals. The

key to the plan is in the recommended numbers and sizes of daily servings from each group. In fact, the plan may be

viewed as a model of rnoderation in developing dietary habits, but this feature is often ignored. A few examples of

serving sizes for the adult illustrate this point: Milk Group—two or more servings (8 oz of whole or skim milk

equal one serving); Meat Group—two or more servings (3 oz of meat equal one serving); Vegetable-Fruit Group

—four or more servings, with emphasis on valuable sources of vitamins A and C (% cup of most vegetables consti-

tutes a serving); Bread-Cereal Group—four or more servings (one slice of bread equals one serving). Perhaps the

most often overlooked aspects are the number and size of the servings in the meat group. Note that only 3 oz is con-

sidered a serving!

Adhering literally to the minimum servings recommended by the Daily Food Guide will provide about 1,300

calories and from 80% to 120% of the RDA for nutrients. It is, therefore, a good basic guide for weight reduction

or for very sedentary people who can subsist on about that number of calories. Normal, more active individuals with

more conventional nutrient and energy requirements can meet their needs by way of more or larger servings and by

way of utilization of foods not specifically mentioned in the guide, namely, fats, oils, and sugars. Foods such as table

spread, salad dressings, jams, gravy, most desserts, unenriched cereal products, etc. provide some nutrients and they

certainly provide calories. Moderation does not imply avoidance of such foods; moderation suggests that good sense

be used in deciding the frequency and size of servings consumed. The exercise of good judgment is doubly important

in the case of alcohol consumption. Alcohol is a liver toxin and is second only to fat as a concentrated source of

calories.

Appreciation of what constitutes appropriate serving sizes is one of the imperatives of good nutrition. The normal

individual rarely needs to avoid any item of food. The prudent person will learn the amounts of various foods that

can be eaten for good nutrition and weight maintenance or weight loss.

Maternal and Infant Nutrition

Maternal Needs: The proper nourishment of pregnant and lactating women is the vital first step in assuring well-

nourished infants. Ideally, nutrition counseling and appropriate dietary modifications should be accomplished well

before pregnancy begins. Couples anticipating their first child may be quite receptive to dietary and health guidance

for their own welfare and that of the child. Teenage pregnancy poses special problems in that the nutritional stress

of pregnancy may be superimposed on an immature and already inadequately nourished adolescent.

It is now generally accepted that weight gain during pregnancy should be at least 22.0 to 26.4 lb, gained at a

steady rate of just under a pound per week after the first trimester of pregnancy.® When a woman has gained exces-

sive weight during the first trimester or so, however, it would be ill-advised for her to attempt to keep her weight

constant during the remainder of the pregnancy. Calorie restriction would have to be such that both mother and fetus

would be at risk of nutritional deprivation.

Nutrient and energy needs are considerably increased during pregnancy and lactation. Requirements are greater

for protein, calcium, phosphorus, iron and folic acid in particular, and there are modest increases in the need for

other vitamins and minerals.^ In order to counsel the pregnant or lactating woman about her diet and make a judg-

ment about the need for dietary supplements, the physician must consider the increased needs for nutrients as well

as the patient’s diet history and current nutritional status. Particular attention should be given to iron and folic acid

intakes because of the increasing demands on the maternal hematopoietic system. The malnourished woman may re-

quire considerable nutritional rehabilitation as quickly as possible and as early as possible in the pregnancy. It is

not appropriate, however, to recommend weight reduction during pregnancy or lactation.

Infant Needs: Infants experience their most rapid growth during the first four to six months. Full-term, newborn

infants should be breast-fed, unless there are specific contraindications or breast-feeding is unsuccessful.^ The breast-

fed infant has health advantages that are not shared by infants who are formula-fed, even though modern commer-
cial formulas are skillfully designed to meet nutritional needs. Nutrient absorption from human milk is generally

superior, especially for fat and iron. The amino acid composition of human milk is particularly suited to the meta-

bolic requirements of newborns. Many of the immunologic advantages of breast-feeding are credited to the presence

in human milk of bacteriostatic proteins (lactoferrin and transferrin) and secretory IgA plus lysozymes. Breast-

feeding also protects the newborn against the introduction of foreign food antigens. The AMA urges that better

efforts be made to educate the public and the profession about the advantages of breast-feeding.

The decision to breast-feed should be made well before the birth of the infant. This gives prospective parents

time to learn about the physiological and psychological aspects of breast-feeding and time to prepare for personal

and social adjustments that may be necessary.

The transitional period in infant feeding begins between the fourth and sixth months of life. Single-ingredient

foods are introduced in small amounts one at a time in order to isolate food sensitivities. Hypoallergenic foods such

as rice cereal are first offered; the usual progression is iron-enriched cereals to vegetables to fruits to meats. Human
milk or formula provides the primary nourishment during the initial part of the transition. At about 12 months of
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age, most infants are able to eat a good variety of modified adult-foods.

The proper and gradual introduction of the infant and young child to varied and nutritious meal patterns can

pay dividends throughout life. Immoderate habits learned early in life may be difficult to change later on. Normal
weight for height is the goal. Family counseling of the children about good health and nutrition practices is quite

important. Since today’s children eat so many meals away from the home, they must be educated to make good food

choices.

Some eating patterns, e.g., overeating, can become established early in life and thereafter are difficult to change

unless individuals are highly motivated. Consequently, the establishment of good food habits based upon the judi-

cious use of a wide variety of foods is important. Although responsibility for encouraging good food habits among
children rests primarily with the parents, physicians should take advantage of every opportunity to educate their young
patients.

Nutrition and Maturity

Energy balance may be the most pressing nutritional challenge to be faced in late childhood and once maturity is

achieved. Weight gain after maturity is related as much to lack of exercise as to overeating. Since basal metabolic

rate and energy expenditure in physical activity decline with age, total food intake must be gradually reduced with

time. The nutrient and caloric densities of foods then take on added significance for the person who is conscien-

tious about weight control. Physicians should also be alert for patients who practice the extreme in calorie control,

subsisting on energy intake of a few hundred calories above their basal metabolic requirement. The stress of illness,

injury or pregnancy may compromise marginal nutritionalreserves and place the person in jeopardy of malnutrition.

Nutritional anemias are unnecessarily common in women and older men. The anemias are often related to in-

adequate dietary intake of iron, folic acid or perhaps vitamin B 12 . Osteoporosis is a frequent problem among older

women and some men. Although the precise etiology is unknown, there is some agreement that adequate calcium in-

take and continued physical activity are important in prevention.

Calorically and nutritionally inadequate diets of the elderly are of growing concern. Although food energy needs

decline with age, requirements for the essential nutrients do not decrease appreciably. The nutrition of older people

is influenced by factors common to all age groups: income, social status, isolation, marital status, presence of disease,

and earlier training in food habits.

In addition, there are physiological factors that affect senior citizens, such as their state of dentition; diminished

sensitivity to taste and smell, which reduces food acceptance; reduction in basal metabolic rate, and physical activity;

moderate reduction in digestion, which may make older persons more susceptible to nutrient deficiency; and inca-

pacitation. Psychological factors also play a part. Feelings of rejection and imposition on family, lack of incentive

for health, and loneliness all may lead indirectly to malnutrition.

Diet and Disease

Many problems associated with the “usual American diet’’ and “American food habits” reflect abandonment of

the dictum of moderation. Immoderate habits, namely, overeating, may exacerbate or contribute to the development
of degenerative diseases. Contemporary concerns about diet and disease center on the kinds and amounts of fatty

acids and carbohydrates in the diet, the amounts of sodium, plant fibers, cholesterol, alcohol and total calories, and
also the level of energy expenditure in physical activity.

A common denominator of the various dietary guidelines proposed to modify the risks of chronic and degenera-

tive diseases is the emphasis on restraint or moderation. Few would argue against the concept of “all things in mod-
eration,” though many would say that it is paltry advice in an era unsurpassed in advances in bio-medical research.

In time, when our knowledge of the relationships, if any, of specific food components to the development of chronic

diseases reaches maturity, it may be feasible to make more refined recommendations. Until then, the AMA recom-

mends that the American public give primary emphasis to the achievement and maintenance of the most desirable

body weight and further recommends that this be accomplished through the combination of dietary control and exer-

cise.

This recommendation is considered the most appropriate for healthy people but is also applicable to large

numbers of Americans who are at greater risk of developing certain diseases and to those who must contend with

specific dietary modifications instituted for the management of hypertension, diabetes, coronary heart disease and
other medical problems.

Hypertension: Weight control and sodium restriction are often indicated in the management of hypertension and
in some instances obviate the need for drug therapy. An increase in weight during adulthood correlates positively

with an increase in blood pressure. Individuals with a family history of hypertension should avoid excess weight

gain and also restrict their sodium intake.

Whether the amount of salt in the diet bears a direct relationship to the development of hypertension is not

known. Prudence suggests that moderation in salt intake is desirable for the entire population. For the healthy popu-

lation, total dietary exposure of less than 12 gm of salt a day is suggested as a tentative definition of moderation.

The “usual” intake of salt appears to be on the order of 4.3 gm per 1,000 calories, of which 21% is discretionary

addition by the individual. (Data derived from presentations at the AMA Conference, “Sodium and Potassium in

American Foods,” Washington, D.C., 1978.)

Greater attention must be given to controlling salt intake of the more vulnerable, including cardiac and hyper-

tensive, populations.

It is important to identify persons who are at particular risk of developing hypertension and might benefit from
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early preventive measures.

Diabetes: The most constant feature of individuals who develop diabetes after age 40 is excess body fat. In the

majority of diabetics who are overweight, the first aim of dietary management is to reduce weight to the level con-

sidered ideal for the individual. Diet therapy should be based on caloric needs. Although not all obese individuals

will develop diabetes, obesity and diabetes are often inseparably linked. In families with a history of diabetes, em-
phasis should be given to the maintenance of desirable body weight.

Coronary Heart Disease: A number of risk factors associated with susceptibility to coronary heart disease can

be manipulated. These include elevated plasma lipids, hypertension, cigarette smoking, obesity, and physical inac-

tivity. Measurement of plasma lipid concentrations should be carried out when indicated in physical examinations,

especially in patients from families with histories of early onset or death from cardiovascular diseases. The National

Heart, Lung and Blood Institute guidelines for dietary treatment of hyperlipidemias emphasize that in overweight

individuals the first step is weight reduction to desirable weight.”^ Dietary regimens developed for reduction of plasma

cholesterol call for regulation of the amount of cholesterol and saturated fatty acids, as well as total calorie intake.

The AMA recommends that persons falling into risk categories on the basis of their plasma lipid profiles be given

individualized dietary advice based upon the type of hyperlipidemia diagnosed and that physicians encourage their

patients to achieve or maintain desirable weight.

There is considerable variability among the population as to risk of developing heart disease. It cannot be as-

sumed that the proportions of saturated and unsaturated fat and the levels of cholesterol in the diet are of universal

importance. For healthy people, moderation in fat intake should become the rule of thumb. Fats, regardless of their

source, are of high caloric value.

The AMA recommends that the medical profession assume a more active role in teaching people how to achieve

and maintain good health habits. This may require specific attention to behavioral patterns and attitudes about food
and nutrition, physical fitness, smoking, the use of addictive drugs and alcohol, and the management of debilitating

stress of life and work. Assisting patients to achieve their desirable weight and to develop appropriate patterns of

exercise are among the most important goals.
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APPENDIX D

Council on Scientific Affairs Report B
Statement on the Role of Dietary Management in Hypertension Control

The accompanying statement on the Role of Dietary Management in Hypertension Control, prepared for the

National High Blood Pressure Education Program of the National Heart, Lung, and Blood Institute of the NIH,
the Department of Health, Education, and Welfare, was reviewed by the Council on Scientific Affairs at its meeting

of Jan. 29-30, 1979.

The Dietary Management Subcommittee of the National High Blood Pressure Education Program has made sev-

eral recommendations for the prevention of obesity and the treatment of overweight patients, especially those with

borderline hypertension. It also presents a series of recommendations for the routine use of moderate sodium restric-

tion in the treatment of borderline hypertension, either by itself or in conjunction with diuretic drugs.

The relationship between diet and hypertension is a complex one which bears both upon the cause and the treat-

ment of essential hypertension. For example, there are clear studies which link obesity to high blood pressure. The
high prevalence of hypertension in some societies has been related to the high level of sodium intake in their diet,

although evaluation of the importance of a high salt intake, in explaining differences in the prevalence of hyperten-

sion among populations, is complicated by differences in body weight, potassium intake, and physical activity.

In the management of hypertension, weight reduction has been shown to reduce the level of blood pressure in

certain obese patients and to facilitate the drug treatment of high blood pressure in others. Similarly, there is evidence

that moderate sodium restriction may be helpful in facilitating the diuretic management of hypertension, allowing

the patient to take less diuretic medication and to have a diminished tendency to develop hypokalemia. The need

for an additional potassium supplementation may also be reduced or entirely avoided.

The Council on Scientific Affairs recommends that the American Medical Association endorse these recom-

mendations for the dietary management of the hypertensive patient.
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B. Statement on the Role of Dietary Management
in Hypertension Control

Background

Research results of the past many years attest to the complexity of the causal relationship between diet and

hypertension. That there is a relationship is not disputed; however, its precise nature and applicability to prevention

and control of hypertension remain at issue. The NHBPEP Coordinating Committee has examined the issues as they

are understood today and has developed the following consensus statement on the association of diet and high blood

pressure. The recommendations at the end of this statement are based on this consensus. Although the role of diet

in the genesis of hypertension is noted, dietary approaches to prevention are not addressed extensively.

Contemporary interest is focused on body weight and sodium intake. (The terms obesity and overweight are

used interchangeably throughout this document to denote excess weight although no scientific definitions are in-

tended.) For each, there are two aspects to be considered: importance in the pathogenesis of hypertension and use-

fulness of dietary modification for the management of hypertension.

Dietary Factors in the Pathogenesis of Hypertension

Body Weight: The positive correlation between body mass and blood pressure has been repeatedly documented.

Longitudinal studies of large populations have shown that an increase in relative weight over a period of years is

associated with a rise in blood pressure and several other studies have provided evidence that weight gain during early

adult life is an important risk factor for subsequent development of hypertension. It is worth noting that populations

that do not gain weight with age have a low prevalence of hypertension. Thus, the evidence seems clear that the

calorie imbalance necessary for development of excess weight is an important dietary factor in hypertension. The

mechanism of this association between obesity and hypertension is not yet understood.

Obesity has been identified as a potential contributor to other abnormalities. The association of weight gain

with elevated blood sugar levels and diabetes, high uric acid levels and gout, as well as increases of serum cholesterol

and triglyceride has been well-documented.

Sodium Intake: A high salt (sodium chloride) intake can produce experimental hypertension in genetically predis-

posed animals. Because of this, an excessive salt intake has been implicated in the high prevalence of hypertension in

acculturated societies. In contrast, hypertension occurs rarely in primitive societies that have a low sodium intake. As

attractive as the “salt hypothesis” is, the differences between acculturated and primitive societies include many fac-

tors that could also relate to hypertension. Thus, assessment of the importance of hypertension among populations

is complicated by, among other things, differences in body weight, in potassium intake, and in physical activity.

Factors in Dietary Management
There is considerable information to indicate that dietary changes may help some hypertensive patients control

their blood pressure and reduce their need for drug therapy. The two most promising aspects of dietary management

are weight reduction and restricted sodium intake.

Weight Reduction: In recent years, weight reduction has not been widely used to control high blood pressure in

obese people, although its effectiveness in lowering blood pressure has been demonstrated as well as its value as

adjunctive therapy. For some obese patients with definite hypertension, weight loss has been shown to reduce the dos-

age levels of drugs required and, in a few cases, to eliminate the need for drug therapy. While weight-reducing diets

are likely to contain less sodium than usual diets, sodium restriction is not necessary for the blood pressure reduc-

tions that accompany weight loss.

For borderline hypertension in subjects with excess weight, or in those overweight subjects with drug intolerance,

weight reduction has been suggested as a reasonable first step in treatment, with careful monitoring of progress by

the patient’s physician.

The Committee wishes to stress, however, that the suitability of weight reduction as a therapeutic approach to

controlling high blood pressure must always be determined by the physician during the course of treatment.

While reducing or eliminating dependence on medication through weight reduction may be attractive to both

physician and patient, it is important to acknowledge that a desired level of weight must be reached and achieving

that desired level is not easy for many persons. Further, if arterial pressure is not reduced by weight loss, drug ther-

apy should be used.

Sodium Intake: Clear proof that any but the most rigid sodium restrictions are effective in control of hyperten-

sion is still lacking. However, a few studies have suggested that moderate sodium restriction may be helpful.

It is generally agreed that in the United States, sodium intake is higher than necessary for human nutrition. The
Senate Select Commitee on Nutrition and Human Needs has recommended that all Americans reduce their salt intake

to 5 gm a day instead of the estimated 6 to 18 gm currently consumed daily. The Food and Nutrition Board of the

National Research Council, National Academy of Sciences, will also address this issue in future revisions of their

Recommended Daily Dietary Allowances.

From the available evidence, it would appear that careful application of moderate sodium restriction (i.e., 2 gm
sodium or 5 gm of sodium chloride/day) would not be detrimental, and would probably be beneficial to most hyper-

tensive patients. Less hypokalemia may be noted with diuretic drugs when a low sodium regimen is followed, and

the need for potassium supplementation may be reduced.

An important barrier to effective reduction in sodium intake may be the lack of labeling information that

would enable discrimination between foods high in sodium content and those that are not. Such information is

essential if patients are to successfully restrict sodium intake to desirable levels.
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Recommended Action Steps

As research progresses, practical applications of dietary interventions for treatment of hypertension will become

clearer. In the meantime, dietary management through both weight reduction and lower sodium intake can be pro-

moted. When compared with drug therapy, dietary management has less potential for side effects, is unlikely to be

harmful and in many instances may help control blood pressure. It may be particularly appropriate for borderline

hypertension in overweight subjects where drug therapy may not be clearly indicated, or in cases where drug side

effects are important factors.

The ability of practitioners to apply dietary management should be improved through increased emphasis on

nutrition education in both undergraduate curricula and continuing medical education. At the present time, however,

in using dietary therapy for hypertension, physicians should, when appropriate, seek assistance from qualified nutri-

tionists or dietitians. This is particularly important when extended or intensive dietary therapy is required.

Specifically, the NHBPEP Coordinating Committee recommends the following;

Recommendations for Weight Reduction:

• Weight reduction should be routinely considered in the treatment of overweight borderline hypertensives, both

for its potential in lowering blood pressure and for its general health benefits.

• Practitioners should encourage weight reduction for the obese hypertensive patient, and if blood pressure is

reduced to normal, it should be used as definitive therapy.

• For overweight patients who experience significant side effects from drugs, weight reduction should be con-

sidered as adjunctive therapy to help reduce drug dosages.

• Persons with a family history of hypertension should avoid excessive weight gain and reduce if overweight.

• Prevention or control of obesity in the young should be regarded as having positive health benefits and as a

possible preventive step for hypertension.

• Practitioners recommending weight reduction/weight control should seek to identify a regimen that incorpor-

ates realistic goals for each overweight hypertensive. Practitioners should ensure that adequate dietary infor-

mation is provided.

• Practitioners should recommend a gradual weight loss over time. Drastic weight loss and fad dieting should

be discouraged.

• Research into the relationship between body weight and hypertension should be pursued.

• New and continued efforts to improve patient education in nutrition, dietary counseling for weight reduction,

and improved motivational techniques for adherence to diet therapy which can be implemented in the health

care setting should be actively pursued.

Recommendations for Sodium Intake:

• Moderate sodium restriction should be routinely considered as a possible element in the treatment of all hy-

pertensives.

• Practitioners should encourage sodium restriction, and if blood pressure is reduced to normal, it should be

used as definitive therapy.

• For patients who experience significant side effects from drugs, sodium restriction should be considered as

adjunctive therapy to help reduce drug dosages or increase drug efficacy.

• Persons with a family history of hypertension should be encouraged to restrict sodium intake.

• Practitioners recommending sodium restriction should indicate specific diets appropriate to each patient’s

condition and lifestyle and should ensure that the diet is explained satisfactorily.

• Labeling of sodium content in foods should be encouraged and the development of labeling regulations

should be supported.

• Research on the role of sodium in the etiology and treatment of hypertension should be pursued.

• New and continued efforts to improve patient education in dietary sodium intake and improved motivational

techniques for long-term adherence to diet therapy should be actively pursued.

APPENDIX E

Council on Scientific Affairs Report E

Recommendations for AMA Involvement In Alcoholism Activities

The American Medical Association has long recognized and emphasized the seriousness of alcoholism and the

importance of the physician’s role in prevention and treatment of this disease and its consequences.

Among recent actions, the Council has developed guidelines of medical care for alcoholics, to be used by office-

based physicians as well as physicians involved in alcoholism treatment programs. The House has supported the

labeling of alcoholic beverages as potentially harmful to health, and has urged that there be programs at all levels

of medical education on comprehensive medical and clinical management of patients with alcoholism.

The Council recommends that the following six additional actions be authorized for future involvement of the

Association in this area of major public health concern.
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L Encouraging relevant medical specialty societies to inform their membership about opportunities for pre-

vention and early intervention, especially among women alcoholics and children of alcoholics.

According to the National Institute on Alcohol Abuse and Alcoholism (NIAAA), children of alcoholic parents

are one of the groups at highest risk for alcoholism. NIAAA believes they should receive major attention in epi-

demiological research as well as in diagnostic and therapeutic intervention.

Women, although perhaps at no greater risk than men, have been relatively underserved and underrecognized

with respect to their alcohol problems.

Continuing education programs by specialty societies can promote early identification and treatment of female

problem drinkers as well as male problem drinkers, and can help forstall problems among children. Of particular

interest and importance are the fetal alcohol syndrome, genetic influences, and learned behavior in the developmen-

tal years.

Specialty societies that have potential for addressing these and related issues most effectively include, among
others, the American College of Obstetricians and Gynecologists, the American College of Physicians, the American

Academy of Pediatrics, the American Academy of Family Physicians, and the American Psychiatric Association.

2. Encouraging the broadcasting industry and appropriate advertising agencies to formulate a sustained public

service campaign on the medical and social hazards of excessive alcohol use.

The impact of advertising on both the nature and extent of alcohol use is considerable. In general, advertising

appears to be able to increase per capita consumption of a product, such as alcoholic beverages, as well as to bring

more persons into the market as consumers, by emphasizing the desirable effects of use. Because of this influence, a

well-conceived and comprehensive campaign in all media that calls attention to the harmful effects of alcohol abuse

—and to the dangers of even moderate use by certain individuals at high risk—should have the potential for posi-

tive preventive action; i.e., for decreasing the amount of excessive and unhealthful alcohol consumption.

3. Reaffirming that effective and comprehensive treatment for alcoholic persons requires the involvement of a

physician.

Even though treatment in a given case may be partially, even substantially, carried out by nonphysician person-

nel, the nature of the illness and its physiological effects means that a physician should be responsible for the medical

management of the patient.

NIAAA has indicated that it will create a committee to recommend standards and monitoring procedures for

alcoholism treatment. If it does it should call upon the AMA, as one of the recognized professional associations in-

volved, to submit nominations for committee membership. There should be a major medical input into any recom-

mendations affecting the treatment process.

4. Offering assistance to NIAAA in developing criteria for treatment personnel.

The AMA should become actively involved in establishing training and performance guidelines, not only as they

relate to strictly medical aspects of alcoholism therapy, but also as they apply to nonmedical staff who are part of

the total treatment process for which physicians are responsible.

5. Examining the effects of requiring disabled alcoholic persons to he in treatment to receive benefits under SSI.

Disabled persons who are alcoholic or drug dependent are singled out under federal law. Unlike persons who
have other disorders or illnesses, they must be in treatment to be eligible for SSI benefits. Treatment is defined as

being seen by a treatment program or therapist as least once a month.

NIAAA has called for new legislation that would require “nonpunitive” handling of these applicants for dis-

ability benefits.

Before such legislation is considered, the AMA should take the lead in ascertaining from the treatment com-

munity and other appropriate sources:

(a) Whether present law has resulted in bringing a significant number of persons into treatment who might

otherwise not have been helped.

(b) Whether the requirement of being “seen” has meant only token rather than meaningful treatment.

(c) Whether in the application of the law there are appreciable numbers of disabled persons who do not

seek treatment and do not receive benefits because they are unaware of how to proceed.

(d) Whether there are significant abuses stemming from the requirement that, even if the applicant is in

treatment, benefit checks go to a designated payee rather than to the applicant directly.

6. Urge that quality of treatment not he sacrificed to cost considerations.

In its proposals for a five-year plan to “combat alcohol abuse and alcoholism,” NIAAA presents as an objective

the lowering by 15% of “the national average cost per day of treatment by increasing the ratio of low-cost outpatient

care to high-cost inpatient and residential care.”

Although outpatient care is preferable in many cases, other types of care should not be disregarded if they are

indicated for the patient’s specific condition. Every community, in fact, should have a range of services available

—

a continuum of care so that each patient can receive treatment that is most appropriate and beneficial for him at the

time. The second half of the “cost-effective” equation should not be forgotten.
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Maternal-Fetal Transport:

Inpatient and Outpatient Care

FRANK H. BOEHM, M.D.; MARY F. HAIRE, R.N.; KATHY DAVIDSON, R.N.;

DONALD R. BARNETT, M.D.; and ALLEN P. KILLAM, M.D.

Pediatricians in the past have noted that neo-

natal mortality can be reduced by establishing a

two-way neonatal transport system whereby high-

risk neonates can be transported by vehicles ade-

quately staffed and equipped to diagnose and

treat certain life-threatening conditions in the

newborn.^ After reviewing many of these neo-

natal transports, it seemed that a maternal-fetal

transport performed early in the course of events

might have been advantageous to the infant as

well as to the parents. Transporting the high-risk

pregnant patient to a tertiary center for specialized

care has become more widespread and popular

among medical communities in this country in the

past few years.

Recently, Harris et al ^ reported that neonatal

mortality was lower for maternal transport than

for newborn transport infants in groups compa-

rable for mortality risk. Despite this report, many
physicians believe that sending their patients from

small hospitals to a large medical complex inter-

rupts the special relationship with their patients

and detracts from their overall care. Tertiary cen-

ters in the past have earned a reputation as non-

communicative and depersonalized and, therefore,

have made many rural physicians feel uncom-

fortable in referring their patients to physicians

who may be less well trained than they. There-

fore, in attempts to begin an active one-way ma-
ternal transport system in Middle Tennessee, an

area comprising 37 counties, 46 hospitals, 1.2

million people and approximately 25,000 deliver-

ies per year, it seemed advisable initially to

present an organized plan (Fig. 1).

From the Division of Maternal-Fetal Medicine, De-
partment of Obstetrics and Gynecology, Vanderbilt Uni-
versity Hospital, Nashville.

Reprint requests to OB-GYN Department, T-2302,

Vanderbilt University Hospital, Nashville, TN 37232
(Dr. Boehm).

Educational Approach To Initiate and
Maintain Maternal-Fetal Transports
An educated obstetrical team is comprised of

members who, with or without any guidelines or

regulations, have sufficient knowledge in handling

difficult medical problems, who know what med-
ical care is available and best for their patient,

and who know where to obtain this care. There-

fore, education is the essential ingredient in the

overall approach to the outlying regions. Three

areas were defined, and included local, center,

and community education.

• Nurses—Local. A full-time position was
created for a nurse educational coordinator whose
responsibility was to conduct inservice sessions

Level III

Telephones Outpatient Inpatient

Figure 1. Responsibilities of the tertiary center in

perinatal regionalization.
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every six weeks in each of the 46 hospitals in the

Middle Tennessee area. These sessions provided

nurses in the rural hospital with updated informa-

tion on various aspects of obstetrical care for high-

risk patients without having to leave their home-

towns, and included such subjects as fetal monitor-

ing and inhibition of premature labor. In one six-

month period of this project 125 inservice train-

ing sessions were conducted with an average of

ten nurses at each session.^

® Physicians—Local. Physicians in the Middle

Tennessee area were informed that local, on-site

educational seminars were available. The most

common form for these sessions was staff meet-

ings at which fetal monitoring and other aspects

of high-risk care and regionalization itself were

the most often requested topics. These meetings

provided the busy practitioner with education at

a convenient time and place in his own commu-
nity.

• Nurses—Center. Once a year a two-day

formal seminar on high-risk obstetrical care is

offered at the tertiary center for the nurses in the

Middle Tennessee region and encompasses vari-

ous topics related to obstetrical nursing care. Each

year approximately 75 nurses are in attendance.

In addition, one-day workshops for five nurses

are offered each month at Vanderbilt University

Hospital to discuss common obstetrical nursing

problems in an informal manner. Forty-six nurses

attended these workshops during the first year of

the project.

• Physicians—Center. A formal two-day semi-

nar in high-risk obstetrical care is offered for

physicians each year and is attended by 50 to 75
physicians. In addition, monthly workshops are

offered to five physicians to spend one day at the

tertiary center to discuss in an informal setting

pertinent topics such as pregnancy-induced hy-

pertension, fetal monitoring, premature labor,

premature rupture of the membranes, and ante-

natal care. In the first year 25 physicians at-

tended these workshops.

• Community. Community education involved

an attempt by the local medical team, with ter-

tiary center support, to inform its population as

to what constituted good perinatal care and how
it could be obtained. Community education is

the least developed but is nonetheless extremely

important if regionalization principles are to be

widely adopted. Lay individuals need to under-

stand the regionalization concept and how it can

830

be an adjunct to quality medical care in their

communities.

Consultation

Consultation is the second aspect of the overall

plan and involves various mechanisms centered

around direct telephone communication and trans-

portation of the patient to the tertiary center for

outpatient and inpatient consultation. During the

year after physicians in the Middle Tennessee re-

gion were informed that obstetrical consultation

with a faculty member at the tertiary center was

a telephone call away and was available 24 hours

a day, an average of 15 telephone consultations

per week was requested. Many of these consulta-

tions involved reassuring the physician on a

course already initiated or advice on other treat-

ment modalities which could be considered. Fol-

lowing these phone calls, patients are occasionally

transferred to the tertiary center for additional

tests or for inpatient treatment. Every attempt is

made to allow the patient to return to the local

setting for continued care.

Personalized Approach To Initiating

Transport
Initially, each hospital delivering obstetrical

care in Middle Tennessee was visited so as to

open lines of communication with the professional

members of the obstetrical team,^ which included

hospital administrators, directors of nursing, head

nurses of obstetrics, and physicians administering

obstetrical care. These individuals were informed

that any high-risk obstetrical patient could re-

ceive care at the tertiary center. Physicians were

told that their patients would be cared for by an

attending physician and that rapid follt)w-up was

a high priority. We stressed that the maternal-fetal

transport would encompass such aspects as care

of both the patient and her family, and rapid

follow-up information to the referring physician.^

Positions were created at the tertiary center to

fulfill these promises.

To meet the commitments for follow-up infor-

mation a nurse was hired to coordinate the re-

gionalization project, her responsibilities to include

both care of patients and promotion of com-

munication between referring and receiving physi-

cians. She meets the patient shortly after her

arrival at the center to discuss the plan of her

care and the proposed treatment. Since these pa-

tients are often strangers to both ^he town and

the hospital, and frequently arrive without family

support, the nurse coordinator is important for
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meeting the emotional needs of these patients.

Her job also includes communication to the

referring physician. Whenever there is a significant

outcome, she calls to inform the referring physi-

cian, and when the patient is discharged she sends

a follow-up letter outlining the patient’s care and

recommendations that were made on discharge.

In addition she serves as a resource person for

nurses within the region who require further in-

formation concerning high-risk conditions in preg-

nancy, and as a resource person for improving

nursing care within the individual hospitals.

Results

In the first year of the program 140 patients

were sent to Vanderbilt University Hospital for

outpatient consultative services. Second-year fig-

ures include 193 patients. The types of disorders

and the tests performed are outlined in Table 1

and Table 2, respectively. Inpatient or maternal-

fetal transport resulted when the primary physi-

cian believed his patient could benefit by transfer

from the level I-II facility to the tertiary center.

In the first year of the program 176 patients were

transported to the tertiary center for delivery or

postpartum care.^ In the second year 253 patients

were transported, and based on first quarter data

the projected figures indicate that approximately

420 patients may be transferred during the third

year. In reviewing the first 176 patients trans-

ported from 42 cities, it was noted that 169 were

sent in for delivery while seven were sent in for

postpartum complications.^ The most common
reason for referral was premature labor or pre-

mature rupture of the membranes. Other indica-

tions included hypertension, Rh disease, and

multiple gestations.

Of the 169 patients delivering at the tertiary

center, 56 (33%) underwent cesarean section.

Five-minute Apgar scores revealed that most of

the neonates were bom in good condition, with

139 (77%) having scores in the 7 to 10 range.

Thirteen neonates died, for a neonatal mortality

rate of 79.3 per 1,000 compared to 11.6 per

1,000 in Tennessee in 1976. The average weight

of the neonates delivered was 2,293 gm (range

397 to 4,536 gm) with 12 infants weighing be-

low 1,000 gm, of whom six survived (50%).
Only 2 of the 17 stillbirths occurred after admis-

sion to the tertiary center. Multiple congenital

anomalies represented 17.6% of this group, and

29.0% were associated with abruptio placenta;

therefore, 53.0% of the stillborns can be listed as

preventable, and with earlier consultation or trans-

TABLE 1

TYPES OF DISORDERS—OUTPATIENT REFERRALS

Jan 1, 1977 Jan 1
, 1978

through through

Dec 31, 1977 Dec 31, 1978

No. of patients 140
Reasons for referral

Genetic counseling 40
Fetal age determination 19

Hemolytic disease 13

Hypertension 10

Third trimester bleeding 9

Rule out intrauterine

fetal demise 8
Diabetes management 6
First trimester bleeding 6

Evaluate abdominal pain 5

Post dates —
Other 30

193

116
12

11

8

5

7

5

33

TOTAL 146* 197t

*Total is greater than 140 since some patients had more than
one diagnosis.

tTotal is greater than 193 since some patients had more
than one diagnosis.

TABLE 2

TESTS PERFORMED—OUTPATIENT REFERRALS

Ultrasound 265
Amniocentesis (total tests) 248

genetics 141

delta optical density 81

L/S ratio 26
Non-stress tests 10

Contraction stress tests 8
Other 30

TABLE 3

NEONATAL SURVIVAL*

Inborns Survival Outborns Survival

(%) (%) (%) (%)

1974 10 82 90 35
1975 25 65 75 64
1976 33 61 67 69
1977 37 69 63 67
1978 45 76 55 68

*Less than 1,500 gm.
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port perhaps a decreased rate of fetal death in

utero would have been noted. Every attempt is

made to send patients back to the local environ-

ment following therapy; therefore, it was reassur-

ing to note that the average stay for each mother

transported to the tertiary center and delivered

vaginally was four days (range 1 to 24 days). If

the patient underwent a cesarean section, the

average stay was eight days. The average neonatal

hospitalization was eight days (range 1 to 64).

Analysis of the second and third year information

on maternal-fetal transported patients revealed

similar data.

Guidelines

The following guidelines were developed to

deal with maternal-fetal transports®:

Outpatient Transports—Referring Center

Responsibility

• Should begin with a phone call from refer-

ring physician to receiving physician to arrange a

convenient time to see the patient and to pre-

schedule as many tests as possible.

• May be by private vehicle if both physicians

agree.

• Should include husband or significant other’s

attendance to reduce anxiety.

Outpatient Transports—Receiving Center

Responsibility

• Every patient should be seen by the receiv-

ing physician and the nurse coordinator.

• The referring physician should be contacted

within 24 hours by either telephone or letter to

discuss and outline results and recommendations.

• Whenever possible, patients should continue

under the care of the referring physician.

Inpatient Transports—Referring Center

Responsibility

• Should begin with a phone call from the re-

ferring physician to the receiving physician.

• Should be by recognized medical vehicles

unless both physicians agree that a private vehicle

is appropriate.

• All medical vehicles involved in maternal

transport should include oxygen, IV fluids, pre-

cipitation tray, facilities for keeping the infant

warm if delivery occurs en route, and medications

such as oxytocin (Pitocin), magnesium sulfate,

diazepam (Valium), and calcium.

• Should be accompanied by a physician or

nurse unless otherwise agreed upon by both physi-

cians.

• Should be from unit to unit to avoid un-

necessary delays in emergency room or admitting

offices.

• Husband or significant other should be en-

couraged to travel in the vehicle with the patient

to reduce anxiety.

Inpatient Transports—Receiving Center

Responsibility

• Every patient sent to the tertiary center

should be seen by a physician within 30 minutes

of arrival.

• Every patient should be seen within 24 hours

by the nurse coordinator or other patient advo-

cate.

• Within 24 hours of a significant outcome a

phone call should be made to the referring physi-

cian.

• Within 48 hours a letter outlining the treat-

ment and outcome should be sent to the referring

physician.

• Arrangements should be made to send a

complete discharge summary.
• Patients should be returned to the care of

the referring physician as soon as possible, tak-

ing care not to separate mother and infant if it

can be avoided.

• If patients are sent back to the local hos-

pital for convalescent care, the referral should

again begin with a physician-to-physician phone
call.

Discussion

In 1974, 10% of the neonates weighing less

than 1,500 gm admitted to the Vanderbilt Uni-

versity Hospital Neonatal Intensive Care Unit

were bom at the tertiary center. In 1978 that

figure rose to 45% (Table 3) demonstrating a

significant impact by the overall regionalization

program. Survival figures indicate consistent qual-

ity care with uniform outcome. Careful planning

at the onset of such a program seems advisable.

Initial visits to each outlying hospital expected to

participate in the program, and visits with the

obstetrical team, opened the lines of communica-

tion and seemed to initiate an active one-way

maternal-fetal transport system. Follow-up infor-

mation disseminated to the private physician

referring the patient was and continues to be an

important aspect of the maintenance and contin-

uation of this program. Total care of the patient

and her family is given top priority. The fact that
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patients and their offspring are not separated by

long distance in the early bonding stages, as is

the case with neonatal transport, is an attractive

part of this program. Patients are encouraged to

be with their babies as much as possible.

In summary, an effective maternal-transport

system can be developed and maintained by estab-

lishing open lines of communication between the

practicing physician and the tertiary center and

strongly emphasizing the concept of continuing

education. r ^
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The Doctors, Poor Things

Pity the poor doctors; I mean it. We are getting hit over the head from all directions,

and it is time we were helped. What the federal government is doing to us is easily recog-

nized as madness. They take money from us and from our patients and then they give some
of it back and say, as long as we are paying the bills, we will be in charge. They do not

speak of national insurance for lawyers, nor is national insurance for groceries about to

come, nor has national insurance for rent and clothing been suggested.

If a shoemaker puts heels on your shoes and the heels come off, you do not sue him.

If your new suit wears out, you do not ask the tailor for more money than he has. And
if you are unhappy with the food you buy at the grocer’s, you do not seek to collect

hundreds of thousands of dollars from him.

Some of these differences have been thrust upon us. Everything we do is a matter of

life and death, so that these worrisome burdens are inevitably to be borne by us. For as it is

part of our task to bear the patient’s worries for him, so that we become concerned and he

is relieved of his anguish, we have come to assume, as well, the monetary aspect of his

illness and of its consequences.

We cannot help it that a broken leg is more serious than a tom coat, that an injured

eye is more severe than a bruised fruit or a leaking roof. We have chosen to treat these

problems because it is the overwhelming desire of physicians to help people. But patients

and their legal representatives should remember these things, that where medical treatment

is not to their liking, the awesomeness of the problem is not created by the doctor. The

illness is the patient’s, and where success does not seem to the patient to come about, to

punish the doctor and not the carpenter is not logical.

—Frank Cole, M.D.
Nebraska Medical Journal

luly, 1975
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Oncology Grand Rounds

Carcinoma of Unknown Primary Site

DAVID S. STEPHENS, M.D., and F. ANTHONY GRECO, M.D., Editor

Metastatic carcinoma of unknown primary site

is a common clinical problem accounting for

10% to 15% of referred solid tumor patients

and 3% to 4% of presenting oncology patients.^*®

The site of the primary may be suggested by

a careful history, physical examination and basic

laboratory evaluation. However, the patient often

has no symptoms and signs except for those

caused by the metastases. The diagnostic ap-

proach in these patients may then become a

random “shotgun” search for an occult primary

with multiple radiographic and laboratory tests.

Such an approach is expensive, carries some risk,

and has low diagnostic yield. We will review

several cases of carcinoma of unknown origin

emphasizing important clinical features, and we

will also present a rational approach in these pa-

tients.

Case 1. A 54-year-old man presented with a three-

month history of abdominal pain, nausea, vomiting and

weight loss. Biopsy of a left cervical node revealed

poorly differentiated adenocarcinoma. An upper GI
series, small bowel series, barium enema and IVP were

normal. He was given 5-FU, vincristine, and methyl

CCNU. He died one year after initial diagnosis of widely

metastatic disease. At autopsy no primary site was found.

Approximately one half of patients with occult

neoplasm present with a painless mass or adenop-

athy, while another one third have pain, weight

loss, or functional disturbance as the initial com-

plaint. Another smaller group are found to have

malignant pleural effusions or ascites. The average

patient age is 60 years, and the presentation is

more common in men than women (about 55:

45 ) The median time from onset of symptoms

to diagnosis is AVi months.^

Case 2. A 52-year-old man presented with nontender
enlarging right cervical adenopathy, biopsy of which
revealed squamous ceU carcinoma. Examination includ-

ing direct laryngoscopy failed to reveal primary site. He
remains well without recurrence, five years after a right

radical neck dissection and postoperative irradiation.

From the Division of Oncology, Vanderbilt University

Medical Center, Nashville, TN 37232.

Metastatic cancer in the cervical nodes, espe-

cially of squamous cell histology, has received ex-

tensive reviews in the literature,®'^^ The vast ma-
jority of lesions in a high- or mid-cervical node

are squamous cell carcinomas of occult head and

neck origin (nasopharynx, tongue, tonsil, hypo-

pharynx). A thorough search for head and neck

primaries is indicated because of curative po-

tential. Lung and esophageal primaries account

for many low-cervical or supraclavicular squamous

metastases. Most occult squamous primaries

metastasizing to the cervical region, however, are

not found (64% to 69%),'^’^® even with blind

nasopharyngeal biopsy. Radiation and/or surgical

therapy have been advocated for these metastatic

lesions. Didolkar et al ^ reported a 28% five-year

survival in high- and mid-neck squamous carci-

nomas of unknown primary site.

Metastatic carcinomas other than squamous

cell (undifferentiated, adenocarcinoma, anaplastic

carcinomas) present an even more difficult clin-

ical problem.^'®’^®'^® Despite extensive evaluation

with IVP, sigmoidoscopy, scans, barium studies,

mammography, and even laparotomy in some,

the primary is detected in only 2% to 15% of

patients antemortem (30/264^ 19/121'^ 6/

254^). Nystrom et al demonstrated the inade-

quacy of roentgenographic procedures for identi-

fying primary sites in metastatic cancer of

unknown origin. Of 129 presumably identified

primary cancer sites, only 22 were verified ante-

mortem, whereas necropsy disclosed 25 cases

with false-positive examination results. He con-

cluded that these tests were often misleading,

costly, and of low diagnostic yield, and that they

should be limited to cases with specific organ

dysfunction.

Even autopsy in combination with antemortem

workups will identify only approximately 36%
(328/915) of the primary sites.^-^-"^ Therefore,

over 60% are never discovered. The low inci-

dence of identification has been ascribed to mi-

nute primaries, spontaneous regression of the
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primary,^" or unknowing removal, such as with

D&C.
Bone is the most frequent organ system in-

volved with metastatic carcinoma of unknown
origin, and is associated more frequently with a

primary site below the diaphragm. Although

osteoblastic metastases have classically been asso-

ciated with prostate and breast cancer, they have

also been reported in Hodgkin’s disease, small

cell lung carcinoma, carcinoid, and carcinoma

of the ovary. Brain and lung metastases are

associated more with a primary site above the

diaphragm. High-cervical metastatic nodes suggest

lung, stomach or a pancreatic primary, while

positive axillary nodes suggest breast, lung and

occasionally melanoma origin, and positive in-

guinal nodes in women are associated with uterine

and ovarian primaries. Liver metastases often

imply an intra-abdominal primary.

Often the metastatic pattern displayed at initial

diagnosis may not be typical. For example, in

patients with carcinoma of unknown origin proven

subsequently to have lung primaries, metastatic

bone lesions were rare ( 4%), with a large pro-

portion of female patients.^ Conversely, selected

patients with pancreatic and liver primaries had
an unusually high incidence of metastatic bone
lesions (30%). Also of note is that Didolkar et

al ^ detected histologically different second cancers

in 1 1 % of their occult carcinoma patients.

The site of the discovered occult adenocarci-

noma primaries differs significantly from the

normal distribution of carcinomas (Table 1). Ap-
proximately 20% are pancreatic carcinomas (vs

2% normal distribution). Occult lung (adeno or

undifferentiated) carcinoma with nondiagnostic

chest x-rays is also a common site, especially in

women. Prostate and breast are rare as discovered

sites of occult carcinoma (1.5% and 2% re-

spectively, vs 17% and 26% normal distribu-

tion).

Case 3. A 62-year-old woman referred in 1976 with

abdominal pain radiating to her back was found to have

abnormal liver function tests and liver scan. Liver biopsy

revealed poorly differentiated carcinoma (questionably

adenocarcinoma). Upper GI series, barium enema, IVP
and sigmoidoscopy were normal. With treatment with

5-FU, methyl CCNU and vincristine the liver scan re-

turned to normal. Chemotherapy was changed to weekly

5-FU and she remains well three years after diagnosis.

Five-year survival of patients with carcinoma

of unknown origin, other than squamous cell,

ranges from 5% to 12%, with median survival

seven months from diagnosis. Some of the long-

est survivors have undifferentiated or anaplastic

carcinoma. As in squamous cancers presenting

with cervical adenopathy and no known primary,

radiotherapy or surgical treatment of the meta-

static lesion and systemic therapy with chemo-

therapy have been associated with increased

survival.

It is clear that a random “shotgun” approach

searching for occult malignancy is usually un-

rewarding and expensive, but following certain

steps may have potential therapeutic benefit.

First, pathologic tissue should be carefully re-

viewed. Poorly differentiated carcinoma can be

confused with or at times may not be easily sepa-

rated from amelanotic melanoma, lymphoma,

nonseminomatous germ cell neoplasm, seminoma

and sarcoma. The presence of columnar and gob-

let cells is consistent with carcinoma of colon

TABLE 1

COMPARISON OF OVERALL INCIDENCE OF ADENOCARCINOMA
TO THE INCIDENCE OF ADENOCARCINOMA OF UNKNOWN ORIGIN

WITH DISCOVERED PRIMARIES

Overall Incidence Incidence of Unknown
by Site (%)“ Origin With Discovered

Primaries “

Pancreas 2 19

Lung (male) 20 25
Lung (female) 6 21

Colon 15 7

Digestive (excluding pancreas and colon) 10 15

Ovary 5 4
Prostate 17 2

Breast 26 1.5
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or stomach origin and a negative mucin stain may
suggest renal cell primary but does not rule out

other sites. Electron microscopy and immuno-

histochemical examination may sometimes sug-

gest the origin of the tumor.

Case 4. A 50-year-old man presented in 1963 with

epigastric pain, nausea, and vomiting. Biopsy of diffuse

mesenteric and retroperitoneal adenopathy revealed un-

differentiated carcinoma. He received a course of cyclo-

phosphamide, and 16 years after diagnosis he remains

disease free. Review of original pathological specimen

suggests possible lymphoma rather than carcinoma.

Careful study of a specific symptom or finding

(abdominal pain, GI blood loss, hematuria, ab-

normal chest x-ray, etc.) will be more likely to

identify a primary site.

“Tumor markers” should be ordered in se-

lected patients.

Case 5. A 36-year-old man presented in 1976 with
right arm weakness. Computerized axial tomograms of
the brain showed multiple nodular lesions. Chest x-ray

revealed a mediastinal mass, biopsy of which by medi-
astinoscopy showed “poorly differentiated adenocarci-

noma.” He received radiotherapy to the brain and
mediastinum, with clearing of radiographic abnormali-
ties. Serum a-fetoprotein was not initially obtained, but
within six months he developed a large pleural effusion

and lung mass. Cytology showed malignant cells and
serum ^-fetoprotein was 440 ng/ml (normal less than
25). Immunoperoxidase staining for a;-fetoprotein was
positive in his tumor cells. He was treated with chemo-
therapy which is known to be effective in germ cell

tumors (cis-platinum, bleomycin, and vinblastine) and
had a dramatic response. He returned to work and did

well without symptoms for over a year, but then had
progression of his neoplasm, refused further chemo-
therapy, and died.

As noted above, an elevated serum HCG or

a-fetoprotein in a 15- to 55-year-old man even

without a testicular mass strongly suggests a

germinal carcinoma, a highly responsive and po-

tentially curable neoplasm. A positive estrogen

receptor assay on a sample of metastatic cancer

in a woman suggests breast, ovarian or uterine

primary.^® Although the incidence of prostatic

primaries is low in occult cancer, an elevated acid

phosphatase (prostatic fraction) usually signifies

prostatic carcinoma. Serum calcitonin in medul-

lary carcinoma of the thyroid and a-fetoprotein

in primary hepatic tumors may also be useful in

leading to the appropriate diagnosis.
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CORRECTION

In the Oncology Grand Rounds article entitled “Resectable Lung Cancer,” published

in the August issue of the Journal (/ Tenn Med Assoc 72:594-598, 1979), the word
“cancer” was left out of the first sentence.

The corrected sentence should read, “Lung cancer is the most common cause of

cancer death in the United States, with over 100,000 new cases seen annually, 2,000

of them in Tennessee.”
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X-ray of the Month

A. JAMES GERLOCK, JR., M.D.

A 2 3 -year-old man received a stab wound to his left

inguinal region one evening during a disagreement with

some of his friends. "^Tien blood began to slowly ooze

from the wotmd he was eventually brought to the hos-

pital, where he was found to have a swollen left thigh,

normal pulses and a hematocrit of 34%. Following

stabilization ’with blood and fluid replacement an arterio-

gram of the injured extremiU’ was performed, which

was found to be normal. A left lower extremity' veno-

gram was then obtained. Opacification of the left super-

ficial femoral vein is shown in Figure 1. '^Tiat is your

diagnosis?

(1) Normal venogram
(2) AV fistula

(3) Perforated vein

(4) Deep vein thrombosis

Discussion

This patient brings up some ven- interesting

points from a radiologic point of view. First, the

patient obviously had sustained a penetrating in-

jur}’ in close proximit}’ to major vessels and was

actively bleeding. Was angiography indicated,

and why? Arteriography is sufficiently sensitive

to exclude arterial injur}’ as a diagnosis in pa-

tients ^ith equivocal signs,^ as in this patient, who
although he had received a stab wound in close

proximit}’ to the superficial and common femoral

arter}’, still continued to have good palpable

common femoral, pophteal, dorsahs pedis and

posterior tibial pulses. Arteriography in this pa-

tient showed the arteries to be normal, eliminating

the need for surgical exploration.

Once the major arteries in close proximit}’ to

the stab wound had been elirninated as a potential

bleeding site, attention was focused on the com-

mon femoral and superficial femoral veins. Was
venography indicated, and why? Venography has

been sho^^’n to be an effective means of diagnos-

ing venous injuries in an injured extremit}’.^ Be-

cause of laboratory and clinical data demonstrat-

ing the adverse circulator}’ hemod}’namics of

venous hgation. it is generally felt that if at all

possible injur}’ to a major vein should be repaired

rather than ligated. Studies of total venous oc-

clusion of the canine hind limb by Barcia. Nelson

From the Department of Radiology' and Radiological

Sciences. Vanderbilt UniversiW Medical Center, Nash-
ville, TN 37232.

Figure 1. (A) Venogram of the proximal portion of the

superficial femoral vein showing extravasation of con-

trast material from multiple perforations (arrows).

(B) Contrast material in the mid thigh (arrow) indi-

cates the extent and size of the hemorrhage.

and ’Whelan ^ resulted in a considerable decrease

of femoral arterial blood flow, indicating that

venous obstruction causes venous hypertension

and venostasis, which in mm causes increased

resistance to the inflow of arterial blood. These

authors proposed that the resultant arterial low-

flow state mav increase the tendencv for arterial
^ ¥

thrombosis, leading to tissue death from poor

perfusion even in the presence of a patent arterial

system.

Clinical impressions from the Vietnam conflict

indicate that venostasis alone may jeopardize

an extremit}’ even when the distal pulses and

arterial patency have been restored following an

mjur}’.^'®

Venography of the injured extremit}’ is then

important for diagnosis of major venous trauma

so that it may be repaired to stop bleeding, pre-

vent venostasis, help insure good arterial blood

flow either through normal arteries or sites of

arterial repairs, and prevent deep vein thrombosis

and the compHcations of the post-thrombotic

syndrome.
(Continued on page 844}
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C4 T Scan of the Month

WILLIAM A. LANKFORD, M.D.; GREER RICHARDSON, M.D.; and
STEPHEN GAMMILL, M.D.

In an automobile accident a 37-year-old man
struck his legs smartly against the dash. In the

emergency room roentgenograms disclosed frac-

tures of both patellae, a fracture of the proximal

tibia on the left, and a fracture of the left acetabu-

lum with an accompanying posterior dislocation

of the head of the femur. Reduction was attempted

but was incomplete, as the head of the femur was

separated from the acetabulum by a margin that

was too wide (Fig. 1). At this point, a CAT
scan of the hips was obtained. Please examine

Figure 2 and see if you can conclude why the

head of the femur did not reduce completely.

Discussion

Other causes of incomplete reduction of a dis-

located hip include large hematomas, fractured

cartilage and debris in open wounds. CAT scan-

ning has offered a new modality for evaluation

of this problem as the resolution obtained with

plain films often does not allow adequate assess-

ment of bony fragments within the hip.

The patient presented in this discussion was

taken to the operating room the day following

the scan and the bony fragment was removed. In

addition, the right patella was removed and a

Steinmann pin inserted into the left tibia for

traction. Films in the operating room immediately

following the operation and subsequent follow-up

films showed the left hip to be completely reduced

and in good position.

ANSWER: A piece of bone had been avulsed

From the Departments of Radiology and Orthopedics,

Baptist Memorial Hospital, Memphis, TN 38146.

X-ray of the Month . . .

(Continued from page 843)

FINAL DIAGNOSIS: Perforated superficial

femoral vein with hemorrhage into the thigh.

CUP
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Figure 1. Anterior-posterior view of the pelvis following

attempted reduction.

Figure 2. Computerized tomography of the hips.

from the acetabulum and is “floating” in the hip

joint, preventing complete reduction of the dis-
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FINAL DIAGNOSIS: Fracture dislocation, left

hip, with avulsion fracture of the acetabulum

preventing reduction. r ' ^
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 53 -year-old carpenter was admitted to St. Thomas
Hospital for cardiac evaluation. One month prior to ad-

mission he had an episode of severe “heavy” substemal

discomfort until the evening of admission when shortly

after eating, his substemal discomfort recurred. This

became progressively worse and he was seen in the emer-

gency room of another hospital where morphine was

given intravenously. While being evaluated he suddenly

became pulseless and lost consciousness. He was de-

fibrillated with immediate return of pulse and mentation,

and was transfered to St. Thomas Hospital for further

evaluation.

In the St. Thomas Hospital emergency room he was
slightly obtunded and complained of chest discomfort.

Blood pressure was 110/65 and the pulse was slightly

irregular. A grade II systolic murmur was audible and

he had an S3 gallop. An electrocardiogram was taken

(Fig. 1).

figuration appears to vary but the P waves which

occur at shorter intervals are in the T wave,

perhaps accounting for change in morphology.

The longer RR intervals throughout the tracing

vary and no pattern is discernable in this varia-

tion. The P wave morphology in the longer in-

tervals is normal. The short RR intervals vary

from 0.28 seconds to 0.40 seconds. These P

waves occurring at irregular intervals without dis-

cernible pattern represent premature atrial con-

tractions, and there are short (three and four

beat) runs of atrial tachycardia.

The QRS morphology is of interest. “Sig-

nificant” Q waves are present in I, aVL, and Vi

|,lf,||| I aVIt, aVL, aVr J , _ _ ^ • ‘^**- -***'

Figure 1

Discussion

The electrocardiogram shows an irregular

rhythm. P waves are clearly seen in limb leads

and precordial leads and precede the QRS com-

plexes at appropriate intervals. The P wave con-

From the Department of Cardiology, St. Thomas
Hospital, P.O. Box 380, Nashville, TN 37202.

through V5, significant Q waves being those which

have a duration of .04 seconds or more. Since

the observations of Fenichel and Kugell,^ these

Q waves have been considered pathognomonic

of myocardial infarction. Subsequent work has

shown that the presence of abnormal Q waves

may also be helpful in localizing the area of

myocardium which has been infarcted. Therefore,
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infarction of the inferior or diaphragmatic aspect

of the left ventricle should be expressed by ab-

normal Q waves in leads II, III and aVF, Con-

versely, infarction of the anterior or anteroseptal

area should be associated with Q waves in Vi

through V3 or in the lateral aspect of the ventricle

should be associated with Q waves in V4 through

Ve. The presence of Q waves in standard leads

I and II is associated with a “high lateral” or

“superior” area of infarction. Unfortunately, cor-

relation between the area of necrosis observed

at necropsy and the appearance of Q waves in

the electrocardiogram is less than perfect.^

Many abnormalities have been associated with

Q waves in the absence of myocardial necrosis.

These include left ventricular and right ventricu-

lar enlargement, cor pulmonale, pulmonary em-

bolism, spontaneous pneumothorax, myocardial

disease of nonischemic etiology, Wolff-Parkinson-

White syndrome, intracranial hemorrhage, trau-

matic heart disease and hyperkalemia.^ None of

these is present in this patient.

Prominent ST segment elevation with elevated

J points is present in I, aVL and V2 through Ve.

Conversely, there is reciprocal depression in leads

II, III and aVF. In an evolving infarction or in-

farction associated with ventricular dyskinesis

the ST segments point toward the area of infarc-

tion (they are elevated in those leads identifying

the area of infarction). With progressive evolu-

tion of the infarction the ST segments usually

become less elevated and the T waves become

inverted, but the absence of significant T inver-

sion as seen on this tracing is not unusual in an

evolving myocardial infarction.

This patient had a CPK elevation of 6,500 with

46% MB band. He was treated medically and

found in the CCU to have frequent premature

atrial contractions and short bursts of atrial tachy-

cardia. A single run of ventricular tachycardia

terminated spontaneously.

FINAL DIAGNOSIS: Evolving anterior and su-

perior myocardial infarction. Frequent premature

atrial contractions with short runs of atrial

tachycardia.
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Mental Health Report

A Few Minutes of Prevention

Can Forestall a Lifetime of Illness

CAROLE VACHER-MAYBERRY, PH.D.

Prevention is a word we hear often only after

treatment has been delayed too long. Is it only

human nature that we think of prevention as a

last resort? This probably hits us hardest in the

mental health field when we learn of the suicide

of an acquaintance, a good friend, or, even more

tragically, a member of ouf own family. Our
response may be “I had no idea John was so

distraught,” “He had a model career and fam-

ily,” “He always seemed so jolly,” or “Was there

anything I could have done to help?” Worst of

all is the guilt a family carries: “What did I do

wrong?”

We mental health workers, hke physicians, are

often so busy treating and caring for acute and

chronic illnesses that sometimes we feel we can’t

afford the luxury of prevention. Only in recent

years has medicine made great strides in recog-

nizing early signs of heart disease, cancer, and

stroke that may enable us to prevent these dis-

eases. Dentistry has begun teaching adults and

children the importance of proper diet, fluorida-

tion, and brushing and flossing of the teeth to

reduce gum disease and tooth decay. The public

health field was one of the first advocates for

preventive health measures with its emphasis on

discovering causes of diseases such as smallpox,

diphtheria, and typhoid, and developing early

detection, hygiene, and immunizations.

We need to ask ourselves what we are doing

to prevent mental illness. Unfortunately we have

been slow-moving in this direction, but with the

emphasis given to prevention by the President’s

From the Overlook Mental Health Center, 5908 Lyons
View Pike, Knoxville, TN 37919.

Commission on Mental Illness, and the focus by

the Tennessee Department of Mental Health and

Mental Retardation this year, we can foresee

many encouraging developments.

In looking at the way in which physicians and

mental health workers can best work together

in preventive activities, we find three types of pre-

vention. Primary prevention consists of efforts to

obviate an illness before any disability occurs.

Preparation of individuals for normal life crises

such as school entry, adolescence, marriage, birth

of the first child, unemployment, divorce, retire-

ment, or death of a loved one can help promote

good mental health by teaching anticipatory re-

sponses to these life transitions. Parent education

courses, youth hotlines, and premarriage or pre-

retirement seminars and workshops can prepare

individuals for times in their lives when they may
be most vulnerable to stress. Primary prevention

aims at helping healthy individuals stay well.

Secondary prevention is concerned with the

early detection of illness and identification of

high-risk groups who may be subject to illness.

The goal is to halt the progression of a disability

by strengthening the coping abilities of the indi-

vidual or developing social supports within the

community that will enable him to function well.

Mental health workers sometimes assist commu-
nity caregivers (physicians, nurses, teachers, min-

isters, police, etc.) who have immediate contact

with these high-risk individuals to help them

recognize early signs of emotional problems and

decide when to treat or to refer the person to a

mental health professional. As a physician might

look for lumps in the breast to detect breast

cancer, a mental health professional looks for
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early warning signs of emotional problems such

as insomnia, headaches, fatigue, decreased libido,

irritability, school failure, school or job absence,

or sudden changes in behavior. If a young mother

is having difficulty coping on the job or caring

for her child because of the newness of being a

single parent, the social support of family, neigh-

bors, church, or even a self-help group such as

“Parents Without Partners” or “Widow to Widow”
could be enlisted. Attempts to increase her cop-

ing skills may be increased by directing her to a

trained psychotherapist, a class in assertive train-

ing, or a stress management course.

A third type of prevention familiar to physi-

cians and mental health professionals is activity

geared toward preventing chronic illness or re-

lapse. Just as a physician may treat tuberculosis

to cure the individual and keep him from spread-

ing the disease to the family and community, a

therapist may treat a depressed person to prevent

further personality deterioration and alleviate

burdens upon other family members. If the de-

pressed individual has been in a mental hospital

he may benefit from referral to a group such as

Recovery, which is designed to help former

mental patients control their symptoms.

Physicians may reach out to the community

for support groups to assist patients who will have

a laryngectomy, colostomy, or mastectomy. Indi-

viduals suffering from cancer, stroke, cystic

fibrosis, dysautonomia, epilepsy, diabetes, or

various addictive conditions (alcohol, drugs, gam-

bling) can also obtain assistance from mutual help

groups for these problems.

Preventive activities in health and mental health

can reduce the need for treatment if we continue

to be alert to high-risk health and mental health

individuals in the community. Therefore, use the

social support systems of family, neighborhood,

and community, and refer individuals to resources

that will enable them to develop problem-solving

and coping skills. r ^

SUGGESTED READING

1. Caplan G: Principles of Preventive Psychiatry. New York,
Basic Books, 1964.

2. Gartner A, Reissman F: Self-Help in the Human Services.

San Francisco, Jossey-Bass, 1977.

3. Klein DC, Goldston SC (eds) : Primary Prevention: An
Idea Whose Time Has Come. Washington, IDC, Superintendent
of Documents, US Government Printing Office, i977.

4. Vacher CD, Stratas NE: Consultation-Education: Develop-
ment and Evaluation. New York, Human Sciences Press, 1976.

848

Quinamrri
AVAILABLE ONLY ON PRESCRIPTION

Brief Summary

INDICATIONS; For the prevention and treat-

ment of nocturnal recumbency leg muscle

cramps, including those associated with

arthritis, diabetes, varicose veins, throm-

bophlebitis, arteriosclerosis, and static foot

deformities.

CONTRAINDICATIONS: Because of the

quinine content, Quinamm is contraindicated

in women of childbearing potential, in

pregnancy, in patients with known quinine

sensitivity, and in patients with glucose-

6-phosphate dehydrogenase deficiency.

Hemolysis (with the potential for hemolytic

anemia) has been associated with a G-6-PD
deficiency in patients taking quinine.

PRECAUTIONS: Thrombocytopenic pur-

pura may follow the administration of quinine

in highly sensitive patients. Recovery will fol-

low withdrawal of the medication.

Cinchona alkaloids, including quinine, have

the potential to depress the hepatic enzyme
system that synthesizes the vitamin K-de-

pendent factors. The resulting hypopro-

thrombinemic effect may enhance the action

of warfarin and other oral anticoagulants.

ADVERSE REACTIONS: Aminophylline

may produce intestinal cramps in some
instances, and quinine may produce symp-

toms of cinchonism, such as tinnitus, dizzi-

ness, and gastrointestinal disturbance. If

ringing in the ears, deafness, skin rash, or

visual disturbances occur, the drug should

be discontinued.

DOSAGE AND ADMINISTRATION:
1 tablet upon retiring. When necessary,

1 additional tablet may be taken following the

evening meal.

Product Information as of September, 1977

U.S. Patent 2,985,558

Merrell
MERRELL-NATIONAL LABORATORIES Inc.

Cayey, Puerto Rico 00633

Direct Medical Inquiries to;

MERRELL-NATIONAL LABORATORIES
Division of Richardson-Merrell Inc.

Oincinnati, Ohio 45215, U.S. A.

Licensor of Merrell"

8-3305 IY371AI



James W. Hays

pie/iclcfir/
p09«

Reflections of a Physician

Recovering From Drug Addiction

I have recently had the opportunity to converse with a colleague and friend about a very serious

and tragic problem—his drug addiction. I thought to read his comments would be more impressive, so

I have reproduced them for your benefit.

“Space will not permit giving the details leading to my drug addiction. There is no way to

describe the severe depression, guilt, hopelessness, and isolation I experienced during my
addiction. Only people who have been there will understand what I mean.

My recovery finally began when I was directed to a superb alcohol and drug rehabilitation

program designed specifically for doctors and dentists. There I found out I suffered from the

disease of chemical dependency. It makes no difference whether your drug of choice is alcohol,

narcotics, barbiturates, tranquilizers, etc. It is all the same disease. There is a strong genetic

predisposition to this disease.

For years I honestly tried to use willpower to stop the drugs. I found out willpower has

virtually nothing to do with recovery. I personally know of no one who solved his problem

with willpower alone.

This is not a psychiatric disease. I have great respect for psychiatrists and frequently refer

patients to them, but the psychiatric approach to chemical dependency has an extremely low

success rate.

The keys to recovery are

—

• Accepting the fact that you are an alcoholic or addict and have been unable to manage
your own life.

• Seeking a significant alcohol and drug rehabilitation program, preferably one where there

are other physicians with the same disease.

• Continuing aftercare with groups like Alcohohcs Anonymous or Narcotics Anonymous.
Almost no chemically dependent person will seek or accept treatment until he has reached

‘bottom.’

If you know of a colleague who has a major alcohol or drug problem, you can hasten his

recovery by calling the disabled doctors program for the state of Tennessee. I can assure you

that you are doing him no favor by looking the other way. This approach might ultimately

result in his death.”

To add to his comments, genetic studies have indicated that if one parent is an addict that children

are 35 times more likely to become addicted. If both parents are addicts the chance is 400 times

greater.

The “bottom” to which he referred was the loss of his license to practice medicine and loss of his

“self-esteem.”

If one would enumerate the mistakes made in this gentleman’s case, there would be many. Only

one pharmacist refused him drugs, although he used his own or his wife’s name on the prescriptions.

The reluctance of the pharmacists to report him as a potential abuser, or to identify themselves when
reporting their suspicions. The hesitancy of other physicians to force him to acknowledge his problem.

The acceptance of an inadequate treatment program as a shortcut to a cure, rather than the early

involvement of a disabled doctors program.*

If the addict refuses to accept or to seek assistance, then it is mandatory that the Board of Medical

Examiners be informed.

It would appear that four months of therapy with continuing aftercare, as noted, is a necessity. With

this approach, the disabled doctors program in Georgia, after three years of treating approximately

170 physicians and dentists, has a 90% recovery rate. We learn the hard way. Let’s don’t make the

same mistakes again!

Sincerely,

PRESIDENT

*TMA Impaired Physician Program—Telephone (615) 327-2711; outside Nashville call collect.
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Some Thoughts for Thanksgiving

As the stewardess on a Dallas-bound 747

handed out Dallas newspapers to passengers

boarding in Honolulu, I heard a man say, “It sure

is good to see an American newspaper again.” It

took me a moment to translate his message, be-

cause in the first place, Honolulu is American,

and in the second place, I had been reading the

Honolulu newspapers for a week, and couldn’t

see much difference in them and mainland papers.

But the decoded message came out as the same

sort of parochial nonsense that has kept the hu-

man race in general and this nation in particular

perpetually divided.

Maybe it was the names—many of them Poly-

nesian, Chinese or Japanese—that bothered him.

Maybe he missed those good old Anglo-Saxon

names like El Paso or San Antonio or Memphis

or Tennessee or Beaumont or Amarillo—or Chat-

tanooga or Tchula or Minnesota or

—

I have a book about travels in the far west,

written in the mid- 1700s. It concerns the area

between the Allegheny Mountains and the Missis-

sippi River, roughly encompassing what is now
western North Carolina, Tennessee, and Ken-

tucky. The area across the river was inhabited by

a lot of heathen, such as Indians, Frenchmen,

Spaniards and so on. And it was dangerous—not

that it wasn’t dangerous on this side, too, but then

this side was ours (also inhabited by a lot of

heathen, such as Indians and Catholics—and, oh,

yes, black slaves. But they didn’t count.).

When the handful of settlers at Plymouth colony

joined their Narragansett neighbors for that first

Thanksgiving 300 or so years ago—not long,

really, in the annals of the human race, or even

western civilization—they were thanking God for

having brought the few survivors of the Mayflower

through their first year with enough surplus for

the coming winter. Since that time, due in no

small measure to the immigration of a lot of in-

dustrious people, this nation has enjoyed growth

and prosperity unprecedented in human history.

But it has not been without cost, and a lot of the

cost has been in exploitation. As the country

moved westward, every new development was

preceded by land-grabs, with exploitation of the

current inhabitants. Hawaii was no exception. It

just happened more recently.

A few miles from Honolulu, up the east coast

of the island of Oahu, lies Temple Valley, with

its Temple Valley Memorial Park. The valley gets

its name from the beautiful Japanese Temple,

erected in 1962 by the Buddhist bishops of Ha-
waii, which lies at its far end. Various areas of

the park are designated Japanese, Chinese, Korean

—all doubtless Buddhist. But Christians rest

there, too, in designated Catholic and Protestant

cemeteries.

A Hawaiian singer pointed to a member of the

band he was singing with as being the only pure

Polynesian in the show, and commented that there

aren’t very many of those around anymore. The
rest, he said, are “chop suey”—^but we’re all

Hawaiians, he said. At the annual dinner of the

Hawaiian Medical Society I sat down with my
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Hawaiian CME counterpart, a native-born Ha-

waiian pathologist of Japanese extraction, a grad-

uate of Nebraska Medical School, where he also

took his training. The HMA president, from

Kauai, is a Japanese-Hawaiian named Goto, and

the president-elect a Caucasian-Hawaiian (from

California) named Bell. If you closed your eyes,

your ears couldn’t tell you weren’t at the annual

dinner of TMA. They share our problems of ris-

ing costs, medical and otherwise, inflation, taxes

and energy shortages. One of the older physicians

ex-U.S. Navy, WW II vintage, says it isn’t as good

with statehood as it was in the “old days.” On
the other hand, where is it as good? Or maybe
as bad, depending on the subject. But it is differ-

ent, as it is everywhere else, and as it would
have been there, statehood or no. And anyway,

said one cab driver, all the Hawaiians have moved
to California and the Californians have come to

Hawaii.

When President Lincoln declared the last Thurs-

day in November a permanent day of Thanksgiv-

ing, it was to be for the nation itself. Hawaii is

now, and for a quarter of a century has been, a

part of it. We have taken pride in being a melting

pot, but lately we seem to have departed from it,

as ethnic lines become increasingly clearly drawn.

The Hawaiians make it clear that regardless of

extraction, they are all Hawaiian—and American.

As one of the guides said, “I used to call you
tourists. Now I call you cousins.”

It is easy to become all done up in being

“American” (meaning what the islanders refer to

as mainland). Maybe we need to stop for a mo-
ment and relearn from our Hawaiian cousins what
being American really means.

J.B.T.

Pappy

End of the Line:

The Passing of a Friend

The old order changeth, yielding place to new,

And God fulfills Himself in many ways
Lest one good order should corrupt the earth.

Tennyson—Idylls of the King

I have no quarrel with most of that passage,

except maybe the last line, which seems to imply

that all change is for the better, which I don’t

for a minute believe. I believe God is in control

and somehow it all fits into His ultimate plan—or

at least, man is not able to mess up God’s ultimate

plan. But that is about the only thing man is not

able to mess up. And lately we seem to be having

a go at most of the rest of it.

When I was a boy growing up on Lookout

Mountain I spent many summer days on the trails

along its side. You could look for miles out along

the valleys and watch the changing shadows of

the clouds on the river, or see the trains rolling

into Chattanooga from Nashville and Birming-

ham. You could follow them along the valley as

black snakey lines topped with streamers of white

smoke billowing out from the front end. There

were lots of them—you could almost always see

at least one and usually more.

Both of my parents were from small towns,

where watching the train come in was a favorite

Sunday afternoon pastime, and trains never lost

their fascination for my father. Sunday afternoons

might find us down in the valley at the N.C. and

St.L. Station looking at the “General,” the famous

old engine of the late unpleasantness between the

States, or maybe at the Southern Terminal watch-

ing the huge steam locomotives chug gracefully

in, pulling a long string of cars. I can still see the

porters, jumping out carrying their little yellow

steps—that last step before the ground—followed

by hordes of passengers. And then a few years

later came the first gleaming all-aluminum diesels.

It was an enchanted realm.

When I was 14 years old my father took me
with him on a business trip to Pittsburgh, my first

experience with the sleepers. I was impressed.

Who’d have thought those seats would make beds

you could sleep in? And the diner! Spotless white

tablecloths, and linen napkins in gleaming silver

napkin rings. Superb food expertly served, as both

the steward and the soup swayed gently with the

motion of the car. The roadbeds were good and

the engineers capable, and there was seldom a

movement to cause the steward to stumble or the

soup to slosh. And at the end—finger bowls. We
changed trains at the new modem Cincinnati sta-

tion, the ultimate in its day, and from the

observation platform watched it fade from view.

I remember the trips from Chattanooga to

Nashville during college days, and my introduc-

tion to Union Station. It was on two levels! And
Mercury then graced its spire. Through it passed
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the Dixie Flier, the Pan, the Georgian, the Flo-

ridian, the Hummingbird—fine trains. I remember

snowy Christmas trips home and cold New Year’s

Day trips back. Then later came the wartime

crowds. No seats between Nashville and Chatta-

nooga. You’d be lucky just to get aboard at all.

Soldiers and sailors on leave. Raw recruits bound
for Camp Forrest. Baggage in aisles, making en-

try and exit difficult. Families with small children

following their men; and—remarkably—general

good humor through it all. Bus travel was easier;

but in bed weather you could always count on

the trains.

The old—very old—^N.C. and St.L. Station in

Chattanooga is long gone, and the Southern Ter-

minal—saved—is the Chattanooga Choo-Choo.

Last week, Amtrak ran its last train through Nash-

ville, which is now without rail passenger service

for the first time in over a century. Union Station

finally stands empty, inhabited only by the shad-

ows and echoes from past glories.

Thanks to some people who care, among them
—maybe first among them—my Baylor and Van-
derbilt classmate Jay Solomon, the future of

Union Station is bright. But the railroads? Their

roadbeds are so sick that their once speedy course

is now slowed to a trot, if not a fast (or even

slow) walk. They have no stations to go to, and

their rolling stock is rusting out. How have the

mighty fallen! We have come to the sorry end

of a proud heritage.

We’ll be sorry, too.

J.B.T.

David B. Andrews, age 75. Died May 20, 1979.

Graduate of the University of Tennessee School of

Medicine. Member of Maury County Medical So-

ciety.

Arthur R. Porter, Jr., age 89. Died September 21,

1979. Graduate of the University of Tennessee

School of Medicine. Member of Memphis-Shelby

County Medical Society.

John Thomas Smedley, age 65. Died August 18,

1979. Graduate of University of Tennessee School

of Medicine. Member of Washington-Carter-Unicoi

County Medical Association.

Acui fflttfflbef/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Bedros Dikran Daghlian, M.D., Chattanooga

John Michael Epps, M.D., Chattanooga

Charles Denis Howard, M.D., Chattanooga

Sam Jones Williams, III, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE
Kenneth L. Dickson, M.D., Brownsville

CUMBERLAND COUNTY MEDICAL SOCIETY
Christopher M. Bell, M.D., Crossville

FRANKLIN COUNTY MEDICAL SOCIETY
Richard A. Bagby, Jr., M.D., Winchester

GREENE COUNTY MEDICAL SOCIETY
Richard E. Stanley, III, M.D., Greeneville

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
Robert Stanton Finals, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
John Bruno, III, M.D., Nashville

Daniel D. Canale, Jr., M.D., Nashville

James W. Eelch, M.D., Nashville

Rita K. Frenchman, M.D., Hendersonville

Thomas W. Holzen, M.D., Nashville

Gordon B. Hughes, M.D., Nashville

Stinson E. Humphrey, M.D., Nashville

James W. Menzie, M.D., Nashville

Fernando T. Miranda, M.D., Nashville

PUTNAM COUNTY MEDICAL SOCIETY
Vaughn N. Barnard, Jr., M.D., Cookeville

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
Robert Bradford Camp, M.D., Oak Ridge

Howard M. Lynnes, M.D., Rockwood

pcf/oAcil ncul/

The following TMA members have been appointed

to the 12-member Tennessee Public Health Council

by Gov. Lamar Alexander: James Roy Appleton,

M.D., Jackson; Robert W. Ikard, M.D., Nashville;

Daniel J. Scott, M.D., Memphis; and David H.

Turner, M.D., Chattanooga. The Council selects

nominees for the post of commissioner of the De-

partment of Public Health, from which the governor
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picks the commissioner, and it also formulates the

rules, regulations, and policies for the Department
of Public Health.

William J. Darby, M.D., president of the Nutrition

Foundation and professor of nutrition at Vanderbilt
University School of Medicine, has been selected by
the Massachusetts Institute of Technology to receive

its 1979 Underwood-Prescott Memorial Award. The
award honors Dr. Darby for his “contributions to

nutrition and food protection in their broadest as-

pects, for the well-being of the people of the world.”
Dr. Darby, an internationally known specialist in

clinical nutrition, is a member of the Environmental
Health Advisory Committee on the Environmental
Protection Agency, the Expert Advisory Panel on
Nutrition of the World Health Organization, and is

a public trustee of the Pood and Drug Law Institute.

John D. Huffman, M.D., clinical assistant professor
of physical medicine and rehabilitation at the Uni-
versity of Tennessee Center for the Health Sciences
in Memphis and director of Methodist Hospital’s
department of physical medicine, has been appointed
to a two-year term on the Tennessee Board of
Physical Therapy Examiners by Gov. Lamar Alex-
ander.

Tom E. Nesbitt, M.D., Nashville, immediate past
president of the American Medical Association, was
elected to a four-year term on the board of trustees
of the American Hospital Association.

Robert S. Sanders, M.D., Murfreesboro, has been
elected president of the Tennessee Pediatric Society.
Eric Chazen, M.D., Nashville, has been elected
secretary-treasurer of the Society.

Arthur J. Sutherland, III, M.D., Memphis, is serving
as president of the Memphis Chapter of the Ameri-
can Heart Association.

C. Richard Treadway, M.D., Nashville, has been ap-
pointed by Gov. Lamar Alexander as his designee to
serve as chairman of the Tennessee Health Planning
and Resources Development Authority. The Au-
thority consists of the following members: president
of the Tennessee Medical Association; president of
the Tennessee Hospital Association; chairman of the
State Health Coordinating Council; chairman of
the Tennessee Health Facilities Commission; Ten-
nessee State comptroller; commissioner of mental
health; commissioner of public health; commissioner
of finance and administration; and the governor.

CORRECTION

In the September issue of the Journal (J Tenn
Med Assoc 72:699, Sept 1979), David L.

Beaver, M.D., was erroneously listed as a mem-
ber of the Nashville Academy of Medicine.

IKlIiOIMlI ACUl/

From the AMA Office in Washington, D.C.

Cost Cap Bill Cleared for House Action

After weeks of wrangling, the House Commerce
Committee late this month approved the administra-

tion’s hospital cost containment proposal by a 23-

to-19 vote and thus removed all barriers to the

appearance of the controversial bill for denial or

acceptance before the full House.

The vote was preceded by a period of intense

activity by friends and foes of the legislation in an

effort to secure votes for their sides. As the commit-
tee deliberated on the measure, the White House
pulled out all stops, cajoling and threatening law-

makers wavering and on the fence.

The Senate is marking time on the bill until the

House acts. Both chambers are closely divided on

the issue.

As approved by the Commerce Committee, the

bill is tougher than a similar one approved earlier

by the House Ways and Means Committee. However,
all federal facilities, including Veterans Administra-

tion hospitals, would be exempted in the Commerce
Committee version.

The measure is still a ghost of the plan submitted

more than two years ago to immediately impose

federal limits on hospital expenditure increase. The
bill now triggers controls only if the voluntary effort

fails to hold hospital increases under 11.6% a year.

However, a major loophole exempts most hospital

wage hikes from consideration—the price for labor

union support.

Certain types of hospitals are exempt as are all

hospitals in states that have hospital regulatory pro-

grams. As a result, more than half of the nation’s

6,000 hospitals would not be covered.

Earlier the Commerce Committee had adopted

23 to 17 an amendment by Rep. Edward Madigan
(R-Ill.) to exempt from the program states that will

have mandatory programs in effect by the first of

the year. Illinois is such a state. Madigan previously

had opposed the bill.

A move by Rep. James Broyhill (R-N.C.) to strip

the bill of its mandatory features and set up a

national commission to study the impact of a volun-

tary program was defeated on a tie vote.

Although the House Commerce Subcommittee on
Health had voted (8 to 4) against the bill, Chairman
Henry Waxman (D-Calif.) later took it to the full

committee—a rare maneuver—where he won a vote

to accept the bill for consideration.

The administration, which has made the bill its

showpiece anti-inflation program, desperately wanted

Commerce Committee approval, not only to rid the

bill of damaging provisions contained in the Ways
and Means measure, but for psychological purposes
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when the bill comes to the House floor. Rejection by

a committee that shared jurisdiction over the bill

would have been a strong argument against it.

The administration banked heavily on both com-
mittees’ approval even though the bill could have

been brought to the full House in any event. Failure

of the House Commerce Committee to adopt the

bill, over which it shares jurisdiction with Ways and
Means, would have seriously hurt its chances on the

House floor.

President Carter, stung by charges he has been
ineffective in dealing with Congress and wary of

Sen. Edward Kennedy’s (D-Mass.) presidential am-
bitions, got tough with the Commerce Committee.
He apparently succeeded in switching several votes.

The Senate Finance Committee early in the sum-
mer had voted against the bill, but the Senate Labor
and Human Resources Committee, under Kennedy
pressure, had approved it.

Kennedy NHI Bill Introduced

Sen. Edward Kennedy and Rep. Henry Waxman
have introduced the sweeping national health in-

surance (NHI) plan they and organized labor want
Congress to adopt. Fifty-eight House members lined

up with Waxman on the bill; seven Senators joined

Kennedy.
Kennedy made clear that the breach between his

forces and the administration on national health

remains unbridged. President Carter’s plan is “un-
acceptable,” Kennedy told the Senate.

“I hope now that the debate can begin in earnest,”

said Kennedy. “This can still be the National Health
Insurance Congress.”

Waxman said in a speech to the House that “our
bill will benefit the doctor and the consumer by
assuring that medical treatment is based entirely on
sound medical practice, not on one’s ability to pay
for needed treatment.”

Kennedy revealed last May the outline of the new
plan drafted by his staff and organized labor ex-

perts. More than a year ago, the senator and his

labor cohorts broke with the President on NHI,
chiefly because Carter wanted Congress to imple-
ment an NHI program in stages, whereas Kennedy
thinks Congress should approve everything right

away.

One of the reasons former HEW Secretary Joseph
Califano was reportedly fired from the Cabinet was
his attempt to reach an accommodation with Ken-
nedy on NHI, a detente that apparently neither side

wishes at this time.

The Kennedy-labor bill sets forth an ambitious
national scheme combining private and federally

financed insurance with rigid budget controls. Cost
is estimated at well over $30 billion annually, by
far the most expensive NHI plan before Congress.

Borrowing a leaf from President Nixon’s NHI
plan, Kennedy would mandate employers to provide

comprehensive insurance for workers. The govern-

ment would pick up the tab for the aged and the

poor. Prospective budgeting for hospitals and nego-

tiated fee schedules for physicians would be the

principal cost control features. A national health

budget would be set.

Senators backing the Kennedy plan at introduction

were Harrison Williams (D-N.J.), Alan Cranston

(D-Calif.), Jacob Javits (R-N.Y.), Howard Metzen-

baum (D-Ohio), Claiborne Pell (D-R.L), Donald
Riegle (D-Mich.), and Lowell Weicker (R-Conn.).

All except Weicker are members of the Senate Hu-
man Resources Committee, home of Kennedy’s

Health Subcommittee.

“Sen. Kennedy’s bill is remarkable in a number
of ways,” the AMA commented.

“In an era of destructive inflation, he would add

billions to the nation’s health care costs.

“In an era when federal regulation is regarded as

an impediment to economic and personal freedom,

he would add new layers of health care regulations.

“In an era when the demand for health care is

growing, he would subject the nation to the possi-

bility of health care rationing.

“Sen. Kennedy’s program, while it gives the ap-

pearance of being based on the private sector, would
reduce insurance companies to little more than

administrators of the plan. Furthermore, his plan

ignores the current realities of the U.S. economy
and the long-range forecasts of continuing inflation

and would impose an additional $30 billion burden
on the nation.

“The AMA will continue to support an expansion

of adequate basic and catastrophic insurance through

private sector programs.”

Administration

'Healthcare " Introduced

Shortly after Kennedy’s NHI bill introduction

President Carter sent Congress his “National Health

Plan” calling for employers to provide compre-

hensive insurance for workers and establishing a

“Healthcare” umbrella plan for the aged, disabled,

poor, unemployed and anyone who can’t get private

health insurance.

The bill was introduced in the Senate by Sen.

Abraham Ribicoff (D-Conn.), and in the House by
Reps. Harley Staggers (D-W.Va.), chairman of the

House Commerce Committee; Charles Rangel (D-

N.Y.), chairman of the House Ways and Means Sub-

committee on Health; and James Corman (D-Calif.),

a member of the Ways and Means Committee.

The administration’s bill is the last of the major

NHI measures to be introduced, trailing two weeks

behind introduction of Sen. Edward Kennedy’s Nffl
bill and about a year later than originally promised.

Carter said he was “determined” to secure action

on NHI, implying that he could supply better leader-

ship on the issue than Kennedy, his unofficial threat

for the presidential nomination.

But the odds seem stacked against this Congress

acting on a large, expensive NHI plan. Only an

alliance with the Kennedy forces would appear to

give the administration bill even a remote chance,

and Carter made it clear he is in no mood to bridge
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his NHI difference with Kennedy and his labor

backers.

The administration plan provides for NHI to be

implemented in stages by Congress, eventually

reaching a universal comprehensive program. By
contrast, the Kennedy bill would have Congress

enact the entire package at once. This is the major

difference between the two bills.

The first phase plan submitted by the President

would take effect starting in 1983. Cost was esti-

mated at $18.2 billion to the federal government and

$6.1 billion in the private sector.

The bill mandates employers to provide coverage

for all full-time workers and their families. Cata-

strophic coverage would apply after the first $2,500

in expense. Employers would have to pay at least

15% of the premium costs.

Required benefits are similar to those under Medi-

care, but broader. Unlimited hospital inpatient and

physician services would be furnished. Complete

prenatal and delivery care for mothers, one year of

infant care, and preventive services for children

through age 1 8 would be provided.

Medicare and Medicaid would be lumped into a

broad, new federal health insurance program called

“Healthcare.” People unable to obtain private in-

surance at reasonable costs could purchase the

Healthcare insurance. This plan would be financed

with Social Security money, general revenues and

state government funds. Medicare and Medicaid

benefits would become identical, but the two pro-

grams’ operations financing would remain essentially

the same.

Hospitals would be reimbursed along the lines of

the administration’s hospital cost containment plan.

Physicians under Healthcare would have to agree to

a fee schedule as full payment. The schedule would

not be mandatory for the private system, but “ad-

visory.”

Carter-Kennedy Rift Ripens

The same day the President introduced his NHI
plan he questioned Sen. Edward Kennedy’s political

leadership. Engaging in the first skirmish with the

Massachusetts senator in their battle for the Demo-
cratic presidential nomination. Carter said that de-

spite Kennedy’s long-time commitment to NHI he

has failed to get such legislation out of his Senate

Health Subcommittee.

At a New York City town meeting, the President

also said he has maintained a steady hand in dealing

with national and international crises. “I don’t think

I panicked in a crisis,” he said. The remarks were

interpreted by reporters as an indirect reference to

the Chappaquiddick incident in which a young

woman was killed in a car driven by Kennedy. The

White House denied such intention.

Carter’s NHI charge was somewhat off the mark.

Kennedy has had the votes to move his NHI plans

out of his subcommittee and probably out of the fidl

Senate Labor and Human Resources Committee. He
hasn’t made the attempt because the plan would

have stood no chance before the full Senate.

Congress Opposition

To FTC Capers Grows

The Federal Trade Commission’s (FTC) contro-

versial forays into the medical field have come under
strong attack in Congress and in the courts.

Spurred by business and professional antagonism

toward the FTC, a House appropriations subcom-
mittee has approved a money cut halting FTC’s
so-called consumer protection investigations and two
major antitrust investigations. Sen. James McClure
(R-Idaho) has introduced an amendment that would
exempt professional associations from the scope of

the antitrust laws. Support is building in the Senate

for a congressional veto power over FTC decisions.

The FTC case before the U.S. Court of Appeals
in Washington, D.C. concerns its trade regulation

rule lifting all professional and state restrictions on
the advertising of eyeglasses and ophthalmic services.

One provision requires that consumers be provided

with copies of their prescriptions after eye examina-

tions.

Appealing the rule to the court were the American
Optometric Association, nine states, and the Ameri-
can Medical Association. The chief thrust of the

complaint by the lawyers, including Newton Minow,
counsel for the American Medical Association, was
that the FTC was improperly preempting state laws

and that the agency does not have statutory authority

to move against nonprofit associations.

Minow a few days later testified before the Senate

Commerce Subcommittee on Consumer Affairs

which had launched a week of hearings on the FTC
and complaints about it. He told the senators that

the AMA agrees that misleading advertising should

be considered unlawful. The AMA also agrees that

consumers should be provided copies of their eye-

glass prescriptions, Minow said.

But, Minow continued, “the FTC should not be

allowed to override the decisions of the duly elected

representatives of the people of each state as to what
laws are in the best interest of the people of that

state” and the FTC should not be permitted “to

prevent professionals—in this case, physicians

—

from voluntarily associating together to speak out

against false or deceptive advertising which harms
the patient.”

“We are witnessing an unprecedented effort by a

federal agency to redefine the fundamental relation-

ships of our system of government. The FTC, al-

ready cloaked with exceedingly broad powers, is

now asserting the authority to set aside any state

law it doesn’t like,” Minow declared.

PSRO Reviving

The Professional Standards Review Organization

(PSRO) program, in deep trouble a couple of years

ago because of questions about its effectiveness, is

showing signs of becoming a vigorous and estab-

lished part of medical review process.

Congress has recently taken an “oversight” look
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at the status of the program. Although many of the

comments before the Senate Finance Subcommittee
on Health were complaints about the way the pro-

gram is handled by the government, most of the

testimony was favorable and optimistic.

Subcommittee Chairman Herman Talmadge (D-

Ga.) said that if the government, hospitals and the

medical profession give PSROs their full support

there would be no need for such a proposal as the

administration’s controversial hospital cost contain-

ment bill.

HMOs Get Boost

The House Ways and Means Health Subcommit-

tee has approved the administration’s proposal to

reimburse health maintenance organizations (HMOs)
under Medicare on a prospective basis at 95% of

the “adjusted average per capita cost”—the amount
the government estimates would be paid for services

of fee-for-service providers in the geographical area.

If enacted, the proposal would substantially boost

HMO revenues for Medicare patients, since the

average HMO cost for covered services now is about

80% of the community rate. The proposal con-

templates provision of services for the aged by

HMOs that are not covered under the regular Medi-

care program.

The AMA immediately protested that the upshot

would be to “establish two classes of benefits to be

offered Medicare beneficiaries.”

If Congress believes that particular services such

as preventive health measures are cost effective and

have particular beneficial value, “we believe that

other benefieiaries should not be excluded from re-

imbursement,” the AMA told the subcommittee.

“We cannot support a bill that would establish two
levels of care to Medicare beneficiaries.”

announcement/

CALENDAR OF MEETINGS

Dec. 1-4

Dec. 1-6

Dec. 5-6

Dec. 12-16

NATIONAL
American Society of Hematology

—

Phoenix, Ariz.

American Academy of Dermatology

—

Palmer House, Chicago

American Epilepsy Society—Biltmore

Hotel, New York
American Psychoanalytic Association

—

Waldorf Astoria, New York

STATE

Dec. 6-8 Care of the Critically III Patient—St.

Thomas Hospital, Nashville.

Dec. 7 Symposium on Sleep Disorders—Bap-

tist Memorial Hospital Auditorium,

Memphis.
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Librax®
Each capsule contains 5 mg.
chlordiazepoxide HCI and 2.5 mg clidinium Br

Please consult complete prescribing informa-
tion, a summary of which follows:

Indications: Based on a review ot this

drug by the National Academy of

Sciences—National Research Council
and/or other information, FDA has
classified the indications as follows;

“Possibly" effective: as adjunctive therapy
in the treatment of peptic ulcer and in the

treatment of the irritable bowel syndrome
(irritable colon, spastic colon, mucous
colitis) and acute enterocolitis.

Final classification of the less-than-

effective indications requires further

investigation.

Contraindications: Glaucoma: prostatic hyper-
trophy, benign bladder neck obstruction; hyper-
sensitivity to chlordiazepoxide HCI and/or
clidinium Br.

Warnings: Caution patients about possible com-
bined effects with alcohol and other CNS depres-
sants, and against hazardous occupations requir-

ing complete mental alertness {e g., operating
machinery, driving). Physical and psychological
dependence rarely reported on recommended
doses, but use caution in administering Librium®
(chlordiazepoxide HCI/Roche) to known
addiction-prone individuals or those who might
increase dosage; withdrawal symptoms (including

convulsions) reported following discontinuation of

the drug.

Usage in Pregnancy: Use of minor tran-

quilizers during first trimester should
almost always be avoided because of
increased risk of congenital malforma-
tions as suggested in several studies.

Consider possibility of pregnancy when
instituting therapy. Advise patients to
discuss therapy if they intend to or do
become pregnant.

As with all anticholinergics, inhibition of lactation

may occur.

Precautions: In elderly and debilitated, limit dos-
age to smallest effective amount to preclude
ataxia, oversedation, confusion (no more than 2
capsules/day initially; increase gradually as
needed and tolerated). Though generally not rec-

ommended, if combination therapy with other

psychotropics seems indicated, carefully consider
pharmacology of agents, particularly potentiating

drugs such as MAO inhibitors, phenothiazines.
Observe usual precautions in presence of im-

paired renal or hepatic function. Paradoxical reac-
tions reported in psychiatric patients. Employ
usual precautions in treating anxiety states with

evidence of impending depression; suicidal ten-

dencies may be present and protective measures
necessary. Variable effects on blood coagulation

reported very rarely in patients receiving the drug
and oral anticoagulants; causal relationship not

established.

Adverse Reactions: No side effects or manifesta-

tions not seen with either compound alone re-

ported with Librax. When chlordiazepoxide HCI is

used alone, drowsiness, ataxia, confusion may
occur, especially in elderly and debilitated; avoid-

able in most cases by proper dosage adjustment,

but also occasionally observed at lower dosage
ranges. Syncope reported in a few instances.

Also encountered: isolated instances of skin erup-
tions, edema, minor menstrual irregularities,

nausea and constipation, extrapyramidal symp-
toms, increased and decreased libido—all infre-

quent, generally controlled with dosage reduction;

changes in EEG patterns may appear during and
after treatment: blood dyscrasias (including

agranulocytosis), jaundice, hepatic dysfunction

reported occasionally with chlordiazepoxide HCI,

making periodic blood counts and liver function

tests advisable during protracted therapy.

Adverse effects reported with Librax typical of

anticholinergic agents, ;.e. ,
dryness of mouth,

blurring of vision, urinary hesitancy, constipation.

Constipation has occurred most often when
Librax therapy is combined with other spasmo-
lytics and/or low residue diets.

Roche Products Inc.

Manati, Puerto Rico 00701
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The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Medical Education of the AMA. An accredited

institution or organization may designate for Cate-

gory 1 credit toward the AMA Physician’s Recogni-

tion Award those CME activities that meet appropriate

guidelines. If you wish information as to how your

hospital or society may receive accreditation, write:

Director of Continuing Medical Education, Tennes-

see Medical Association, 112 Louise Ave., Nashville,

TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology ...

Chest Diseases

Clinical Pharmacology . . .

Dermatology
Diabetes
Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Onct^gy

Samuel Mamey,
Bradley E. Smith,

Gottlieb C. Friesinger, III,

James D. Snell,

John A. Oates,

Lloyd King,
Oscar B. Crofford,

David Rabin,
David N. Orth,

Steven Schenker,
. . .

.

W. Anderson Spickard,
Sanford B. Krantz,

Zell A. McGee,
Grant W. Liddle,

Gerald M. Fenichel,

Lonnie S, Burnett,

Robert Oldham,

M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.

Orthopedics Paul W. GriflSn, M.D.
Pathology William H. Hartmaim, MJ5.
Pediatrics David T. Karzon. M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surger>'

Cancer Chemotherapy
General
Neurological

Ophthalmology
Oral

Pediatric

Plastic

Renal Transplantation
Thoracic & Cardiac
Urology

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David Hall, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

American Medical Association Physician’s
Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-
tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,
Nashville, TN 37203, Tel. (615) 322-2716

Continuing Education Schedule

Nov. 30- Update in Anesthesiology 1979
Dec. 1

Nov. 30- Obstetrical Seminar
Dec. 1

For information contact: Vanderbilt Continuing
Education, 3200 West End Ave., Suite 306, Nash-
ville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program
Arrangements have been made with the following

services and departments in the medical school to
allow practicing physicians to participate in that
service’s activities for a period of one to four weeks.
This program provides an opportunity for phy-
sicians to study in depth for a specified period.
The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with
patients, residents and faculty.

Participating Departments
Anesthesiology Ramon S. Harris, M.D.
Family Practice John Arradondo, MJ5.
Internal Medicine

Cardiology John Thomas, MJD.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.
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Chest Disease

Dermatology

Gastroenterology

General Medicine

Hematology/Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.

. . .Thomas W. Johnson, M.D.
David Horowitz, M.D.

. .Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D.

Robert S. Hardy, M.D.
Calvin L. Calhoun, Sr., M.D.

Gregory Samaras, M.D.

Henry W. Foster, M.D.
Axel C. Hansen, M.D.

....Wallace T. Dooley, M.D.
Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

.Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank

A. Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Jan. 26

Jan. 31-

Feb. 1

Feb. 21-22

March 9

April 11

May 9

May 15-16

June 18

July 18

Aug. 12

Sept. 9

Anxiety

(Ramada Inn, Kingsport)

Surgery Conference: GI Surgery

(Appalachian State University, Boone,

N.C.)

School Health II*

Pediatrics Guest Lecturer—Infectious

Disease

Medical, Nutritional, and Psycho-

logical Approaches to the Treatment
of Obesity*

Prevention of Mental Retardation*

Obstetrics Update*
Continuing Education in the Health

Sciences*

Basic Science Review II: Anatomy,
Physiology*

Office Practice Management*
Infectious Diseases Review*

*Presented at D. P. Culp Center

For information contact Office of Continuing
Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS course*
includes programs of the Chattanooga, Knoxville,
and Memphis units. The codes (C), (K), and (M)

1979

ACP Internal Medicine Review
Basic Cardiology, EKGs &
Therapy

Pediatric Nutrition

1 0th Annual Otolaryngology
Conference for Family Physi-
cians

Family Physician Specialty Up-
date

1980

arrangements for

Nov. 29-30 (M)
Nov. 29- (C)

Dec. 1

Nov. 30- (K)
Dec. 1

Dec. 6 (M)

Dec. 8-9 (M)

Jan. 10 (C)

Jan. 17 (C)

Jan. 17-18 (K)
Jan. 22 (C)

Jan. 25 (M)

Jan. 29 (C)

Jan. 31- (K)
Feb. 2

Feb. 4-8 (M)

Feb. 7 (C)

Feb. 14-15 (C)

Feb. 16 (C)

Feb. 21 (C)
Feb. 25-28 (C)

Feb. 28 (M)
Mar. 3-5 (M)

Mar. 13-14 (C)

Mar. 15 (C)
Mar. 16-21 (M)

Mar. 20-22 (C)

Mar. 21 (K)

Mar. 27-28 (C)

Apr. 17-18 (C)
Apr. 17-19 (K)

Medicine Review: Hematology
Medicine Review: Cardiovascu-
lar Diseases

Advance Life Support
Trauma Circuit Course—Cleve-
land, Tenn.

Practical Use of Thromboljdiic
Therapy
Trauma Circuit Course
Emergency Medicine Confer-
ence—Banner Elk, N.C.
ACP Problems in Gastroenter-
ology—Keystone, Colo.

Medicine Review: Pulmonary
Diseases

Solving Problems in Drug Ther-
apy

Evaluations of Clinical Labora-
tory Findings

Medicine Review: Nephrology
Emergencies in Obstetrics and
Gynecology — Sahara Tahoe,
Stateline, Nev.
ACP Internal Medicine Review
5th Annual Reproductive Medi-
cine Symposium
Current Concepts in the Man-
agement of Bums
Update: COPD 1980
13th Annual Review Course for

Family Physicians

A Clinical Approach to Anemia
—St. Petersburg, Fla.

Dermatology for the Primary
Care Physician

5th Annual Pediatric Sym-
posium
Orthopaedics

3rd Annual Family Practice

Specialty Update—Gatlinburg
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Apr. 21-24 (C) Diagnostic Radiology—Sahara,

Las Vegas, Nev.
Apr. 24 (C) Medicine Review: Gastroenter-

ology
Apr. 24-25 (M) The Hyperactive Child—Re-

visited

May 1 (C) Medicine Review: Rheumatol-
ogy

May 4-7 (M) Fundamentals of Otolaryngo-
logic Allergy

May 8 (C) Medicine Review: Neurology
May 9-10 (C) Infection Control
May 15 (C) Medicine Review: Dermatology
May 21-24 (M) Rhinoplasty Seminar
May 22-23 (C) Endocrine Diagnosis & Therapy

for the Primary Care Physician
May 24 (C) New Concepts in Diagnosis:

Management of Diabetes
June 2-3 (M) ACP Internal Medicine Review
June 5-8 (C) Family Medicine Review
June 12-14 (K) Practical Otolaryngology for

the Primary Care Physician
June 16-19 (C) Diagnostic Radiology—Orlando,

Fla.

June 23-26 (C) Emergencies in Obstetrics and
Gynecology—Orlando, Fla.

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J, Pickles, Chattanooga,
Tel. (615) 756-3370

(K) Mr. Jim Farris. Knoxville,

Tel. (615) 971-3345
(M) Ms. Grace Wagner. Memphis,

Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education
University of Tennessee Center for

the Health Sciences

800 Madison Ave.

Memphis, TN 38163
Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.
For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule

Dec. 7-8

Feb. 15-16

Feb. 24-29

May 11-16

June 8-13

Burn Symposium*

Fiberoptic Bronchoscopy: A Workshop,
Session II*

11th Family Medicine Review, Session

I*

11th Family Medicine Review, Session

II*

11th Family Medicine Review, Session

III*

* Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

BOWMAN GRAY SCHOOL OF MEDICINE

Courses in Ultrasound

Two eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on
the following dates: Jan. 7-Feb. 29, 1980; and April

14-June 6, 1980. Credit: 30 hours per week in

AMA Category 1.

An additional two-day Real Time course is offered

for obstetricians on Nov. 29-30, 1979. Credit: 10

hours per day in AMA Category 1.

Several one-week courses in Abdominal Real-Time

Sonography will be held on Dec. 10-14, 1979, and
March 24-28, 1980. Credit: 30 hours AMA Cate-

gory 1.

For information contact James F. Martin, M.D.,

Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

MEDICAL COLLEGE OF GEORGIA

The objective of this course is to give physicians
an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept
of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

Dec. 8-9 Sex and Handicapped Patients

Jan. 21-26 15th Annual Family Practice Sympo-
sium

Feb. 7-8 Psychiatry

Mar. 4-7 Medical and Surgical Emergencies

—

Tamarron Ski Resort, Colorado

Mar. 20-22 Clinical Cardiology

April 15-16 Neonatology

April 18-19 Predictive and Preventive Medicine
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May 5-10 15th Annual Family Practice Sym-
posium

June 12-14 Internal Medicine—Holiday Inn of

Jekyll Island, Ga.

July 21-25 Taxes and Investments—Holiday Inn
of Jekyll Island, Ga.

July 28-30 Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30912.

ALBANY MEDICAL COLLEGE
Jan. 4-16 20th Anniversary Cruise—aboard

Queen Elizabeth 2 to Curacao, Caracas,

Grenada, Barbados and St. Thomas,
departing from New York and Norfolk.
Faculty from medicine, psychiatry, sur-

gery and cardiology. Credit: 28 hours
AMA Category 1.

For information contact Frank M. Woolsey, Jr.,

M.D., Department of Postgraduate Medicine, Al-
bany Medical College, Albany, NY 12208.

UNIVERSITY OF MISSISSIPPI
MEDICAL CENTER

Dec. 6-8 Family Practice Update—Holiday Inn
Medical Center, Jackson, Miss. Credit:

20.5 hours AMA Category 1. Fee:

$ 100 .

For information contact the Division of Con-
tinuing Health Professional Education, University of
Mississippi Medical Center, 2500 N. State St., Jack-
son, MS 39216, Tel. (601 ) 987-4914.

OF SPECIAL INTEREST

UNIVERSITY OF KENTUCKY
Jan. 3-10 Challenging Critical Care Problems

—

Marriott’s Marco Beach Hotel, Marco
Island, Fla. Credit: 30 hours AMA
Category 1. Fee: $325.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

UNIVERSITY OF MIAMI

Jan. 28- A Neurological Update—Americana
Feb. 1 of Bal Harbour, Miami Beach. Credit:

30 hours AMA Category 1.

March 3-7 Basic Neurology for Psychiatrists and
Generalists—Konover Hotel, Miami
Beach. Credit: 30 hours AMA Cate-

gory 1.

March 27-29 Hepatobiliary Disease—Americana of

Bal Harbour, Miami Beach. Credit:

15 hours AMA Category 1.

March 21-29 Current Clinical Concepts in Oto-
laryngology—Americana of Bal Har-
bour, Miami Beach. Credit: 15 hours

AMA Category 1.

April 25-28 8th Annual Intensive Care Sympo-
sium—Eden Roc Hotel, Miami Beach.

Credit: 21 hours AMA Category 1.

For information contact Division of Continuing
Medical Education D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

INTERNATIONAL MEDICAL EDUCATION
CORPORATION

Cardiac Ischemia and Arrhythmias—Current Con-
cepts for Diagnosis and Treatment (13 hours AMA
Category 1)

Dec. 7-9 Hyatt Regency, Atlanta

June 6-8 Hospitality House, Williamsburg, Va.

Sept. 26-28 Water Tower Hyatt, Chicago

Cardiac Rehabilitation (13 hours AMA Category 1)

Jan. 25-27 Le Pavillion, New Orleans, La.

April 11-13 Orlando Hyatt, Orlando, Fla.

Coronary Disease, Exercise Testing, and Cardiac

Rehabilitation (13 hours AMA Category 1)

Jan. 25-27 Konover Hotel, Miami, Fla.

March 21-23 Water Tower Hyatt, Chicago

April 11-13 Hospitality House, Williamsburg, Va.

July 11-13 Orlando Hyatt, Orlando, Fla.

EKG Interpretation and Arrhythmia Management
(15 hours AMA Category 1

)

Feb. 29-

March 2

March 21-23

May 9-11

June 13-15

Sheraton Hotel, Ft. Lauderdale, Fla.

Le Pavillion, New Orleans, La.

Water Tower Hyatt, Chicago

Pinehurst Country Club, Pinehurst,

N.C.

July 25-27 Grand Hotel, Mackinac Island, Mich.

Aug. 22-24 Dutch Inn, Lake Buena Vista, Fla.

For information contact International Medical

Education Corporation, Division of Postgraduate

Education, Department 12, 64 Inverness Drive East,

Englewood, CO 80112, Tel. (800) 525-8646.

NEW ORLEANS GRADUATE MEDICAL
ASSEMBLY

Feb. 27- Assembly ’80—The Fairmont, New
March 2 Orleans. Credit: AMA Category 1.

Fee: nonmember physicians, $200;
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students, residents, interns, and in-

training, no fee.

For information contact New Orleans Graduate
Medical Assembly, Room 1538, Tulane Medical

Center, 1430 Tulane Ave., New Orleans, LA 70112,

Tel. (504) 525-9930.

PEDIATRIC DERMATOLOGY SEMINAR

Feb. 28- 7th Annual Pediatric Dermatology
March 2 Seminar—Eden Roc Hotel, Miami

Beach
March 2-14 Postconvention Flight-Cruise to Egypt

with optional extension to Israel.

For information contact Guinter Kahn, M.D.,
16800 N.W. 2nd Ave., N. Miami Beach, FL 33169,
Tel. (305) 652-8600.

UNIVERSITY OF CALIFORNIA, BERKELEY

Training Program
The Maternal & Child Health Program, University

of California School of Public Health, Berkeley, an-

nounces the following training opportunities for

obstetricians and pediatricians.

Basic Training in MCH (9 months)
Adolescent Health (9 months)
Health of the Schoolage Child (9 months)
Family Planning (9 months)
Handicapped Children (21 months)
Comprehensive Care (Ambulatory Pediatrics)

(21 months)
Perinatology (33 months)
Doctoral Program (Doctor of Public Health)

(2-3 years)

The training programs in Handicapped Children,

Comprehensive Care, and Perinatology and the Doc-
toral Program also meet the training requirements

for certification by the American Board of Pre-

ventive Medicine.

Tax-Exempt Fellowships are available.

Application: Now being accepted for September
1980. For further information contact Helen M.
Wallace, M.D., Professor and Chairman, Dept, of

Maternal and Child Health, University of California

School of Public Health, Berkeley, CA 94720.

FRCMTHe
NDLICHUCKY
TD/\0\PH1S

R6MINISCENCS OFA
TCNNESSee DOCTOR

MEMPHIS STATE UNIVERSITY PRESS
is proud to announce the publication of

FROM THE
NOUCHUCKY
TO MEMPHIS:

Reminiscences of a Tennessee Doctor

by Dr. Samuel Frederick Strain

with a foreword by the late Eldon Roark

Dr. Samuel Frederick Strain describes the rich human
dimensions of his journey from a humble turn-of-the-century

boyhood in East Tennessee to a long and fulfilling medical

career in the Southern region of the United States. Not just

touching upon the peaks and valleys of another medical

career. Dr. Strain’s story is testimony to the dynamism and

strength that "the American Dream” and an indomitable

Calvinist faith could impart to those born in an era that

has long since passed. Rich material for cultural historians,

this reminiscence is filled with the small everyday events

in the lives of now anonymous individuals, the daily struggles

of common folk who lived through som.e of the shattering

events of this century, and the quiet heroism of those who
shaped our common past.
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REWARD
A rewarding experience awaits those

physicians who pian to attend the Ten-

nessee Medical Association’s 150th

Anniversary Celebration—April 9-12,

1980, at the fabulous Opryland Hotel

in Nashville. Mark your calendar NOW
for what is anticipated to be the largest

gathering ever of the Tennessee Medi-

cal Association.
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Smoking Is Ruled Out

For Women Using the Pill

Women who use oral contraceptives should not

smoke cigarettes, as cigarette smoking is an over-

whelming risk factor for vascular disease in women,
the Kaiser-Permanente Contraceptive Drug Study,

Walnut Creek, Cal., found.

Following more than 16,000 women for more
than six years, the group determined that smoking

significantly increases risk of heart attack, brain

hemorrhage, other strokes and blood clots in the

veins. Use of oral contraceptives by nonsmokers was

associated with only a moderate increase in risk of

brain hemorrhage and blood clots. Use of noncontra-

ceptive estrogens was not associated with increased

risk of any of these diseases.

High blood pressure, high cholesterol, obesity,

gallbladder disease and nondrinking of alcohol were

all associated with increased risk of heart attack,

whereas only high blood pressure and high choles-

terol were associated with increased risk of other

strokes.

The risk of vascular disease and strokes increases

tremendously in women who both use oral contra-

ceptives and smoke cigarettes.

Says Savitri Ramcharan, M.D., of the Contracep-

tive Drug Study, in California: “Smoking should be

considered a contraindication to oral contraceptive

use, or at the very least, women wishing to use oral

contraceptives should be strongly urged not to

smoke.”

The researchers devised a relative risk scale to

measure the impact of smoking on health. Smokers
have a relative risk of 2.9 for heart attacks, 5.7 for

brain hemorrhage, 4.8 for other strokes, and 3.9 for

blood clots. In oral contraceptive users who also

smoked, relative risk of brain hemorrhage jumped
to 21.9.

AMA Publishes New Register Listing

Practice Opportunities for Physicians

Over 2,600 practice opportunities for physicians

are listed in the new August 1979 edition of the

Opportunity Placement Register published quarterly

by the AMA Physicians’ Placement Service.

A new “Placement Resources” section has been

added with this register, says Leanne P. Irish, direc-

tor of the Placement Service. This new section will

list the many formal and informal organizations

involved in regular and recurring physician recruit-

ment activities, such as state medical societies, medi-
cal specialty societies, state and federal government
organizations, hospital and clinic management cor-

porations, HMDs, large medical facilities and others.

The AMA Physicians’ Placement Service has been
working since 1947 to assist physicians in locating

new professional positions. The new quarterly place-

ment register has increased the Placement Service’s

capability to assist the medical community and
thereby improve accessability of health care in the

United States.

For a copy of the current Opportunity Placement
Register and registration information write to Physi-

cians’ Placement Service, American Medical Associa-
tion, 535 N. Dearborn St., Chicago, IL 60610.

Hyperactive Boys Need Treatment

As Well as Drugs. Report Says

Drugs are useful to help hyperactive boys main-
tain control, but the combination of medication with
psychological treatment brings an unexpectedly good
outcome. Stimulant medications help tremendously
for the short term while the child continues to take
the pills regularly, but medications alone provide an
extremely poor outcome for the long term, says a

report in the August issue of the Archives of General
Psychiatry.

Results are much better when the medication is

accompanied by individual educational therapy, in-

dividual psychotherapy or group therapy for the

child. Also important is individual psychotherapy or

group therapy for the parent, and psychotherapy for

the rest of the family.

Through the combination treatment approach, the

children were found after one year to be improved
behaviorally as rated by teachers, physicians, parents

and the children themselves. They were better so-

cially adjusted at home, at school and with other

children. They felt happier and found it easier to get

along with other children and their parents. Their
academic gains were even greater than expected.

Lack of Exercise Is Minor

Risk Factor in Heart Ills

Lack of exercise increases a man’s risk of heart

disease, but not much. High blood pressure, smoking,
overweight and high cholesterol are more dangerous
risk factors.

These are the findings in the latest report from the

Framingham Study, a long-term investigation into

many aspects of heart disease, reported in the

Archives of Internal Medicine.

In studies 1,909 men and 2,311 women were
assessed for level of physical activity, and then ob-

served for 14 years to determine how many suffered

heart disease. The effect of being sedentary on death
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rate is rather modest for men, compared to the

effects of other risk factors. For women, the effect

is negligible.

Active men live longer than sedentary ones and
have less heart disease, and the doctors by no means
belittle the importance of regular exercise, either at

work or at play or both. But, “It has not yet been

convincingly or consistently established that physical

activity is an important determinant of the degree

to which the major risk factors exist in the general

population. In the Framingham Study, the correla-

tions between physical activity and the major risk

factors of systolic blood pressure, serum cholesterol

level, and cigarette consumption are very small.”

City Air Pollution Can Kill,

Denver Physicians Declare

Deaths during episodes of severe air pollution oc-

cur preponderantly among those most susceptible

—

the newborn, the elderly, the infirm, those with

chronic heart and lung diseases, and those who
smoke says a group of Denver physicians in a report

on “Health Effects of Urban Air Pollution.”

The article is preliminary to an AMA-Colorado
Medical Society conference on impact of air pollu-

tion on health. Pollution—carbon monoxide and
oxidants in particular—is capable of aggravating

preexisting chronic heart and lung disease. Pollution

and cigarette smoke together cause chronic bron-

chitis and aggravate emphysema. Carbon monoxide
standards for sea level are probably too lenient for

an altitude of 5,000 feet and above, such as Denver.
In the thinner oxygen of the higher altitude, carbon
monoxide poisoning is increased.

Jogging Is Good for You,

But It Also May Kill You
Jogging is good for most of us, but for some it

can be fatal, says a report in the Sept. 21 Journal of

the American Medical Association. An evaluation of

reports of 18 individuals who dropped dead during

or shortly after jogging found that there is no sure

way to tell in advance whether vigorous exercise

increases risk of heart attack for the individual.

Deaths during exercise are rare, but they do hap-

pen, and superior physical fitness does not guaran-

tee protection against exercise deaths. Among the

18,13 men died of heart attack, while four men and
a woman died of other causes, including one from
heat stroke. Premonitory symptoms of heart prob-

WANTED: Physicians who prefer

medicine to
We are looking for dedicated physicians,

physicians who want to be not salesmen,
accountants, and lawyers, but physicians. For
such physicians, we offer a practice that is

practically perfect, where In almost no time

you experience a spectrum of cases some
physicians do not encounter in a lifetime,

where you work without worrying whether
the patient can pay or you will be paid, and
where you prescribe, not the least care, nor
the most defensive care, but the best care.

If that Is what you want, join the physicians

who have joined the Army. Army Medicine is

the perfect setting for the dedicated physi-

cian. Army Medicine provides wide-ranging

paperwork.
opportunities for the student, the resident,
and the practicing physician alike.

Army Medicine offers fully accredited resi-

dencies in virtually every specialty. Army
residents generally receive higher compen-
sation and greater responsibility than do
their civilian counterparts and score higher
on specialty examinations.
Army Medicine offers an attractive alterna-

tive to civilian practice. As an Army Officer,

you receive substantial compensation, exten-
sive annual paid vacation, a remarkable re-

tirement plan, and the freedom to practice
without endless Insurance forms, malpractice
premiums, and cash flow worries.

ARMY MEDICINE: The practice that's practically all medicine.

Call Collect/Person to Person

CPT JESSE JOHNSON
(901) 725-4445

An Equal Opportunity Employer
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ANNOUNCING THE NEW $250,000 GROUP
TERM LIFE & ACCIDENTAL

DEATH & DISMEMBERMENT INSURANCE
PLAN FOR MEMBERS, SPOUSES
AND EMPLOYEES OF MEMBERS

Your Association is pleased to announce that members of the Tennessee Medical Associa-

tion can now apply for $25,000 to $250,000 of Group Term Life and Accidental Death and

Dismemberment Insurance on yourself and/or your spouse. Coverage for your employees is

available from $5,000 to $50,000. The rates are very reasonable.

SEMI-ANNUAL PREMIUMS PER $100,000 OF GROUP TERM LIFE

PLUS $100,000 OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE

Age Male Female

Nearest Premium Premium

Birthday Per $100,000 Per $100,000

Under 30 96 64

30-34 100 72

35-39 136 80 YOUPAY THESE
40-44 190 1 16

45-49 304 172 SEMI-ANNUAL
50-54 498 272

55-59 756 456 RATES
60-64 1.192 740

65-69 1,892 1,220 <

If you are a member of the Tennessee Medical Association and you are under age 70 and

actively at work, you may apply for any amount of coverage from $25,000 to $250,000—
on yourself and/or your spouse. Coverage Is also available for your employees in amounts

from $5,000 to $50,000. Creat-West Life Assurance Company of Winnipeg, Canada under-

writes the plan and reserves the right to request evidence of Insurability prior to Issuing

coverage.

To Apply or to obtain additional information

Call the Plan Administrator:

Insurance Planning & Service Company, Inc.

822 McCallie Avenue • P.O. Box I 109

Chattanooga, Tennessee 37401

Non-Tennessee Residents — Call Collect 0-615-756-2850

Tennessee Residents Call Toll Free 1-800-572-7389

THE ADMINISTRATOR WILL TAKE YOUR APPLICATION BY PHONE.
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Iatrogenic Deterioration and Hemodialysis

STEPHEN H. ARMSTRONG, Ph.D., and RONALD F.C. KOURANY, M.D.

Iatrogenic diseases may be produced by phys-

ical, chemical or nutritional agents thought to be

part of the curative or preventive medical treat-

ment. Often, reports of iatrogenic factors in treat-

ment are met with skepticism.’ latrogenicity can

be difficult to detect because of long incubation

periods, infrequently employed treatments, or se-

vere adverse responses to treatment.

^

The most common method of accounting for

deleterious consequences of treatment—voluntary

reporting by physicians—seriously underestimates

incidences, by as much as a factor of two.-’ More-
over, it is exceptional that psychological factors

are cited as the cause of iatrogenic effects.^ These

factors are unreported in the chronic hemodialysis

or psychiatric consultation literature. The report

that follows discusses a iatrogenic fatality due to

psychological causes that had an incubation pe-

riod of over one year.

Report of a Case
An 11-year-old girl was admitted to the hospital in

acute and chronic renal failure. She was edematous,
hypertensive, anuric, anemic, and in congestive heart

failure. Her acute problems were managed appropriately,

and two months later she was accepted for the chronic
hemodialysis protocol, which calls for kidney transplanta-

tion as soon as possible. The psychiatric consultant who
evaluated her then described her as immature, depressed
about her illness, and mourning the separation from her

From the Division of Child Psychiatry, Department of
Psychiatry, Vanderbilt University Medical Center, Nash-
ville. Dr. Armstrong is now with Baystate Medical Cen-
ter, Springfield, Mass.

Reprint requests to Division of Child Psychiatry, Van-
derbilt University Medical Center, Nashville, TN 37212
(Dr. Kourany).

parents. The social worker found the parents’ coopera-
tion deficient. The physicians felt a powerful ethical

commitment to treat her even though her prognosis was
guarded. Because of their poor engagement, no effort

was made to clarify the treatment responsibilities, risks,

liabilities or priorities with the parents.

The patient was dialyzed three times per week, and
underwent a bilateral nephrectomy after seven months.
Histological sections revealed chronic pyelonephritis. She
received a cadaveric transplant nine months after onset,

but the graft was rejected and had to be removed. Medi-
cal complications required hospitalization for five more
months. Throughout that period the patient’s mother
refused to visit her. The nursing notes mentioned the

patient’s “wish to die and get out of this world,’’ or

noticed her crying, wanting her mother, refusing to eat,

or sleeping most of the day.

After leaving the hospital, blood potassium levels,

never being higher than 5.5 mEq/liter, rose slowly to

toxic levels. At this time, unknown to her physicians, she

began eating noxious substances when unsupervised. She
received outpatient chronic hemodialysis for another eight

months but her condition deteriorated. The staff noted
her excessive appetite and suspected that she was not

being fed well at home. Additionally, it was noted that

she kept pulling out some of her hair, that she rarely had
been bathed, and that her clothes were filthy. New clothes

given to her were never worn, and the mother did not

respond to the staff's questions about them. Another
psychiatric consultant found the patient in genuine de-

spair. The parents refused to meet with him.
The patient was readmitted to the hospital because of

seizures at 23 months after onset. The blood potassium
level was then 6.9 mEq/liter, and the pH was 6.95. For
the first time the child acknowledged eating noxious sub-

stances such as wooden match heads, cigarette paper,

and brick mortar. She ate at least one book of matches
two days prior to admission and four wooden matches
about 18 hours prior to admission. Her parents reported
finding a whole box of wooden matches with the heads
chewed off. Shortly after admission the potassium con-
centration in her blood reached 8.8 mEq/liter. (The toxic

component in matches is potassium chlorate. Sixty

wooden matches or 90 book matches contain 1 gm of
potassium chlorate, a lethal dose for children.)

On psychiatric consultation she would not communi-
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cate at all. She was disoriented, unable to concentrate or

to express any feelings. She picked scabs on her hands
apparently without pain. After improving with dialysis,

she was returned home.
Two weeks later, when she was brought again to the

emergency room, she was dead, having died almost two
years to the day since she first came into the hospital for

kidney disease. Blood studies indicated a potassium level

of 8.0 niEq/ liter and autopsy showed stomach contents

consistent with ingestion of a large number of matches.
Her parents again found several books of headless

matches at home.

Discussion
In the case presented, pica is a developmentally

regressive symptom, indicating several features

of the patient’s deterioration caused by the failure

of her coping capacities, the evidence of parental

rejection, the long hospital separations, and the

results of hospital and dialysis procedures. Kan-
ner stated, “Pica is mostly encountered in mal-

nourished, poorly supervised and otherwise

neglected infants” (sic). The eating disturbance

might also mark the depth of the child’s despair,

a primitive expression of her feelings about her-

self. She sensed how different she was from other

teenagers and, after the transplant rejection, how
impossible it would be to become like them. As
she regressed, fears of abandonment, preoccupa-

tion with death, withdrawal, passivity, and help-

lessness became more and more obvious. The
despair compounded the pica to the extent of

her taking no nurture whatsoever from people

around her.

The treatment failed because the team’s ambiv-

alence prevented their engagement in an effec-

tive treatment contract with either the parents

or the child. In the absence of a genuinely helpful

treatment alliance, any treatment might fail. At

the same time, the failure to establish an agree-

ment as to goals, procedures, responsibilities, and

risks meant there was no realistic ground for fears

of or wishes for death. Thus, when treatment

started going badly, less realistic and more de-

structive defenses were called into play in an

attempt to handle the anger and anxiety that the

treatment itself caused.

After the transplant failure, for example, on

which so many hopes had been placed, the mother

reluctantly resumed taking care of her daughter.

Although the nurses viewed the mother as a

pathetic and revolting person, the team also

identified with her, and hated to see the girl’s

suffering. Everyone knew death could end the

agony that dialysis itself prolonged. Many times

884

the physicians and nurses had to fight against the

same impulses of rejection that the mother, to

their horror, was giving expression to, and their

own ambivalence about treating the girl made it

much harder for them to treat the mother’s openly

negative impulses. The team members external-

ized their own feelings and distanced themselves

from the mother so as to express and “control”

their own ambivalence. This is a common process

with many chronic illness treatment teams, but

the unfortunate consequence was that the mother-

team relationship deteriorated in concert with

the girl’s psychological regression.® Having failed

to establish an initial mutual agreement, neither

the parents, the physicians, nor the patient could

respond effectively to the regression and to the

emergency nature of the pica.' Ultimatelv, the

parents did what the team could not do; they

brought themselves to a position to effectively

stoD treatment, and thus acted out the negative

part of the team’s own feelings toward the patient.

It could be claimed that this single case simply

does not approximate reasonable clinical reality

and that the iatrogenic effect is too unique. Yet

chronic treatments always carry a noxious po-

tential, as reflected in relatively higher noncom-

pliance or suicide rates,® ® and at the same time,

the treatment team can establish a negative treat-

ment alliance, based on their own wishes or fears,

that prohibits effective treatment. This negative

alliance is a psychological contribution to

iatrogenic deterioration, stems almost entirely

from the inner psychological state of the treat-

ment group, is manifested through words, action

or inaction, rather than through the other aspects

of medicine, and overrides even the best medical

care.

What might have been done to foster the

treatment alliance?

® Special units and behavioral techniques. In

his review of 18 adolescents on chronic hemodi-

alysis, De-Nour recognized the severe adjust-

ment difficulties and regressions experienced

by his patients. He suggested that every effort

should be made to decrease the adolescents’ de-

pendency, and increase their responsibilities and

their feelings of mastery. This could best be

achieved in special adolescent units with skilled

staff. Additionally, a behavioral treatment plan

using reinforcements contingent on specified be-

haviors could be instituted and could have two

positive effects. First, the team could have had

a constructive, nonambivalent input into the treat-

ment, reducing its distance from the mother.^^
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Second, a more assertive interest in life could

have been fostered in the child. This type of

assertive training has been used to increase ob-

servable expressions of affection^^ in a 9-year-old

dependent, complaining boy. Other techniques

have been successful in several life-threatening

situations, including hysterical vomiting,^^’^^ and

self-mutilating behavior in a 19-year-old hos-

pitalized patient,^® where behavioral techniques

led to a cessation of life-threatening behavior.

• Psychiatric consultation with the team. Psy-

chiatrists need to play an active role in the

treatment of such difficult patients. This is best

done through a continuing relationship with the

staff, in the form of a seminar or continuing case

conference. A consultative relationship must in-

clude the team’s physicians, the nurses, and other

workers invested in the treatment. The presence

of the physicians also limits fruitless complain-

ing about the patient.^^-^'’’

® A central figure to care for the patient. In

the case presented, the physicians, team and
family were confused as to who was in charge

and where the responsibilities rested. It is reason-

able to suggest that the confusion masked largely

unconscious anger and ambivalence.^® In general,

the stresses of treatment are so great and the

failure of the transplant so traumatic that a

child or an adolescent can easily feel abandoned
and lost in a confused, painful maze of doctors,

nurses, hospitals, clinics, and destroyed family

relationships. A central treatment figure should be
available in such cases to deal with both the

medical and the psychological issues.

• Psychiatric consultation with the family. As
this relationship will help the family members talk

about the chronic illness and adjust to it, it should

not be started at a crisis moment when everyone

is full of anxiety or hostility, but should be

initiated with the initiation of medical treatment.

Conclusion

The technical and biological factors associated

with treatment-induced deterioration have usually

been of great concern to physicians and other

care-givers. Psychiatric inspection of this case,

however, indicates that psychological factors,

rather than the technical features of the case,

created the medium for deterioration. The physi-

cian, treatment team and consultants should be

aware that psychological contributions to possible

noxious effects may come from within the treat-

ment team. Where these can be worked through,

there is a better chance of reducing burdensome

effects with an appropriate treatment alliance.

Where these cannot be worked through, however,

there is a demonstrated potential for a psycho-

logically induced iatrogenic and even fatal out-

come.

We believe that both dedicated physicians and

treatment teams are subject to the same psycho-

logical factors, and that the suggestions offered

here may prevent the recurrence of this sort of

iatrogenic effect at centers caring for chronically

ill children. /" ^
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The Walking Zombie Syndrome

In Depressive Disorders
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(Artwork by Dan Acree)

It is not unusual to hear patients say:

“I feel dull and listless all the time.”

“I have lost interest in everything.”

“I feel alone.”

“I have no vitality.”

“Nothing means anything to me anymore.”

“Life just doesn’t seem to be worth living.”

Or perhaps if you don’t hear these complaints

you see them in the form of decreased perfor-

mance and productivity, depression, lack of en-

ergy, mood swings, withdrawal, or other related

symptoms of depression. Relatives often complain

of “dead wood,” and perhaps the term “dead

wood” should be taken more seriously, for in

fact a medical syndrome which has received little

attention to date, the Walking Zombie syndrome,

can often be identified when someone complains

of feeling dull and listless.

Our clinical research has verified the fact that

when an individual accepts an idea on an emo-

tional or subconscious level, he changes his be-

havior pattern so that it conforms to the idea

that he has accepted. For example, if a person

aecepts under hypnosis the suggestion that his

right arm is stiff and rigid, he will act accordingly,

i.e., his right arm will remain stiff and rigid until

the suggestion is removed. This is true whether

the suggestion was introduced purposely or acci-

dentally.

In a previous article ^ we spoke of patients who
were inadvertently pronounced dead when acci-

dentally hypnotized, only to be completely un-

aware on recovery of the death suggestion they

had received while unconscious. This sequel of

suggestions sets the stage for Walking Zombies,

since these individuals carry around with them in

their unconscious mind a death suggestion, while

on the conscious level they have no knowledge

whatsoever of it. In fact, when told they believe

themselves dead they deny it even though their

symptoms and their behavior continually affirm

the diagnosis of the Walking Zombie syndrome.

The symptoms the Walking Zombie presents

are varied. A person may complain of depres-

sion, listlessness or lack of vigor and vitality, all

suggesting emotional death; his personality may
be flat, suggesting personality death; he may be

impotent or disinterested in sex, suggesting sex-

ual death, and he may be actively contemplating

suicide, in which case he is only attempting to

make his body conform to what he already has

accepted in his unconscious mind: that he is dead.

In this sense, suicide must be viewed as an attempt

to move toward something rather than an attempt

to escape from something. A large majority, how-

ever, present symptoms of alcoholism or drug

abuse, suggesting that they are attempting either

to drink or to drug themselves into oblivion in

order to verify the belief they are dead—a belief

already accepted on the unconscious level.

In treating a large number of patients in this
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Walking Zombie category, we have discovered

that when a patient has accepted the suggestion

of his own death, the suggestion could have oc-

curred at any time previously. The unconscious

mind has no awareness of the passage of time, as

demonstrated by the impossibility of measuring

the passage of time of a dream, a type of uncon-

scious mental activity. We have therefore recog-

nized specific times in which a person may have

become “accidentally hypnotized” and received

the suggestion that he is dead. Such times include,

but are not limited to:

• Following accidents or injuries when the

individual was unconscious, and therefore with-

out defense.

• Infectious diseases (often in early child-

hood) with an accompanying high fever, repre-

senting just another example of accidental hyp-

nosis.

® Operations in which the patient was anes-

thetized, in which there is suggestion by the doctor

that he might die.

• Intense war experiences.

® Other emotional experiences, particularly

with the death of a loved one with whom the

individual may have identified and thereby wish

death to himself.

All of the foregoing incidents represent states

of accidental hypnosis when a death suggestion

could have been received. As there are literally

thousands of persons who have had acute in-

fectious diseases in childhood or periods of tem-

porary unconsciousness. Walking Zombies are

present on the streets of every city, and not a

single practitioner will escape their complaints.

Even though they may faithfully attempt work
every day, they are for the most part nonproduc-

tive and often represent more of a liability than

an asset to their employers, families and friends.

Many are accident prone, and most Walking

Zombies cost their company a great deal by

chronic absenteeism. On the other hand, the en-

couraging part of this article is the message that

they can be helped.

Case 1. A 34-year-old male airline employee

in a middle management position complained of

listlessness, depression, shortness of breath, lack

of motivation, fatigue, diminished concentration

and general disinterest in everything. During a

hypnoanalytic session he was age-regressed nine

years to the death of his son, when his grief was
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so overwhelming that he had to be restrained by

three men at the graveside. His identification

with the dead was overwhelming, and his intent

was to go into the grave and join his son in

death.

Realizing that at his son’s funeral he already

had a strong suggestion that he was dead, we
requested the patient to go back under hypnosis

to the time when he had previously given himself

a death suggestion, whereupon he spontaneously

regressed to birth, revealing that he had almost

been strangled by the umbilical cord and at birth

had appeared dead. The physician had so stated,

but shortly thereafter he revived. Although the

patient had no conscious awareness of any of

the traumatic events surrounding his birth, his

mother verified all the facts, even though she

was not aware she had ever told him of them.

By being led back through his experiences, this

patient was able to see the death suggestions

that had fixed themselves in his unconscious mind,

and found they could be rendered inactive, en-

abling him to dispense with their destructiveness

and resume a productive life.

Case 2. A 51 -year-old salesman presented for

treatment because he had been unable to hold a

job for approximately 18 months. At the time,

he was selling cemetery plots (an appropriate job

for a Walking Zombie!). The initial evaluation

and history gathering procedure revealed that he

had been knocked unconscious during service in

the United States Armed Forces. When instructed

under hypnosis to recall the incident, he vividly

relived the fall from a jeep which rendered him

unconscious. An ambulance attendant had said,

“You can forget that one over there, he’s dead,”

and a sheet had been thrown over his body. While

still under hypnosis, the patient was given the

suggestion that he no longer needed to hold to the

suggestion that he had expired, and his improve-

ment was verified a year later when he told us of

his overwhelming success in a new sales career.

Case 3. A 46-year-old female alcoholic stated

she “could not stop drinking until she passed out.”

An opening statement of this nature is quite

common from a patient who is drinking for obliv-

ion to make his mind and body conform to the

unconscious belief he is dead. Under hypnosis this

patient was age-regressed to 6 years, when her

mother died. At the funeral she was upset and in

great turmoil, and as her mother’s casket was

lowered into the ground, the height of emotional
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turmoil, her grandmother whispered, “Don’t cry,

your mother now has perfect peace.” At that, the

patient decided she would join her mother, since

she not only wanted to be with her mother but

also wanted perfect peace. Her drinking to the

point where she would pass out was, therefore,

simply an attempt to get her body to conform to

the desire of her unconscious mind, that she

would be better off with her dead mother, who
was in perfect peace. Once this suggestion was

removed, she no longer had any wish for oblivion,

and was able to resume a normal pattern of social

drinking.

4

Case 4. A 36-year-old physician had been hy-

perventilating for four years, and had also experi-

enced depression, memory lapses and an inability

to concentrate. His symptoms began suddenly

following an appendectomy four years previously.

Under hypnosis he was taken back through the

period when he was under a general anesthetic;

he heard the resident say, “The blood’s getting

pretty black down here,” and as a physician, he

knew this indicated a lack of oxygen. He im-

mediately began taking deep breaths to assure his

survival. Upon awakening, the suggestion that he

had expired remained in his unconscious although

he was consciously unaware of its presence, and

he continued to hyperventilate to demonstrate to

himself that he was alive.

Case 5. A 63-year-old male executive suffered

from asthma and emphysema along with depres-

sion and lack of motivation, conditions with which

he had lived for many years. He was taken back

under hypnosis to 6 years of age when he over-

heard the doctor telling his mother that “if you

don’t get that kid’s tonsils out, he’ll be dead by

the time he is 12.” His father refused the surgery,

indicating that “the doctor was a quack.” The
patient stated that after that he felt like “each

breath was his last.”

At the age of 12 he sustained a concussion

when he fell out of a tree, and as he was trans-

ported to the hospital in a semiconscious state he

could hear his mother saying, “He’s dead! He’s

dead! I know he’s dead.” Like most Walking

Zombies, this patient had no fear of death and

even less will to live, and he had on numerous

occasions flirted with death while climbing moun-

tains, flying airplanes and working with high

voltages. Through treatment he was able to un-

derstand and come to grips with the nature of

his illness, but the years of scarring his lungs

through psychological asthma and emphysema
eventually caused his death.

This case illustrates how psychogenic emphy-
sema, like psychogenic ulcers and psychogenic

cardiovascular problems, can result in actual phys-

ical lesions, and in fact it is probable that indi-

viduals under the constant tension of the

unconscious belief they have expired may die

prematurely of high blood pressure and heart

failure.

Discussion

These case histories briefly illustrate the phe-

nomenon of the Walking Zombie syndrome. At
first it may seem unbelievable that people who
are actually alive can “feel” they are dead, but

our experience with hundreds of such cases has

convinced us, as well as the many patients who
have been treated and returned to a productive

life. For these patients, many of whom suffered

for years from unexplained symptoms such as

alcoholism, the relief was more than welcome,
and they now believe what they had previously

thought unbelievable. And yet, the syndrome con-
tinues to remain unreported in medical literature,

perhaps because it is so startling and unusual.

Although psychiatrists have spoken for years

of death phobias and fears in their patients, this

syndrome has no relationship to the fear of death.

Instead, we are faced with a condition in which
the person has already accepted the fact of his

death and there is therefore no fear of death. It

has already arrived, and he is merely attempting

to make his body conform to the belief. Alco-
holism, drug abuse, suicide, or depression are

among the ways of accomplishing this.

The most encouraging aspect of the Walking
Zombie syndrome is that treatment is usually suc-

cessful. Age-regressing of the patient under hyp-

nosis to the event in which the death suggestion

was received allows removal of the suggestion as

the patient relives the experience all the way
through to the end, with final realization that he

did not actually die. When this realization takes

place, the patient no longer has any need to retain

the symptoms of death, which have perpetuated

his illness and mystified all those with whom he

has come in contact, including his family, his

employer, and his friends. ! ' ^
920 Estate Drive
Memphis, TN 38117
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The Contraction Stress Test

A Comparison of Buccal and Intravenous Oxytocin

And Oral Prostaglandin E2

FRANK H. BOEHM, M.D.; ALLEN P. KILLAM, M.D.;

and LYNN DUNCAN, R.N.

During the past ten years the oxytocin (Pitocin)

challenge test (OCT) has become an important

test to ascertain fetal well-being.^-^ Recently the

non-stress test (NST) ^ ® has significantly reduced

the number of patients requiring an OCT. De-

spite this, numerous pregnant patients are still

requiring the OCT as an adjunct to the non-stress

test or as a test to allow better evaluation of the

high-risk pregnant patient. Some of the draw-

backs to the OCT are ( 1 ) the test occasionally

takes several hours to complete; (2) the patient

requires an intravenous line to administer the

oxytocin via an infusion pump; (3) oxytocin is

not always capable of producing three contrac-

tions in ten minutes in the less than term gesta-

tion. Because of these problems, an attempt was

made to study the effectiveness of three medica-

tion regimens. To eliminate the intravenous route,

buccal oxytocin and oral prostaglandin E2

(PGEo ) were utilized in a series of patients, and

oral PGEo was studied in a group of patients to

ascertain its effectiveness in the less than term

gestation. A third group of patients given intra-

venous oxytocin was reviewed as a control.

Materials and Methods
All high-risk obstetrical patients requiring an

OCT were considered for the study. All contrac-

tion stress tests (CSTs) were performed accord-

ing to standard protocols and interpreted by

standard criteria.^® Thirty consecutive patients

were given buccal oxytocin (250 mU/tab) in

increasing amount to initiate adequate uterine

contractions, and 30 consecutive high-risk ob-

stetrical patients were given oral PGE2 tablets

From the Division of Maternal-Fetal Medicine, De-
partment of Obstetrics and Gynecology, Vanderbilt Uni-

versity Hospital, Nashville.

Reprint requests to OB-GYN Department, T-2302,
Vanderbilt University Hospital, Nashville, TN 37232
(Dr. Boehm).
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to allow interpretation of three uterine contrac-

tions in a ten-minute interval. One PGE 2 tablet

(0.5 mg) was given with the patient’s consent

followed in one hour by two tablets if an adequate

uterine response was not produced. If two such

tablets still did not initiate a proper test, the test

was labeled as unsuccessful and the patient un-

derwent a conventional intravenous OCT.
Specifically noted parameters of the test were

(1) weeks of gestation; (2) time in minutes from

onset of medication administration to first uterine

contraction; (3) time in minutes from onset of

medication administration to adequate uterine re-

sponse (three contractions in ten minutes); (4)

amount of medication required to achieve ade-

quate test; (5) medication side effects; (6) results

of the test itself; (7) results of the test in the less

than term gestation, term being defined as less

than 38 weeks’ gestation. A test was considered

successful if three contractions were produced in

a ten-minute interval and unsuccessful if the medi-

cation regimen was unable to produce three con-

tractions over a ten-minute period.

Results

As can be seen in Table 1 the average weeks

of gestation in all three groups were comparable,

as was the time to the first uterine response. When
this time to first contraction was broken down
into those patients who had some uterine ac-

tivity prior to starting medication, the time in-

terval to first contraction was considerably

shortened and was as low as 5.25 minutes in the

buccal oxytocin group compared to 20 minutes

when there was no uterine activity in the base-

line. All three groups had sufficient time to ade-

quately test with a comparable range. It seems

clear, however, that in patients of less than 38

weeks, oral PGE2 was the least successful. A
success rate in the subgroup of patients given

intravenous oxytocin was 93%, 100% with buccal
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TABLE 1

DATA ON THREE CONTRACTION STRESS TEST REGIMENS

Intravenous Buccal Oral

Oxytocin Oxytocin Prostaglandin E2

No. of patients 30 30 30
Population

Weeks pregnant

Average 37.7 40 39.4

Range 29-43 32-45 28-44.4

Less than 38 weeks 14 7 10

42 weeks or greater 7 18 17

Time involved (in minutes)

To first uterine contraction (average) 24.3 16.1 29
Without baseline activity 31.6 20 24

With baseline activity 11.9 5.25 8.5

For adequate test 54.2 59.6 64.2

Range 22-110 6-160 24-100

Test outcomes
Less than 38 weeks

Average dose 15.5 mU/min 1.8 tabs 1-2 tabs

Success rate 13 (93%) 7 (100%) 7 (70%)
Overall

Average dose 16.3 mU/min 2.7 tabs 1.6 tabs

Dosage range 0.'7-40 mU/min 1-7 tabs 1-2 tabs

Success rate 19 (97%) 30 (100%) 18 (60%)
Side effects

Hypertonicity 0 1 5

Nausea and vomiting 0 0 3

oxytocin, and only 70% with the oral PGEo. A
successful test was obtained in 29/30 patients

in the intravenous oxytocin group and 30/30 in

the buccal group, while only 18/30 (60%) were

successful in the oral PGEo group. Minimal side

effects were noted in the oxytocin group, with one

patient sustaining hypertonicity with buccal oxy-

tocin (Fig. 1) and five patients in the oral PGEo
group sustaining hypertonicity or tachysystole

(Figs. 2 and 3). Three patients in the oral PGE2

group experienced nausea and vomiting but no

other side effects were noted with either route of

oxytocin administration. In one case the PGEo
CST was labeled as successful and interpreted as

negative, but the following day an induction of

labor with oxytocin resulted in persistent late de-

celeration requiring cesarean section.

Comment
While many of the parameters studied in this

test were not dissimilar, it is evident that oral

PGE2 is not effective in this dosage to initiate

contractions generally or in the less than term

gestation. Combined with the fact that there were

five cases of hypertonicity and three cases of

nausea and vomiting, we cannot recommend the

use of oral PGE2 in the dosage outlined for the

CST. In the buccal oxytocin group, the single

case of hypertonicity was of concern. While the

large success rate in this group was due to the

fact that there was no limit to the number of

tablets used, we are concerned that the large

number of tablets required in some instances (as

high as seven) combined with this 3.3% of hy-

pertonicity compared to a 0% hypertonicity in

the intravenous oxytocin group suggests that the

buccal route should not be used for the CST.

That intravenous oxytocin given via an infusion

pump was successful in the less than 38 week

gestation in 93% of the cases, required an average

dose of 15.5 mU/min, and was performed in an

average of 54.2 minutes with no side effects and

with an overall success rate of 96.6% further

suggests that this should be the recommended
method of performing an induced CST. Buccal

oxytocin should not be used because of the in-

creased incidence of hypertonicity and because

of the inability to administer a standard dose.

Oral PGE2 at this dosage schedule should not be

used because of its side effects as well as its poor

success rate.

Our data indicate that patients requiring a CST
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Figure 1. Feta! monitor tracing revealing baseline hypertonicity with buccal oxytocin.

Figure 2. Fetal monitor tracing revealing baseline hypertonicity with oral PGE2 .

Figure 3. Fetal monitor tracing revealing tachysystole with oral PGEa.

are best treated with intravenous oxytocin ad-

ministered via an infusion pump. Although the

oral oxytocin drug regimens tested had the po-

tential for reducing the expense and time required

for antepartum contraction stress testing, in our

opinion neither buccal oxytocin nor oral PGE2
have the safety and effectiveness required to com-

pare favorably with intravenous oxytocin, r ^

REFERENCES
1. Ray M, Freeman R, Pine S, et al: Clinical experience with

the oxytocin challenge test. Am J Obstet Gynecol 114:1-9, 1972.

2. Weingold A, DeJesus RPS, O’Keiffe J: Oxytocin challenge

test. Am J Obstet Gynecol 123:466-472, 1975.

892

3. Freeman, RK, Goebelsman U, Nochimson D, et al: An
evaluation of the significance of a positive oxytocin challenge

test. Obstet Gynecol 47:8-13, 1976.

4. Garite TJ, Freeman, RK, Hochleutner I, et al: Oxytocin
challenge test. Achieving the desired goals. Obstet Gynecol
51:614-618, 1978.

5. Farahani G, Vasudeva K, Petrie R, et al: Oxytocin chal-

lenge test in high-risk pregnancy. Obstet Gynecol 47:159-168,

1976.

6. Lee CY, Drukker B: The non-stress test for the ante-

partum assessment of fetal reserve. Am J Obstet Gynecol 134:

460-470, 1979.

7. Nochimson DJ, Turbeville JS, Terry JE, et al: The non-
stress test. Obstet Gynecol 51:419-421, 1978.

8. Rayburn WF, Duhring JL, Donaldson M: A study of fetal

acceleration tests. Am J Obstet Gynecol 132:33-35, 1978.

9. Evertson LR, Gauthier RJ, Schifrin BS: Antepartum fetal

heart rate testing. I. Evolution of the nonstress test. Am J Obstet
Gynecol 133:29-39, 1979.

10. Boehm FH, Braun RD, Growdon JH: The oxytocin chal-

lenge test. South Med J 69:884-886, 1976.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Case Report

Resistant Hyperkalemia in Cor Pulmonale

FRANK A. PERRY, JR., M.D.; KENNETH HICKS, M.D.;

and JOSEPH M. STINSON, M.D.

Hyperkalemia is a much less frequent clinical

problem than hypokalemia.^ Acute respiratory

acidosis may be accompanied by transient hyper-

kalemia, with reduction of serum potassium as

acidosis is corrected.^ The patient presented here

had persistent hyperkalemia in spite of a normal

pH and several factors which tend to lower serum

potassium.

Report of a Case
This was one of numerous hospitalizations for a 60-

year-old black woman with cor pulmonale secondary to

chronic bronchitis of ten years’ duration. She presented to

the emergency department with a complaint of increas-

ing dyspnea for the past 24 hours. Outpatient manage-

ment included terbutaline, furosemide (Lasix), digoxin

(Lanoxin), oxtriphylline (Choledyl), and methylpredni-

solone (Solu-Medrol). She had smoked IVi packages of

cigarettes per day for 30 years, but ceased smoking five

years before the current admission. She had easy fati-

gability for two to three years, and dyspnea at rest for

one year. Although unemployed for the past eight years,

she previously worked 23 years with a linen supply com-
pany. The only significant family history was of a

daughter with insulin-dependent diabetes mellitus.

Her temperature was 97 F, pulse rate 100, respiratory

rate 26, and blood pressure 150/100 mm Hg. She was
diaphoretic and in moderate respiratory distress. Her neck

veins were distended at 90°, and there was an increased

A-P diameter of the chest, hyperresonant percussion note,

and generalized expiratory wheezes. The cardiac rhythm
was regular without murmurs or gallop, the liver was
palpable to 2 cm below the right costal margin, and there

was 3 + pitting edema to the mid-calf level. Physical find-

ings were otherwise within normal limits. Electrocardio-

gram showed ST and T-wave changes consistent with

digitalis effect and possible old diaphragmatic myocardial

infarction. The chest roentgenogram demonstrated hyper-

lucency of the lung fields without infiltrate, pleural

thickening, and slight cardiomegaly. Blood chemical data

are presented in Table 1.

The patient was treated initially with low-flow oxygen,

intravenous aminophylline and corticosteroids, subcu-

taneous terbutaline, and chest physiotherapy. Mainte-

nance therapy consisted of aminophylline 1 mg/kg of

body weight per hour intravenously, terbutaline 5 mg

From the Division of Pulmonary Diseases, Meharry
Medical College, 1005 18th Ave. North, Nashville, TN
37208.

three times a day orally, digoxin 0.125 mg/day orally,

furosemide 80 mg/day, methylprednisolone 200 mg every
eight hours intravenously, and aerosolized isoetharine.

Her course was one of gradual improvement, punctuated
by transient periods of severe dyspnea and severe hypox-
emia (Table 1).

On the eighth hospital day, routine urinalysis disclosed

4+ glycosuria. A random serum glucose at that time was
107 mg/dl. Glycosuria continued, and she soon devel-

oped marked hyperglycemia which was very sensitive to

insulin, so that some elevation of blood glucose was al-

lowed. She never had acetone in the blood or urine, and
serum potassium remained around 5 mEq/liter and was
independent of blood glucose, pH, and P02 (Table 1).

Peripheral edema persisted at the admission level until

furosemide was increased to 480 mg daily in divided
doses. Once the patient became clinically stable, oral

medicines were substituted for intravenous drugs, and she
was discharged on the 86th hospital day. Serum potassium
continued to fluctuate just above and below 5.0 mEq/liter.

Comment
Hyperkalemia, defined as a serum potassium

concentration greater than 5.0 mEq/liter, may
have three broad causes: an increased excretory

load of potassium, a decreased excretory capacity

for potassium, or an altered transcellular distri-

bution of the ion.^ It is most commonly associ-

ated with ohguric renal failure,^ but may also be

related to increased potassium intake,^’^ aci-

dosis, use of potassium-sparing diuretics,^’^ and

adrenal insufficiency.^

The mechanism of hyperkalemia in acidosis

and respiratory failure is considered one of trans-

fer of potassium from intracellular to extracellular

fluid in response to movement of hydrogen ions

into the cells.^’^ The usual pattern is a return of

potassium into the cells as acidosis is corrected,

often leading to hypokalemia.^ In our patient,

serum potassium remained elevated although ar-

terial pH was normal and several potassium-

lowering factors were at play. Furosemide is a

potent loop diuretic, with hypokalemia a frequent

side effect.^’^ Glycosuria induces an osmotic di-

uresis with increased potassium excretion.^ Long-
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TABLE 1

SERIAL CHANGES IN BLOOD CHEMISTRIES
AND ARTERIAL BLOOD GASES

Day K+
mEq/liter

Glucose
mg/dl

BUN
mg/dl

Na +
mEq/liter

CO.
mEq/liter

Cl-
mEq/liter

pH pOa
mm Hg

pCOa
mm Hg

1 5.1 172 8 134 33 82 7.323 66 60
2 5.0 137 10 140 30 86 7.463 71 40
19 5.0 630 22 125 30 89 7.420 39 54
19 5.3 520 18 127 29 89 7.454 63 47
22 5.2 574 22 130 36 82 — — —
23 5.2 80 15 135 39 84 — — —
24 5.2 301 — — — — — — —
26 5.1 138 — — — — — — —
27 5.2 133 12 138 35 87 — — —
31 4.8 445 11 131 30 87 7.454 58 45
35 5.2 168 8 140 36 90 — — —
47 6.2 280 12 136 37 86 — — —
49 5.4 456 18 136 35 82 7.452 89 52
64 5.0 206 15 133 34 81 — — —
65 5.8 414 16 131 33 77 — — —

term steroid therapy frequently produces hypo-

kalemia,^ and insulin facilitates movement of

potassium into cellsd Finally, several of these

factors may interact in an additive fashion to

reduce serum potassium.®

This, then, is a patient with chronic cor pul-

monale secondary to chronic obstructive lung

disease,^ steroid-induced diabetes mellitus,^ and

persistent mild hyperkalemia unrelated to the

degree of acidosis and resistant to several factors

known to lower serum potassium. Perhaps in this

patient hyperkalemia was related to effects of

chronic hypoxemia, either systemically ® or locally

on the kidneys,^ although frank renal failure did

not occur. r -v
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program is rehabilitative, not punitive. The Committee is composed of physicians who

have special expertise in these areas, some from personal experience. Effective treatment

for these illnesses is achieved most easily when the disease is detected early and family,
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Medical Grand Rounds

Recurrent Ventricular Tachycardia

CHARLES E. KOSSMANN, M.D., Editor

JAMES E. NEILL, III, M.D.:
An 83-year-old white woman whose chief complaint

was syncope went back to bed after breakfast on March

3, 1979 because of a poorly defined ill-feeling. She was
later found unconscious by the family, and when she

arrived at the emergency room later the same day she

was stuporous but responsive. After several hours she

became alert and oriented.

She had not complained of chest pain, dyspnea or

palpitation. Pertinent past history included a subtotal

colectomy for carcinoma seven weeks earlier on Jan. 11,

1979. Paroxysmal atrial tachycardia began 28 years be-

fore in 1951 and was documented on one occasion three

days after the colectomy. She was known for a long,

indefinite period to have hypertension, and was known
to be taking digoxin 0.125 mg/day and quinidine 300 mg
every six hours.

Examination revealed an elderly white woman in no

acute distress. The blood pressure was 130/80 mm Hg
and other vital signs were normal. The PMI was in the

fifth intercostal space lateral to the midclavicular line.

Sj and Ss were normal. There was a grade I/VI systolic

murmur at the left sternal border. The rhythm was regu-

lar with an occasional premature beat. Neurological ex-

amination was normal; no carotid bruits were heard.

The hematocrit was 38.9% and white blood cells

8,000/cu mm. The blood glucose was 138 mg/dl, the

serum calcium 8.7 mg/dl, and the serum potassium 3.9

mEq/liter. The thoracic roentgenogram showed minimal

cardiomegaly. The electrocardiogram revealed normal

sinus rhythm with a PR interval of 0.19 seconds, a QRS
interval of 0.08 seconds and a QT interval of 0.32 sec-

onds. The axis of QRS in the frontal plane was —30°.

The U wave was prominent, T diphasic, and the ST junc-

tion depressed in left precordial leads. The abnormalities

of form suggested left ventricular hypertrophy. Serum
levels of digoxin and quinidine were both within the usual

therapeutic ranges.

The patient was admitted to the intensive care unit for

monitoring. The morning after admission she had an

episode of ventricular tachycardia which converted to

sinus rhythm with intravenous lidocaine and external

electrical cardioversion. Two hours later ventricular

tachycardia recurred and again responded to lidocaine

and cardioversion. Cardiac medications were then dis-

continued and she was placed on an intravenous lido-

caine drip for several days. Digoxin and propranolol

were begun and later disopyramide was added. She was
controlled on this regimen without further tachycardia.

During the first two weeks in the hospital there was
progressive deep inversion of the T wave and depression

of the ST junction and segment in left precordial leads,

suggesting recent left ventricular subendocardial necrosis.

Whether this was primary or secondary to ventricular

tachycardia could not be determined. Myocardial en-

From the Department of Medicine, University of

Tennessee, 951 Court Ave., Memphis, TN 38163.

City of Memphis Hospital Case No. 156348. Presented

March 21, 1979.

zymes were not elevated in the serum.
The final diagnosis was:
1. Cardiac:

a. Atherosclerosis and previous hypertension
b. Enlarged heart, coronary sclerosis, myocardial

necrosis

c. Normal sinus rhythm, ventricular premature con-
tractions, chronically recurrent supraventricular

tachycardia, acute intermittent ventricular tachy-

cardia

d. Class IV E
2. Previous hypertension
3. Status-post colon resection for carcinoma

DAVID M. MIRVIS, M.D.:

Ventricular tachycardia presents as a double-

edged sword. It is clearly life-threatening and
requires both immediate and long-term therapy,

but provides one of the greatest challenges to

therapy as most efforts meet with less than com-
plete success. A great many of the problems relate

not to the nature of the dysrhythmia or to intrinsic

limitations of drug therapy but to some of our

concepts of the use or misuse of antiarrhythmic

agents.

Diagnostic Approach to Arrhythmia
A comprehensive scheme for approaching ar-

rhythmias has been published by Winkle et al.^

Three items must be defined prior to deciding to

use an antiarrhythmic agent. First, the dysriiyth-

mia must be accurately diagnosed. It is very

difficult to treat any disorder if we do not know
what it is. Methods such as specialized surface

leads or intracardiac recordings may be required

to distinguish, for example, atrial flutter with 2 :

1

atrioventricular block from sinus tachycardia;

diagnosis by therapeutic trial should be a method

used only as a last resort.

Not only must the type of arrhythmia be de-

termined, but its frequency and severity must be

characterized. Two approaches have been used

—

dynamic and induced stress. The former method

overcomes the sampling errors related to brief

(usually less than one minute) recording periods

used in standard electrocardiography, by con-

tinuously recording cardiac rhythm for up to 24

hours. Numerous reports have documented the

superiority of long-term recording in detecting
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and characterizing arrhythmias. For example,

Vismara et al - reported comparisons of routine

resting and 24-hour dynamic electrocardiography

in over 100 patients with ischemic heart disease.

Dynamic monitoring detected ventricular arrhyth-

mias in 62% and ventricular tachycardia in 6%
of 53 patients judged by 1010 standard electro-

cardiograms recorded at rest over three months

to be free of arrhythmia.

Exercise electrocardiography may permit rec-

ognition of arrhythmias not present at rest but

precipitated by the automatic or circulatory

responses to exercise. Ryan et al ^ compared

maximal exercise testing and 24-hour dynamic

electrocardiographic monitoring in 100 patients.

Although repetitive forms (couplets, ventricular

tachycardia) were identified twice as often on

ambulatory monitoring as during exercise stress,

exercise alone revealed ventricular tachycardia in

three of seven patients with this dysrhythmia. The

two methods may, therefore, be complementary.

More recently, psychological stress has been

utilized to induce cardiac arrhythmias. Both spe-

cific and nonspecific psychologic stresses may be

utilized. Town et al ^ have reported a case of

recurrent ventricular fibrillation related in large

part to psychologic rather than to physiologic

stresses.

Second, an effort must be made to define the

presence and nature of any underlying heart

disease. This is important first because in the

absence of heart disease, sporadic and asympto-

matic ventricular extrasystoles represent no threat

to life, whereas in the presence of chronic ischemic

heart disease the identical dysrhythmia represents

a significant risk factor for sudden cardiac death.

^

In addition, arrhythmias during the course of

acute disease require, in general, immediate ther-

apy, whereas a more gradual approach may be

warranted in chronic disorders. For example,

ventricular extrasystoles in chronic ischemic heart

disease need not mandate urgent hospitalization

and continuous monitoring.

Third, a thorough search for underlying, re-

versible factors must be undertaken. Factors that

can lead to or aggravate dysrhythmias and which

may reduce the effectiveness of antiarrhythmic

agents include (1) drug toxicity (digitalis, quini-

dine, psychotropic agents); (2) acid-base im-

balance (acidosis, alkalosis); (3) electrolyte dis-

orders (hypokalemia, hypomagnesemia); (4)

hypoxia; and (5) endocrine disorders (thyrotoxi-

cosis). Perhaps the best example of a reversible

factor is oxygen as the “antiarrhythmic agent”

of choice in the hypoxic patient. Similarly, potas-

sium replacement is the best approach to the man-
agement of dysrhythmia in the hypokalemic

patient. Indeed, in the presence of moderately

severe hypoxia or potassium depletion most anti-

arrhythmic agents lose potency. Under urgent

situations agents such as lidocaine may be needed

to manage the patients while the underlying con-

tributing disorders are being corrected.

Therapy
Once the substrate of the arrhythmia has been

characterized, a decision must be made on the

need for therapy in the symptomatic patient. This

is relatively simple. A patient with recurrent

ventricular tachycardia and syncope should be

treated aggressively. In the asymptomatic patient

variables such as the presence or absence of heart

disease, the natural history of the arrhythmia, and

the risk of significant complications of therapy

must be carefully considered.

Often overlooked is the need to define the

goals of proposed therapy. For example, do we
need to suppress all ventricular extrasystoles or

just episodes of ventricular tachycardia in patients

who suffer “recurrent sudden death” ^ ? Clearly,

the higher the goals, the lower will be the suc-

cess rate and, more significantly, the higher will

be the incidence of drug-induced side effects.

Ruberman et al ® in a study on enrollees in the

Health Insurance Plan of New York reported a

4.2% incidence of sudden death in subjects with

simple ventricular premature beats. Winkle et al

have described abolition of high-grade ventricular

arrhythmias without a reduction of or even with

an increase in the frequency of simple ventricular

premature beats. One currently proposed goal is

to abolish complex disturbances of rhythm (cou-

plets, ventricular premature beats with the R-on-T
phenomenon) while paying little attention to

simple extrasystoles.

Next, the pharmacokinetics of possible thera-

peutic agents must be considered to select the

proper dose and the appropriate interval between

doses. Variables to be considered include prop-

erties of the drug (dosage forms available, meta-

bolic pathways, half-time) as well as the patho-

physiologic state of the patient (hepatorenal status,

potential interactions with other drug therapies,

weight, age).

An aspect related to pharmacokinetics is the

evaluation of contraindications to therapy. These

may take the form of difficulties with specific

agents, such as heart failure or bronchospasm
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with propranolol, suppression of an idioventricu-

lar pacemaker in atrioventricular block by pro-

cainamide, or allergy to a specific agent. Another

less well appreciated example is administration of

a normally safe agent under inappropriate condi-

tions, e.g., intravenous propranolol without con-

tinuous electrocardiographic monitoring. More
general forms of contraindications include drug

toxicity as the cause of the arrhythmia and of the

wrong diagnosis.

Finally, after an agent and dosage regimen have

been selected and therapy has been initiated,

achievement of predetermined goals must be as-

certained. In general, the same method used to

elicit arrhythmias should be used to determine

the efficacy of therapy. Not only must significant

abnormalities be abolished, but the drug regimen

must not cause undue side effects. This is a major

problem with current antiarrhythmic therapy.

Role of Blood Levels of Drugs
Not all patients require monitoring of drug

levels in the blood. If a patient has been started

on usual doses of an agent, if predetermined goals

are achieved, and if no side effects are present,

drug level determinations are not usually required.

If any of these factors are not present, however,

i.e., if goals are not achieved or achieved at higher

than usual doses, then drug levels may be helpful

in further management. Similarly, if side effects

develop at usual dose levels or if some clinical

factor altering normal pharmacokinetics is pres-

ent, drug levels may also be valuable. One of the

greatest values of drug levels is for determining

patient compliance.

Whenever blood levels of an agent are re-

ported, several caveats must be considered. First,

blood samples must be drawn at the appropriate

time during a dosage cycle. Levels soon after a

dose reflect peak levels while those prior to a

dose reflect trough levels; the latter generally

reflect the steady state levels of most agents. Sec-

ond, levels drawn soon after a change in dosage

have relatively little meaning, as blood-level

steady states have not been reached. Third, blood

levels of drugs often measure inactive metabolites

(e.g., quinidine) or do not measure active me-
tabolites (e.g., procainamide). In either case,

judgmental errors may result.

Objective of Therapy
How often can success be achieved? Elimina-

tion of 75% of simple ventricular premature

beats has been regarded as an unreasonable goal

by Ryan et al.^ The Stanford experience has sug-

gested success in only 25% of patients; indeed,

of those successfully treated, approximately 37%
were managed by surgical aneurysmectomy rather

than by drug administration. Thus, serious ven-

tricular tachyarrhythmias remain difficult to con-

trol. Myerburg et al ® reported that in over 50%
of 16 patients who survived prehospital cardiac

arrest, drug therapy with adequate blood levels

failed to eradicate significant ventricular arrhyth-

mias.

What then is a reasonable goal of antiar-

rhythmic therapy? An intuitively attractive and

practical approach has been forwarded by Myer-

burg et al ® based upon their experience with

survivors of prehospital cardiac arrest. Compar-

ing eight patients with recurrent arrest and eight

without, they noted fixed mean counts of ventric-

ular extrasystoles per day, and the frequency of

potentially serious arrhythmias was not signif-

icantly different. When adequacy of serum levels

was compared in the two groups, all eight with

recurrent arrest had unstable or consistently sub-

therapeutic blood levels whereas six of eight

without recurrent arrest had stable, therapeutic

concentrations. Regarded another way, eight of

ten patients with inadequate blood levels suffered

recurrent arrest.

Thus, a twofold approach to complex and po-

tentially dangerous arrhythmias may be suggested.

First, a vigorous attempt to eliminate all or nearly

all complex extrasystoles (couplets, R-on-T phe-

nomenon) must be made. The presence of less

than one couplet per hour during a majority of

waking hours is acceptable. Second, if the first

goal cannot be achieved because of primary drug

failure or unacceptable side effects, serum con-

centrations of whatever agent selected should be

maintained within the usually defined therapeutic

limits. / ^
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 46-year-old man was seen in the emergency room
complaining of chest discomfort. He stated that over the

past four years he experienced several episodes of heart

“racing” and had been told that he had heart disease. His
chest pain was in the left precordium, was sharp, and was
exacerbated by breathing. Physical examination disclosed

an anxious, uncomfortable white man who looked to be
in good health. Blood pressure was 142/86 mm Hg. Chest
was clear to auscultation. On cardiovascular examination
no rubs, murmurs or gallops were audible and the chest

film showed no abnormalities. An electrocardiogram was
obtained (Fig. 1).

and a delta wave (which causes widening of the

QRS complex) is pathognomonic of preexcitation.

With his previous history of tachycardia this man
has Wolff-Parkinson-White syndrome.^

Although Wolff, Parkinson and White originally

described this syndrome as one of “bundle branch

block with short PR interval in healthy young
people prone to paroxysmal tachycardia” ^ it is

now recognized that there is no problem with

Figure 1

Discussion
This electrocardiogram reveals sinus rhythm at

a rate of 62 per minute. The QRS complexes

appear widened, and there appears to be a Q wave

in leads II, III and aVF. On casual inspection this

might suggest inferior wall infarction, but the PR
interval is very abbreviated and there is a promi-

nent “delta” wave in leads I, aVL and the precor-

dial leads. This combination of a short PR interval

From the Department of Cardiology, St. Thomas Hos-
pital, Box 380, Nashville, TN 37202.

900

intraventricular conduction. The apparent QRS
widening is due to preexcitation of a portion of

the ventricle through anomalous conduction path-

ways. The portion of the ventricle which is excited

early encroaches upon the PR segment, thus nar-

rowing the PR interval.

Although myocardial infarction may indeed

occur in the presence of preexcitation, the pre-

mature ventricular depolarization may simulate

infarction. In this case, the early force (delta

wave) is directed superiorly, causing the deep

(Continued on page 902)
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X-ray of the Month

CARLOS A. MUHLETALER, M.D., and A. JAMES GERLOCK, JR., M.D.

Figure 1 is a view of the barium filled stomach as part

of an upper gastrointestinal series performed in a 45-

year-old man with weight loss and upper gastric discom-
fort. Select the proper diagnosis from the list below.

( 1 ) Erosive gastritis

(2) Eosinophilic gastroenteritis

(3) Menetrier’s disease

(4) Gastric lymphoma

(5) Zollinger-Ellison syndrome

Figure 1. Radiograph of the stomach as part of an
upper gastrointestinal series shows enlarged mucosal
rugi extending throughout the stomach.

From the Department of Radiology and Radiological

Sciences, Vanderbilt University Medical Center, Nash-
ville, TN 37232.

Discussion

In order to make the correct diagnosis from

this radiograph, it is necessary to know in which

of the above entities the gastric folds are enlarged

or prominent. Erosive gastritis, for instance,

rarely shows prominent gastric folds. The most

common finding in this condition is tiny super-

ficial ulcerations which can either be localized or

diffusely scattered throughout the mucosa of the

stomach. These ulcerations are demonstrated

when the barium collects in them and is sur-

rounded by a thin radiolucent halo due to the

surrounding mucosal edema. Air contrast studies

which utilize both barium and air are most helpful

in demonstrating the diffuse tiny superficial ulcera-

tions of erosive gastritis.

Prominent enlarged gastric folds are seen in

patients with eosinophilic gastritis. The enlarged

folds in this condition can be differentiated from

the ones shown in Figure 1 in that they are almost

always limited only to the antrum of the stomach.

Also of help is the strong history of allergies in

patients with eosinophilic gastritis. Another strik-

ing feature is the blood eosinophilia which may be

as high as 60%.^

Menetrier’s disease is another entity in which

the gastric folds may be enlarged. The giant rugal

hypertrophy in this condition classically does not

involve the entire stomach as shown in the patient

presented here, but instead involves predominantly

the greater curvature and fundus of the stomach,

while the lesser curvature and antrum of the

stomach are spared.^

In Zollinger-Ellison syndrome the prominent

gastric folds are associated with a large amount

of gastric secretion and one or more gastric and/

or duodenal ulcers.^

Primary gastric lymphoma can produce exten-

sive enlargement of gastric rugi. This results when
the lymphoma diffusely infiltrates the stomach

causing the mucosal folds to become enlarged as
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seen in the patient presented here. Gastric lym-

phoma comprises about 3% to 5% of all the

gastric malignancies, and in 80% of these cases

the most common form is either lymphocytic or

reticulum cell in type. Hodgkin’s lymphoma
counts for only 5% to 7% of the lymphomas
which involve the stomach. Radiographically

these lymphomas manifest themselves as either

ulcerative, polypoid, or diffusely infiltrative, caus-

ing an enlargement of the gastric rugi.^’^ As in the

patient presented here, the extensive lymphoma-
tous infiltration of the stomach produces diffuse

enlarged bizarre mucosal folds and multiple poly-

poid filling defects throughout the stomach. Other

findings which may help radiographically in the

diagnosis are an abdominal mass due to large

mesenteric lymph nodes, or splenomegaly. The
extension of gastric lymphomas into the duode-

EKG of the Month . .

.

(Continued from page 900)

negative deflection in II, III and aVF and simu-

lating inferior wall infarction. The repolarization

(ST-T) changes noted on this tracing are com-
monly seen with preexcitation.

It has been customary to classify preexcitation

according to a classification proposed in 1945 by

Rosenbaum et al,^ who proposed that a predomi-

nantly anterior force (R wave) in Vi and V2

would arise from an anomalous focus originating

posteriorly and would, therefore, most likely begin

in the left ventricle. On the other hand, a pre-

dominantly posterior force (causing a negative

deflection or QS wave in Vi and V2 ) implies an

anterior area of preexcitation in the region of the

right ventricle. Subsequent epicardial mapping ex-

periments have shown these concepts to be rea-

sonably reliable. In this patient the initial R wave

num has also been reported and is a good differ-

ential diagnostic point in distinguishing this

condition from eosinophilic gastroenteritis or

Menetrier’s disease.

FINAL DIAGNOSIS: (4) Gastric lymphoma.

REFERENCES
1. Seaman WB: Nonneoplastic disease of the stomach, in

Margulis AR, Burhenne HJ, eds: Alimentary Tract Roentgenology,
ed 2. St. Louis, CV Mosby, Co, 1973, pp 598-647.

2. Reese DF, Hodgson JR, Dockerty MB: Giant hypertrophy
of the gastric mucosa (Menetrier’s disease) : Correlation of the
roentgenographic, pathologic, and clinical findings. Am J
Roentgenol 88:6i9-626, 1962.

3. Marshak RH, Linder AE, Maklansky D: Lymphoreticular dis-

orders of the gastrointestinal tract: Roentgen features. Gastro-
intest Radiol 4:103-120, 1979.

4. Menuck LS: Gastric lymphoma, a radiologic diagnosis.

Gastrointest Radiol 1:157-161, 1976.

in Vi and the prominent R wave in V2 represent

an anterior force and suggest a left ventricular

preexcitation focus.

This patient had no elevation of cardiac en-

zymes, and there was no evidence of pulmonary

embolus. His pain rapidly abated and was felt to

be due to pleurodynia.

FINAL DIAGNOSIS: Preexcitation (Wolff-Par-

kinson-White syndrome) Type A (Rosenbaum

classification). r ^

REFERENCES

1. Wolff L, Parkinson J, White PD: Bundle branch block with
short PR interval in healthy young people prone to paroxysmal
tachycardia. Am Heart J 5:685, 1930.

2. Rosenbaum FF, Hecth HH, Wilson FN, et al: The potential

variations of the thorax and the esophagus in anomalous atrial

ventricular excitation (Wolff-Parkinson-White syndrome). Am
Heart J 29:281, 1945.
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Mental Health Report

Residential Programs for the Mentally Retarded

The group home program for the mentally re-

tarded in Tennessee had its beginnings early in

this decade. Since 1970, the Division of Mental

Retardation Services of the Department of Mental

Health and Mental Retardation (DMHMR) has

developed 88 group homes which provide shelter

for 641 clients. Because DMHMR has a goal of

providing a home-like setting for its clients, most

homes are generally limited to eight to ten resi-

dents. Supervision is provided by live-in house-

parents, and the homes are administered by a

private nonprofit agency which also provides day

services.

Group homes in Tennessee are occupied by

adults who are moderately to severely retarded.

At present, most residents are ambulatory, but

there is a growing interest in developing com-

munity residential programs for individuals with

multiple handicaps.

As administrative agencies have found it diffi-

cult to secure ground-level housing of sufficient

size to meet the requirements of the eight to ten

clients plus houseparents, many of the homes now
in use are older, two-story structures which are

leased or rented. Under the Tennessee Mental

Health and Mental Retardation Licensure Law
passed last year these homes do not always meet

required life safety standards. The basic criteria

now in force allow the use of “normal” residences

only if certain measures, including enclosed stair-

wells, protection of fireplaces, additions of smoke
detectors and fire extinguishers, fire escapes from
the second story, and planned and practiced drills

for residents, are provided.

Tennessee has many homes which do not meet

these standards. Even with the application of new
life safety regulations, many homes cannot com-
ply because of insufficient interior space. The lay-

outs are not conducive to quality programming
and living situations, and high rent is not always

cost effective.

From the Tennessee Department of Mental Health and
Mental Retardation, Nashville, TN 37219.

DMHMR is presently cooperating with the

Tennessee Housing Development Agency to con-

struct several group homes to replace many sub-

standard ones now in use. By December of this

year seven new facilities will provide shelter to

68 clients. By Jan. 30, 1980, five more homes will

be providing shelter to 52 clients, and by De-

cember of 1980, 11 additional homes will open

to 112 clients. In June of 1981, 14 additional

homes will be completed to serve 140 clients.

These homes are designed to provide optimum

living arrangements for the mentally retarded.

There will be one bedroom per client and one bath

for two clients, and in each home, at least two

bedrooms and one bath are designed for wheel-

chair clients. Special living, dining, and kitchen

areas are to be provided, with laundry facilities

built in as part of the dwelling. Houseparents will

be provided separate living quarters.

These homes reflect a new effort toward provid-

ing residential care in the community for the

mentally retarded, but there are also barriers

which must be eliminated. Some local fire mar-

shals expect institutional type construction with

sprinkler systems in community housing. Local

zoning laws often make it impossible to construct

new homes in certain areas, and there are times

when it is difficult to secure building permits to

construct residences in some areas.

If the community residential program in Ten-

nessee is to grow, it is necessary for us to promote

a more complete understanding of the group home

concept. DMHMR plans to work closely with

local government zoning and fire officials to help

them better understand the needs of the mentally

retarded, and we intend to develop a comprehen-

sive public education program for communicating

to the general population the rights of the men-

tally retarded individual. We believe success in

the group home program can go a long way

toward earning the mentally retarded individual

an opportunity to develop to his maximum poten-

tial. r
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Public Health Report

Division of Health Statistics

The Division of Health Statistics of the State

Center for Health Statistics is responsible for the

collection and analysis of data on vital statistics

(live births, deaths, fetal deaths, marriages, di-

vorces, and induced abortions), notifiable dis-

eases, licensed health manpower, hospitals,

nursing homes, and related health facihties.

In addition to the Tennessee Department of

Public Health (TDPH) data for which the Divi-

sion is responsible, the office is a repository for

census data, publications from the National Center

for Health Statistics (NCHS), other selected in-

formation such as Social Security Administration

releases, and statistical reports from health agen-

cies in other states. Through an Agreement of

Performance, the Division is obligated to provide

statistical support to and, in fact, to function as

data manager for the State Health Planning

and Resources Development Authority (SHPDA).
An Information and Referral Service within the

Division fills approximately 1,500 special re-

quests for data each year. These requests come
from departmental programs, professional asso-

ciations, health systems agencies (HSAs), other

agencies in Tennessee as well as in other states,

the news media, schools, and the general public.

The Division is divided into two sections. Data

Collection and Data Utilization. Data Collection

staff collect, code, classify, and edit data and

maintain a tape library. They interface with the

Division of Systems and Procedures in the process

of reading the data to magnetic tapes and de-

veloping the data systems. Utilization staff are

responsible for retrieving the data from the com-
puter in tabulated format, data analysis, and pub-

lication and distribution of the analyses. In

addition, the Data Utilization staff support the

information and referral service, and perform

special studies for TDPH programs, the SHPDA,
and the HSAs. Both the Data Collection and

Data Utilization sections provide technical assis-

tance to other departmental programs in the col-

lection or analysis of data specific to the program.

From the Tennessee Department of Public Health,

Cordell Hull Building, Nashville, TN 37219.
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Under a contract with the National Center for

Health Statistics, the Division participates in the

Cooperative Health Statistics System (CHSS).

This is a nationwide system designed to meet the

data needs of federal, state, and local users in

both the public and private sectors. Participating

states employ standardized definitions and com-

parable methods to collect a core set of data.

Data collection is designed to avoid duplicative

surveys of persons or facilities. The uniform set of

data elements is a joint undertaking of both the

producers and users of data to insure that the

information generated is that which is actually

needed.

Tennessee was one of the original states to

participate in the developmental phase of the

CHSS in 1972. Today 49 states, the District of

Columbia, and Puerto Rico participate in at

least one of the seven components of the CHSS.
Tennessee is under contract to collect data in

three components: vital statistics, health facilities

statistics (inventories and surveys), and health

manpower statistics (inventories and surveys).

The Division of Health Statistics serves as a focal

point for collection of Tennessee data in these

three components and for distribution of resulting

statistics to users at local, state, and national

levels.

As part of the CHSS, the Division of Health

Statistics annually inventories 20 licensed health

professions, of which 16 are biennially surveyed.

The 16 surveyed professions are medical doctors,

veterinarians, registered nurses, psychologists, psy-

chological examiners, podiatrists, physical thera-

pists, pharmacists, osteopaths, optometrists, nurs-

ing home administrators, licensed practical

nurses, dispensing opticians, dentists, dental hy-

gienists, and chiropractors. The surveys provide

aggregate data on the numbers, characteristics,

and distribution of health personnel. The infor-

mation is used to assess current health manpower
capabilities in comparison to health service needs.

Projections of future demands for health pro-

fessionals are based on the survey data.

From the inventory of physicians, the name,

address, county of practice, and specialty are
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used to produce the Annual Directory of Doctors

of Medicine Licensed and Registered in Tennes-

see. Certain questionnaire items, including county

of practice, specialty, and hours per week spent in

patient care, are part of the criteria used to desig-

nate the Health Manpower Shortage Areas under

Public Law 94-484, the Health Professions Edu-

cational Assistance Act of 1976. Loan forgive-

ness programs at both the state and federal level

are based on practice in these designated shortage

areas. Health planners from the state (SHPDA)
and local (HSA) agencies make considerable use

of manpower data as they work to improve the

availability and accessibility of health care.

Biennial survey questionnaires were mailed to

physicians during the month of November, 1979.

The Division of Health Statistics solicits the co-

operation of physicians in completing and return-

ing the survey questionnaires. Complete data from

all physicians will yield more reliable statistics

and strengthen the foundation of many decisions

affecting health care.

Statistics from the manpower surveys as well as

information on other subjects maintained by the

Division may be obtained by contacting Division

of Health Statistics, Tennessee Department of

Public Health, 320 Capitol Hill Building, Nash-

ville, TN 37219. /

JOIN US.

We can do
much more
together.

Valley

Psychiatric

Hospital
P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment

facility with programs designed to treat psycho-

logical, alcoholic and drug abuse problems of

adults, adolescents and children.

A full range of treatment modalities is utilized,

including individual and group psychotherapy,

pharmacological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and

adolescents, recreational, occupational and the

complete range of expressive therapies. Group

therapy is five days each week with individual

therapy at least three days a week. Patients

have six hours a day in scheduled therapeutic

activities. Comprehensive outpatient services

are available with outpatient group therapy ses-

sions being held two nights each week.

Licensed by the State of Tennessee. A mem-

ber of the Tennessee Hospital Association, the

American Hospital Association, and the National

Association of Private Psychiatric Hospitals. Ac-

credited by the Joint Commission on Accredita-

tion of Hospitals.

Psychiatry

John Bolinger, M.D.

D. Ross Campbell, M.D.

Peter L. DeRuiter, M.D.

Henry Evans, M.D., F.A.C.P.,

Clinical Director

William C. Greer, M.D.

Frances A. Harmatuk, M.D.

David V. MacNaughton, M.D.

John S. McDougal, M.D.

Robert T. Spalding, M.D.,

F.A.P.A., Medical Director

Clinical Psychology

Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.

James Pruiett, Ph.D.

Bobby G. Rouse, Ph.D.

Roy Smith, Ph.D.

Administrator Assistant Administrator

Dennis P. Dobard Dan B. Page, M.Ed.
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Diabetes Clinical Care Conference

Somogyi Reactions and Nutrition

During Pregnancy in a Diabetic Woman

Virginia M. Manley (nurse practitioner): This

19-year-old woman, currently in the third month

of her first pregnancy, was presented to discuss

the nutritional requirements during pregnancy in

diabetes and to discuss management of the So-

mogyi reaction. The patient has had diabetes for

ten years, and therefore was classified, according

to the White classification, as class C diabetic

pregnancy. She had had six episodes of diabetic

ketoacidosis, had consistent difficulty maintaining

optimal weight, and in fact, had had a weight loss

of approximately 20 lb just prior to conception.

Except for occasional urinary tract infections, she

had been in good general health otherwise. She

took a combination injection of NPH and regular

insulin before breakfast, and NPH insulin before

supper. She had been hospitalized twice during

the first trimester, first because of ketosis which

resulted from prolonged vomiting, and most re-

cently because of overinsulinization with frequent

hypoglycemia.

Physical examination revealed a thin but other-

wise healthy-appearing young woman. There were

no signs of retinopathy, neuropathy, or other

complicating illness.

During the first five days of hospitalization she

had daily episodes of severe, prolonged hypogly-

cemia. The insulin dosage was gradually reduced

until hypoglycemia was eliminated, and she was

taught to monitor her blood sugar at home with

Dextrostix and an Eyetone monitor.

Alan L. Graber, M.D. (endocrinologist): The
Somogyi reaction is the exacerbation of hy-

perglycemia and glucosuria in diabetes which

occurs as an aftermath of hypoglycemia and hy-

perinsulinism. Periods of hypoglycemia precede

The Diabetes Clinical Care Conference at St. Thomas
Hospital, Nashville, Tenn., a collaborative educational

program of the St. Thomas Department of Hospital Edu-
cation and the Vanderbilt Diabetes Research and Train-

ing Center, is coordinated by Joy Woodard, R.N., and
Virginia Manley, R.N., and edited by Alan L. Graber,

M.D.
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episodes of severe hyperglycemia. The hypogly-

cemic reactions may be subtle and unrecognized

by the patient, and when they occur at night

can sometimes be detected only by obtaining

blood sugar values in the middle of the night,

although they can be suggested by night sweats,

restlessness, nightmares, or extreme glucosuria

and ketonuria in the first morning specimen. The

reaction should be suspected if most specimens

show hyperglycemia and glucosuria, but are punc-

tuated by periods of aglycosuria. The treatment

of the hyperglycemic rebound in these cases con-

sists of lowering the insulin dosage to prevent

hypoglycemia, not by increasing insulin dosage.

The rebound hyperglycemia is the result of

homeostatic mechanisms to correct hypoglycemia,

such as the production of excessive epinephrine,

cortisol, glucagon, and growth hormone. Many
authorities feel that the Somogyi reaction is a

frequent cause of unstable, or brittle, diabetes.

This young woman was very difficult to man-

age, because while she claimed to be doing well,

she had almost daily hypoglycemic reactions, most

of which were attributed to inadequate food in-

gestion.

Linda Beasley (dietitian, St. Thomas Hospital):

The patient understood her diet and had been

adequately instructed previously. However, for no

apparent reason, she indicated she often skipped

meals and snacks while working, though she ate

her meals reliably during hospitalization. She was

discharged on an 1,800 calorie diabetic diet which

included three snacks daily. She plans to continue

working as a cashier in a shoe store.

Dr. Graber: Enough calories should be pro-

vided for all pregnant women, regardless of the

presence of diabetes, so that they can gain ap-

proximately 1 lb per month during the first half

of pregnancy, and 1 lb per week during the latter

half, resulting in a 25 to 28 lb weight gain. Studies

have shown that women who have ketosis during

pregnancy have infants with subnormal intellec-

tual development. In addition, frequent and pro-
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longed hypoglycemia sometimes results in infants

of low birth weight.

Mrs. Manley: Reduction of the insulin dosage

actually resulted in improved overall metabolic

control, since the hypoglycemic reactions were

regularly followed by a period of hyperglycemia.

This patient’s low self-esteem and unreliable be-

havior and eating habits caused problems. She

was reluctant to assume responsibility for herself

as would be expected in a mature pregnant

woman.
Social Worker: This patient’s family over-

protected her ever since she developed diabetes

at age 10. Even after she married they continued

to consider her a child, and she has acted accord-

ingly. In order to achieve any meaningful therapy

the whole family, including the patient’s husband

and parents, would need to be involved.

Clifton Meador, M.D. (chief, Department of

Medicine, St. Thomas Hospital): The family’s be-

havior suggests that her illness was fulfilling some

important need in the family.

Oscar Crofford, M.D. (director. Diabetes Re-

search and Teaching Center): With her frequent

episodes of ketoacidosis and her immaturity, why
was she allowed to become pregnant?

Dr. Graber: If she had been seen earlier, she

would have been advised to delay pregnancy, but

unfortunately neither she nor her husband re-

ceived counseling about the changes and difficul-

ties of pregnancy in diabetes until she was already

pregnant. She doesn’t seem to worry about any

of the complications of diabetes; it seems her fam-

ily and her physicians worry more than she does.

Randee Shenkel, Ph.D. (clinical psychologist.

Diabetes Research and Training Center): It is

typical for adolescents to be more concerned with

the here-and-now rather than the difficult-to-com-

prehend complications which might not occur

until years in the future.

Dr. Graber: In summary, pregnancy in a dia-

betic woman is always a challenge, and the met-

abolic consequences of both hyperglycemia and

hypoglycemia can affect the fetal outcome. In

women such as this, who eat so erratically, hypo-

glycemic reactions have regularly been followed

by hyperglycemia, a typical manifestation of the

Somogyi reaction.
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Discussions with the AMA will continue, and

increase if necessary, HEW Secretary Patricia Harris

told AMA officials at a meeting in Washington. She
said there were obvious areas of disagreement, “but

we will seek areas of agreement.” She also said the

role of Assistant HEW Secretary for Health Julius

Richmond, MD, will be magnified under the new
leadership. A major item on the agenda was the

medical manpower bill the Administration is preparing

to replace the program scheduled to expire next year.

AMA officials noted the increase in the number of

medical schools and graduates, and they pointed to

the shift in residency training from specialization to

primary care. In a discussion of cost containment, the

AMA outlined its position of opposition to the Ad-

ministration’s hospital controls plan.

An action program involving the business com-

munity and local medical societies is being discussed

at a new series of meetings between corporate leaders

and AMA officials. The meetings are an outgrowth of

an AMA program which, over the past two years, has

taken AMA officers to the headquarters of more than

75 leading firms to get management views on health

care problems and to familiarize business leaders with

recommendations of the National Commission on the

Cost of Medical Care. During its corporate visits, the

AMA learned that quality of health care doesn’t seem
to be a problem. In addition to the problem of cost,

there are problems related to access, availability,

employee time loss, and rehabilitation.

The Sixth AMA State Health Legislation Meeting

will be held Jan. 3-5 in Phoenix, Ariz. The meeting,

which will include an overview of recent state health

legislation, is designed for medical society executives

and officers, government relations personnel, lob-

byists, legal counsel, physician members of state and

specialty society legislative committees, and state

legislators. More information is available from the

Dept, of Legislation, AMA Headquarters.

The AMA’s new Ad Hoc Committee on

Women Physicians in Organized Medicine will meet

for the first time Nov. 9 at AMA Headquarters. The
committee will develop specific recommendations

and mechanisms to insure the involvement of women
physicians at all levels of organized medicine. Patricia

J. Stuff, MD, of Bonduel, Wis., is chainwoman.
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A blue ribbon panel of physicians and other

scientists was proposed by the AMA to help the

government avoid scientific pitfalls in the identifica-

tion and evaluation of carcinogens. In a letter to the In-

teragency Regulatory Liaison Group, the AMA said the

panel would “design, implement and oversee this na-

tion’s scientific inquiries into the myriad of unknowns
in the human carcinogenesis problem.” It would be

drawn from all sectors of the medical and scientific

community and would operate under the auspices of

an independent entity such as the National Academy
of Sciences. The AMA also recommended that IRLG
expand its scientific peer review by submitting infor-

mation to concerned professions for comment before

accepting regulatory action, by seeking publication of

all data in scientific journals, and by lengthening com-

ment periods on regulation proposals published in the

Federal Register.

The AMA Jail Health Project resulted in a 70%
increase in the overall availability of seven of the most
important health care services, according to a status

report on the first phase of the program. During this

three-year period standards were developed and ac-

creditation procedures established. Among the

changes in jail health care following implementation

of the AMA standards was a fourfold improvement in

early detection of illness, including communicable

diseases, through screening of inmates on admission

followed by full physical examination. The second

stage of the AMA project, now underway, aims at

widespread implementation of the AMA standards.

Approximately 350 jails will be involved in 22 states

and Puerto Rico.

Scarce federal dollars should be spent to provide

services to people with serious mental illness rather

than to maintain planners, statisticians and ad-

ministrators, the AMA told Congress in a statement

urging rejection of the Administration’s Mental Health

Systems Act. The bill, now before the Senate Human
Resources Subcommittee on Health, would largely

replace the Community Mental Health Centers Act as

the major program funding mental health services. The

bill “does not do justice to our seriously mentally ill,”

the AMA said, and it does not remedy the problems of

the existing community mental health centers pro-

gram. The AMA outlined six principles for a future

federal program and offered to work with the subcom-

mittee in developing legislation.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Highlights of the TMA Board of Trustees Meeting

October 14, 1979

The following is a summary of the actions taken by the Board of Trustees of the Tennessee Medical

Association at its regular, fourth quarter meeting.

Committee on EMS

THE BOARD:

Approved sponsorship of a Farm Injuries Conference to be held in

November.

Committee on Rural

Health

Heard a report that the Seventeenth Annual Rural Health Conference

sponsored by the Committee on Rural Health was held Oct. 3 in Milan,

with an attendance of 386, the second largest in the history of the

conference.

Primary Health

Care Clinics

Committee

Received a report that the commissioner of public health has indicated

an interest in contracting with TMA to work in the field of recruiting

physicians for Tennessee and to keep physicians in Tennessee, par-

ticularly in manpower shortage areas.

Approved the concept of working with the Department of Public Health

in physician recruitment projects and that staff be designated to investi-

gate the feasibility of such an endeavor and report back to the Board at

the January meeting.

Health Planning

Committee

Named C. Richard Treadway, M.D., Nashville, an ex-officio member of

the Health Planning Committee, and Robert W. Ikard, M.D., Nashville,

was named to fill the vacancy left by Dr. Treadway.

Rescinding Past

Policy of TMA
Directed staff and legal counsel to draft a resolution pertaining to the

necessary By-Laws changes required in order to provide a mechanism
for rescinding past policy after a reasonable length of time and to report

back at the January Board meeting.

Joint Practice

Statement

Referred a joint practice statement, developed by a committee of physi-

cians from West Tennessee Consolidated Medical Assembly and a

committee of nurses from the Tennessee Nurses Association, to the

Joint Practice Committee with the request that the committee study the

statement and report its recommendations back to the Board.

IMPACT Report Heard a report that IMPACT has experienced a 23% increase in mem-
bership during 1979. The IMPACT board is in the process of initiating

a new membership drive which will include having members of the

board attend county medical society meetings to explain and promote

IMPACT. TMA received the AMPAC Leadership Award for having a

unanimous sustaining membership among the TMA officers.

Maternal Mortality

Subcommittee

Made these appointments to the Maternal Mortality Subcommittee of

the Committee on Maternal and Child Care: Barry Corke, M.D., Nash-

ville; B. J. Smith, M.D., Dickson; J. C. Hudgins, M.D., Lawrenceburg;

A. J. Mueller, M.D., Jackson; T. E. Lester, M.D., Knoxville; William

Stepp, Jr., M.D., Jackson; Sam Patterson, M.D., Memphis; Larry
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Status of JUA

1980 Proposed Budget

IMPACT Board of

Directors

Nurse Training

Policy

Board of Medical

Examiners

Arnold, M.D., Nashville; Ray King, M.D., Knoxville; B. K. Hibbett,

III, M.D., Nashville; and Jim Bell, M.D., Memphis.

Requested the state’s Joint Underwriting Association to appoint Mr.

Hadley Williams, TMA executive director, as liaison between TMA
and the JUA and that he also be appointed to the Stabilization Reserve

Fund’s board of directors.

Approved the 1980 TMA Budget and agreed that the annual contribu-

tion given to the TMA Auxiliary be increased from $1,000 to $2,000

with the stipulation that the Auxiliary be requested to submit a pro-

posed budget to the TMA Board listing expenditures and income in

order for the Board to determine if a greater contribution should be

made.

Appointed for one-year terms to the IMPACT board were Thomas K.

Ballard, M.D., Jackson, 6th District and J. Kelley Avery, M.D., Union

City, 7th District, replacing Oscar McCallum, M.D., Henderson, and

Arden J. Butler, M.D., Ripley, respectively, whose terms have expired.

Remaining members of the IMPACT board were reappointed for

another year.

Considered a request from the Tennessee Hospital Association as to

TMA’s position regarding a proposal by the Tennessee Nursing Associa-

tion to establish two levels of nursing practice. The matter was referred

to the Interprofessional Liaison Committee for recommendation.

Supported the Board of Medical Examiners’ effort to expand its staff

by employing additional investigators.

APRIL 1980
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James W. Hays

pic/idcfilV
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Peace!

I have infringed upon your good nature over the past eight months by constantly

harassing you about a myriad of topics. We have discussed everything from the Ameri-

can Medical Association to a physician’s addiction. I have requested that we pull to-

gether with everything we do including, but not hmited to, politics and the State

Volunteer Mutual Insurance Company. On this occasion I am going to give you the

month off and merely send you Christmas greetings from the Tennessee Medical As-

sociation—its officers, board, and staff.

No better words would I have to offer you than a portion of those from Max Ehr-

mann’s Desiderata}

Take kindly the counsel of the years, gracefully surrendering the things of youth.

Nurture strength of spirit to shield you in sudden misfortune.

But do not distress yourself with imaginings. Many fears are born out of

fatigue and loneliness.

Beyond a wholesome discipline, be gentle with yourself.

You are a child of the universe, no less than the trees and the stars;

you have a right to be here.

And whether or not it is clear to you, no doubt the universe is

unfolding as it should.

Therefore be at peace with God, whatever you conceive Him to be.

And whatever your labors and aspirations, in the noisy confusion of

life keep peace with your soul.

With all its sham, drudgery and broken dreams,

it is still a beautiful world.

Be cheerful. Strive to be happy.

Such is my prayer for you and yours. Merry Christmas.

Sincerely,

PRESIDENT

1. Ehrmann M; Desiderata. Boston, Mass, Crescendo Publishing Co, 1927
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Dreaming of a White Christmas

One of my clearest boyhood memories is walk-

ing to the “Incline” (colloquial for both the Look-

out Mountain Incline Railway and its cars) to

bring home our Christmas tree. My father be-

lieved in big ones—only cedars would do—and

although when my brother and I were older we
sometimes went “back on the mountain” to cut

one down, when I was smaller we bought one in

town and brought it home, usually hanging out

from the trunk of the car. It was always bought

and decorated on Christmas Eve (the season in

those days did not start with Labor Day). This

particular Christmas, though, was a white one.

and while most of the time the roads were passa-

ble with chains, when the snow was particularly

deep my father elected to park the car “at the

foot” and ride up the mountain on the Incline,

which terminated a few blocks from our house.

This Christmas was one of those times.

I remember walking with my mother, pulling

the sled through the snow to meet my father. I

remember taking the tree from the platform on

the front of the Incline, and helping balance it on

the sled as we pulled it home. Then came the

Christmas ritual of getting out the ornaments,

some of which, like popcorn balls, paper chains,

and so on, we had made, and some of which were

treasured glass ornaments—prettier than you

usually find now. I well remember our first string

of lights, because they marked our first lighted

tree. We always had candles on the tree, but my
father never permitted them to be lit, as he pre-

ferred to keep our house intact.

So many memories. It seems most of our

Christmases were white, though I know very well

this is a trick of the memory. Christmas is sup-

posed to be white, and the remembered ones are

the white ones—partly because of their beauty,

and partly because of the added effort the snow

brought.

I suspect our dreaming of a White Christmas

is largely a product of the talented pen of Irving

Berlin, along with the northern European tradi-

tion, as vast numbers of our citizens have seen

white Christmases only vicariously. This was

brought home to me years ago when I saw Christ-

mas decorations strung from palm trees in Santa

Monica, California. Around here we take snow in

winter for granted, and sort of half hope for a

white Christmas, but as one gets older it be-

comes increasingly preferable to dream of it rather

than experience it.

But Christmas has nothing to do with snow, one

way or another. It played no part in the first one,

and in any case that is a part of temporal circum-

stances only. Christmas celebrates a historic

event conceived in the mind of God, an expression

of His abiding love for His creation. Why God
chose to come where, when, and how He did has

been only partly revealed to us; the rest has been

a matter of intense speculation for nearly two

millenia. The good news of Christmas is that to

those who will receive Him, God comes to each

one precisely where he is. It requires no snow, nor

even a special day or place.

So if you prefer a white Christmas, by all means

keep dreaming of it. Keep Christmas in any way
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you wish, or not at all. The importance of Christ-

mas is not what man does, but what God has

done.

J.B.T.

. . . And So Ad Infinitum

The earth is populated by all sorts of organisms,

great and small, and almost all of the animal ones,

and a lot of the plant ones, too, live on or off of

each other. As this is not a lesson in botany and

zoology, I will not go into that very much, only

to say that the Venus flytrap eats animals, and

so do various vegetable microorganisms—sort of.

It would be easy enough to look at the situation

and conclude microorganisms have the upper

hand, as the meningococcus, for example, can on

occasion fell a full grown man. But such is not

precisely the case, since when the meningococcus

wins out it does so by sheer weight of numbers.

Hordes—even hordes of hordes—are lost in the

process, victims either of the defense mechanisms

of the host or of their own reproductive capacity.

But taken as an entity, the meningococcus can

leave you stretched out pale on the cold linoleum.

Man is very smart, and if you have any doubts

about this, all you need do is ask him. Unless he

is uncommonly circumspect, he will tell you that

there isn’t much, if anything, that man can’t do,

if not now, at least soon. As with the meningo-

coccus, he will be speaking generically, as very

few think this to be true of any individual. Gener-

ally though—and evidence for this abounds—he

thinks, for example, any disease not already con-

quered is marked for destruction—even cancer.

Perhaps so.

The World Health Organization last week de-

clared smallpox to have been eradicated. It is the

only such victory I know of, and because it is, I

have a certain amount of skepticism. But as car-

riers of the disease do not exist, as the disease

affects only human beings, and as there are now
no known foci of the disease, perhaps the world

is indeed rid of that plague. On the other hand, I

think jubilation possibly should be tempered with

caution.

Although admittedly the situation is different, it

puts me in mind of an advertisement I saw back
in the early ’40s offering the absolute clap cure—
a shot of penicillin. I was in the army at the time,

and we were indeed curing gonorrhea—and there

was lots of it—with 60,000 units of penicillin

given in four divided doses. Predictions were the

disease would soon vanish. Thirty-five years later

there is still lots of it. Not only that, but a peni-

cillin-resistant strain has developed in the Far

East. What happened?

It is hard for us to conceive of the number of

individual microorganisms involved in an infec-

tion of any sort. In a urine specimen, for example,

several thousand need to be present per milliliter

to be considered at all. But when the tumult and

the shouting are over, only one organism needs to

have survived to start the disease process all over

again. (Maybe there is a “critical mass,” and sev-

eral, or even several thousand, need to survive,

but out of the total the number is infinitesimal.)

The instinct for survival is strong in all God’s

critters, so if only a few of the multiplied billions

of organisms survived the onslaught, watch out.

Speaking teleologically—which is as good a way
as any—they will be onto your scheme, and will

develop diversionary tactics. Progressively more

penicillin has been required for treatment of

gonorrhea, and now, in the Far East, the ultimate

has happened. A strain of the gonococcus has

developed a penicillinase, rendering the drug of

no account, and giving the gonococcus a new
lease on life. Like bad news, the gonococcus

travels fast!

One need not go to the Far East, though, to

find a problem with the gonococcus, or with any

other venereal disease, for that matter. We have

plenty right here at home. Tennessee leads the

nation in cases of gonorrhea among the 15- to

19-year-old age group, and there is a major epi-

demic of primary syphilis in Nashville, particu-

larly among the homosexual community.

When one plays fast and loose, he must accept

the consequences. Just as Evel Knievel, who plays

fast and loose on his motorcycle, is constantly in

and out of the hospital, so, whether or not one

believes in the concept of sin, the wages of “sleep-

ing around” is, as it usually turns out, the spread

of venereal disease. “Doing other things around”

has turned out to produce a whole raft of other

venereal lesions—extra-genital ones. Considering

that a shot of penicillin will still stop the trepo-

neme cold, and considering how many shots of

penicillin are given more or less just for the hell

of it, there’s no telling how many other rafts have

passed in the dark unnoticed.

Although man may indeed win out, his track

record is not outstanding so far, and I have more

confidence in the ability of microorganisms to

adapt than I have in man’s ability to prevent their

doing so, especially when they get so much help

from us.

J.B.T.
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lYC—Continued Care or Last Gasp?

The International Year of the Child has

brought out a vast number of pictures of children,

ranging from charming to poignant to pathetic.

Starvation has often been featured, a situation

particularly frustrating, as if gives rise to all sorts

of guilt feelings. Unlike disease, starvation should

be easily cured and prevented. It turns out not to

be so, hence the frustration.

I see on the front page of today’s newspaper

one of those pathetic pictures—a starving Cam-
bodian Khmer child, with sad sunken eyes,

swollen, protruding belly, and spindly arms and

legs. Two and a half million people are said to be

starving in Cambodia, due at least in part to a

refusal by the Cambodian government, a Vietna-

mese puppet regime, to allow food to be shipped

in to them through Thailand from this and other

countries. It is, said Sen. James Sasser, a member
of a three-man Senate investigating team, planned

genocide. It is a replay of the holocaust. Its basis

is more economic than ideologic.

It is certainly true that although hunger exists

in the United States, most of us eat a great deal

more than we need—more than is good for us.

Even so, if such population controls as famine,

war, and disease were removed, at the present

rate the world’s population would soon outstrip

its possible food supply; even with such controls

operative, food supplies are often scarcely ade-

quate.

If—or more properly, since—the world can

support only a finite number of people, even

though we do not know what that number is, only

two alternatives are possible: we must allow the

death rate to increase, or we must decrease the

birth rate. The corollary is that to maintain a high

birth rate is to consign many of the living to need-

less death, a situation unacceptable to those sworn

to fight suffering and death. It is therefore difficult

to understand the reasoning of a man in most

respects so wise and understanding as Pope John
Paul in taking a position in opposition to birth

control. The earth has long since been replen-

ished, and most American Roman Catholics have

long since accepted birth control as necessary. It

remains to be seen how much damage the Pope’s

statement will do.

In China, marriage is late, and having more

than two children is socially unacceptable. Russia

imposes financial sanctions against large families.

The more educated in North America and Europe

are limiting their families to one or two children.
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On the other hand, our own welfare system pro-

motes promiscuity and fertility in the destitute,

and the more backward nations, where poverty is

the rule and destitution unremarkable, exercise

little or no control. To counteract this, we should

require any sort of aid except emergency aid from

this nation to others to be tied to mandatory

limitation of family size, possibly by decreasing

financial assistance for larger families.

It is a blessing for children to have brothers

and sisters to play with. It is not a blessing if

because of it none of them can eat. As we con-

sider the world’s children, population control

should be a major emphasis, population control

through birth control and not death. But since

this is the last month of the lYC, perhaps children

will be forgotten or ignored for a few decades,

until the world can pump up some enthusiasm for

another, and we will be spared those soul-searing

pictures, to eat, drink and be merry.

J.B.T.

fV. O. Crowder, Jr., age 63. Died October 24, 1979.

Graduate of University of Tennessee School of

Medicine. Member of Lawrence County Medical

Society.

Lester R. Dudney, age 72. Died September 30, 1979.

Graduate of University of Tennessee School of

Medicine. Member of Jackson County Medical

Society.

Edward G. Johnson, age 61. Died October 20, 1979.

Graduate of Emory University School of Medicine.

Member of Chattanooga-Hamilton County Medical

Society.

Hollis C. Miles, age 72. Died October 23, 1979.

Graduate of University of Tennessee School of

Medicine. Member of McMinn County Medical So-

ciety.

Tandy G. Morris, age 60. Died October 1, 1979.

Graduate of University of Tennessee School of

Medicine. Member of Memphis-Shelby County
Medical Society.

Dorris A. Sanders, age 54. Died October 12, 1979.

Graduate of University of Tennessee School of

Medicine. Member of Benton-Humphreys County
Medical Society.
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new member/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BUFFALO RIVER VALLEY MEDICAL
SOCIETY
William Blender, M.D., Linden
John D. Freeman, M.D., Parsons

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
William M. Grant, M.D., McKenzie

FRANKLIN COUNTY MEDICAL SOCIETY
James G. Stensby, M.D., Winchester

MEMPfflS-SHELBY COUNTY MEDICAL
SOCIETY
Garland D. Anderson, M.D., Memphis
William Brown Applegate, M.D., Memphis
James Fife Beattie, Jr., M.D., Memphis
John Ray Emmett, M.D., Memphis
William Neil May, M.D., Memphis
Thomas Earl Motley, M.D., Memphis
Salwa Moustafa, M.D., Memphis
Joyce Geary Smith, M.D., Memphis
Lloyd R. Thomas, Jr., M.D., Memphis
Alva Bowen Weir, III, M.D., Memphis
Dana John Wright, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Patricia M. Bihl, M.D., Nashville

James D. Bomboy, Jr., M.D., Nashville

Sidney S. Curry, M.D., Nashville

Alfonso Escobar, M.D., Nashville

John Donald Jones, M.D., Nashville

RUTHERFORD COUNTY/STONES RIVER
ACADEMY OF MEDICINE
James J. Box, M.D., Murfreesboro
John Harman Dixon, M.D., Murfreesboro
Sidney L. Gilbert, M.D., Murfreesboro

SUMNER COUNTY MEDICAL SOCIETY
John K. Thompson, M.D., Gallatin

WARREN COUNTY MEDICAL SOCIETY
Diane Lynn Ford, M.D., McMinnville

pcr/oiMil new/

Robert R. Bigelow, M.D., Oak Ridge, has been

named the recipient of the 16th annual Columbus
Award for Community Service in 1979 by the

Knights of Columbus.

Two TMA members from Nashville, Thomas Davis,

M.D., and Thomas Frist, Jr., M.D., participated in

the 26-mile New York City Marathon on Oct. 21.

Both physicians completed the race, with Dr. Davis

finishing 2,682 and Dr. Frist finishing 3,353 of the

11,553 runners who competed in the race.

John S. Derryberry, M.D., Shelbyville, has been

inaugurated as president of the American Academy
of Family Physicians. Dr. Derryberry will head the

45,000-member organization for one year.

G. Baker Hubbard, Sr., M.D., Jackson, has been

installed as president of the Southern Medical As-

sociation for 1979-1980. Dr. Hubbard, named the

Outstanding Physician from Tennessee by the Ten-

nessee Medical Association in 1978, is a past presi-

dent of the Tennessee Medical Association and the

Tennessee Chapter of the American College of

Surgeons.

medicol new/
in lennc//ee

VUMC Doctor Awarded

$l.l8-Million Grant

Harry L. Greene, M.D., professor of pediatrics

and associate professor of biochemistry at Vander-
bilt University Medical Center, has been awarded a

five-year $1.1 8-million grant to establish a clinical

nutritional research unit at the medical center. The
grant is from the National Institutes of Health, a

division of the Department of Health, Education
and Welfare.

Some of the work toward creating the clinic has

been done, but it is not expected to be fully opera-

tional until December, 1979 or January, 1980.

The primary goal is to establish a laboratory to

measure the compounds in the blood that reflect a

patient’s nutritional state, but the clinic will also do
research in six projects in nutrition and gastro-

enterology. The projects deal with:

• Nutritional factors in hepatic encephalopathy,

headed by Steven Schenker, M.D., professor of

medicine and head of gastroenterology;

• The amount of trace elements, particularly zinc

and copper, that is necessary in children’s diets,

under Dr. Gerrard Helenik, a new investigator for

the center;

• The time necessary to develop essential fatty

acid deficiency in men, the result of the deficiency

and some ways to correct it. This research will be
done by H. C. Meng, M.D., professor of physiology

and surgery;

• The effects of nutritional supplementation and
cancer chemotherapy in man. Robert Oldham, M.D.,
associate professor of medicine, will do the research;

• The effect of chronic dialysis on vitamin-trace

mineral status of children’s and adults’ blood, which
will be done by Robert McDonell, M.D., assistant

professor of medicine and pediatrics;

• Setting up guidelines for determining which
presurgical patients may need special diets, should
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they undergo extensive surgery. James P. O’Leary,

M.D., professor of surgery and chief of surgical

services, will handle this project.

Vanderbilt Physicians Honored

Mildred T. Stahlman, M.D.. professor of pedi-

atrics and director of the division of neonatology

and neonatal lung center, and Harry L. Greene,

M.D., professor of pediatrics and head of the di-

vision of gastroenterology, were selected as two of

the top pediatricians in the country. The survey

appeared in the October issue of Harper’s Bazaar.

Stahlman was selected as one of the nation’s top

specialists in neonatology and Greene as a top gas-

troenterologist.

One of the pioneers in parenteral nutrition, H. C.

(Raymond) Meng, M.D., professor of physiology

and surgery at Vanderbilt University Medical School,

was recently honored for his contributions to the de-

velopment of this life-saving technique by the Inter-

national Society of Parenteral Nutrition, which
awarded Meng an honorary life membership during a

meeting of the European Congress of Parenteral and
Enteral Nutrition held in Stockholm, Sweden.

From the AMA’s Office in Washington, D.C.

Critical Carter Cost Cap Bill Stalled

The Carter White House by the month’s end had
still not risked its hospital cost containment measure
to the vagaries of a yea or nay vote on the full

House floor. For the President the victory or de-

feat of the bill could determine whether he will be
able to capture the democratic presidential nomina-
tion over Sen. Edward Kennedy (D-Mass.).
The pressures on both sides are immense. Not in

years has the House been so buffeted by a health

issue. The almost daily “counting of noses” indi-

cates that the margin between victory and defeat

could be as narrow as a single vote.

And all stops have been pulled. After a White
House pep talk by Rosalyn Carter, senior citizen

and labor groups swarmed the halls of the House.
Sen. Kennedy told them that the Congress must
enact controls on hospital spending lest the elderly

be faced with deciding between “heating their

homes or paying their hospital bills.”

Opponents of the containment measure argue
that a yea vote would mean the installation of rigid

and penurious federal expenditure controls that

might well affect the quality of American health

care for generations to come.
Alfred Kahn, the President’s chief inflation fighter,

told the House members that they will be casting a

vote “for or against inflation.” Kahn, who has firmly

opposed controls for any other segment of the
economy, said in his letter “this is not like any other
industry, the reasonableness of whose charges and
services can safely be left to the competitive market-
place; the effective checks present elsewhere in the
free enterprise system are simply not present here.”
And the anticontrol forces also have been hard at

work. The Chamber of Commerce of the United
States urged the House to defeat the bill. Congress
should encourage voluntary efforts, which have
proved successful, “instead of undermining them by
imposing price controls on our essentially private
health care system,” said the Chamber.
The Chamber letter stated that in addition to being

fundamentally flawed, the bill “suffers from several
inconsistencies.” These were listed:

• It exempts federal hospitals from controls; yet,

these public facilities are showing cost increases

greater than those of private institutions.

• It exempts from controls the salaries of non-
supervisory personnel; however, such wages account
for as much as two thirds of a hospital’s budget.

® It ignores the fact that regulation itself con-
tributes significantly to rising costs. For example,
hospitals in New York state spend over $1 billion

annually complying with government regulations,

adding $40 to every patient’s bill.

Congressional opponents of the bill have mustered
a counter assault. In a “Dear Democratic Colleague”
letter Reps. James Jones (D-Okla.) and Richard
Gephardt (D-Mo.) said the bill “is so riddled with
exceptions and exemptions that the estimated savings

from the bill during the first year alone are now
down to one fourth the original estimates.”

The two lawmakers noted that the bureaucracy
will have to gear up to monitor these exceptions,

exemptions, formulas and percentages. The new
powers given to the HEW Secretary by the bill

“highlight both the complexity of administering this

bill and the vast secretarial discretion which it

authorizes,” they said.

“While the American people want hospital costs

curtailed, they also want less bureaucracy. The bill

would undoubtedly increase the size of the federal

bureaucracy and strengthen the hold that the gov-
ernment now has on the health care sector. To re-

verse these trends and encourage the continuation of

the voluntary effort and the exploration of private-

sector alternatives, we urge you to vote no,” said the

congressmen’s letter.

Rep. Gephardt is author of a substitute measure
that establishes a National Commission on Hospital

Costs and provides aid to state cost containment
programs. The key House vote on the entire issue

is expected to swing on the Gephardt substitute,

which came within a whisker of approval by the

House Commerce Committee.

Gephardt and Jones said the health care industry

through its national voluntary effort is the only major
segment of the economy that has decreased its rate

of inflation. Yet the administration has responded to

this voluntary program by seeking to enact legisla-

tion that gives the Secretary of HEW unprecedented

control over local hospitals including public and
private reimbursement.
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The administration’s bill completely bypasses the

community-based health planning law and authorizes

HEW to determine what services hospitals may pro-

vide, they said. Virtually all hospitals not subject to

state mandatory controls will be under federal man-
datory hospital cost controls if Congress passes this

bill, they warned.

Administration of the bill “will require a new ad-

ditional massive layer of bureaucracy, promulgation

of numerous new regulations applied to an already

highly regulated industry with resultant administra-

tive costs to both the government and hospitals.”

Most Capitol Hill observers agree that the Senate

will not touch the hot potato measure until and un-

less the House approves it.

FTC Says Advertise

The Federal Trade Commission has ruled that the

American Medical Association’s Principles of Medi-

cal Ethics unlawfully restrict competitive advertising

by physicians, but said the AMA should continue to

act to curb false or deceptive advertising.

The AMA responded that it will ask the Court of

Appeals to reverse the order to the extent that “the

order continues to prevent medical societies from
taking action against deceptive or other unethical

practices that may harm or mislead patients.”

Commending the Commission’s recognition of the

AMA’s “valuable and unique” role with respect to

preventing false and misleading advertising, the As-

sociation at the same time challenged the FTC’s
allegation that the AMA had restrained competition

by restricting advertising among its members.
“We are pleased that the Commission has en-

dorsed the position the Association has taken

throughout the case, that the profession and the

public are well served with quality care if medical

societies are involved in seeing that information that

is advertised is truthful and nondeceptive,” said

Newton N. Minow, the attorney representing the

AMA. “However, the AMA must continue to take

issue with the Commission’s decision that the ethical

principles of the Association have prevented phy-

sicians and medical organizations from disseminating

information on the prices and services they offer.

The AMA Principles of Medical Ethics do not

proscribe advertising, but they do prohibit false and
misleading advertising that may adversely affect

quality care to patients,” said Minow.
The Commission’s decision is based on the FTC’s

complaint issued in December, 1975. That complaint

charged the AMA with violating Section 5 of the

FTC Act by restricting the ability of their members
to advertise for and solicit patients and to enter into

various contractual arrangements in connection with

the offering of their services to the public.

Mental Health Dollars Misdirected

The administration’s mental health bill does not

do justice to the seriously mentally ill population,

the AMA has told Congress.

Scarce dollars and manpower should be directed

toward the treatment of persons with demonstrable

mental illness and not be diverted to ministering to

people who have only social maladjustment prob-

lems, the AMA said in a letter to the Senate Human
Resources Subcommittee on Health.

The bill before the subcommittee—“The Mental
Health Systems Act of 1979”—would largely re-

place the Community Mental Health Centers Act
as the major federal program funding mental health

services in this country. Many of its provisions are

based on recommendations of the President’s Com-
mission on Mental Health chaired by Mrs. Rosalyn
Carter.

The AMA commended the commission’s work,
but said the legislation was not an appropriate re-

sponse to the commission’s recommendations.
A community mental health center should not

offer “nonmedical” and “nonhealth” services to

“clients” at the expense of therapeutic psychiatric

and medical care to its patients, the AMA said. “Any
new federal legislation should require these centers

to address professionally diagnosed psychiatric ill-

ness as their major responsibility.”

The AMA recommended the following minimum
standards for community centers:

• Centers should be oriented to a broad medical
model that encompasses a range of physical, psy-

chiatric and social concerns with appropriate pri-

orities.

• Centers should be integrally involved with com-
munity and teaching hospitals, and linked with other

community health services, including state mental
hospitals, to assure effective referral and follow-up,

especially with regard to the de-institutionalized

chronically ill.

• The clinical director of each center should be
a physician, preferably a psychiatrist.

• A physician should have overall responsibility

for directing and supervising the evaluation and
diagnosis, as well as total treatment planning, for

each patient.

• Community mental health centers should be
required to meet standards of performance and
quality of care.

• Primary care and psychiatric residency training

programs should be encouraged to affiliate with
centers.

Teaching Physicians' Reimbursement

Formula Imperils Med. Ed.

The AMA has urged Congress to repeal a law
that requires most services of teaching physicians to

be included in the definition of inpatient hospital

services and reimbursable under Part A of Medicare.

“Reimbursement of teaching physicians should be
on a fee-for-service basis under Medicare Part B,”

the AMA said.

Fairfield Goodale, M.D., dean of the Medical
College of Georgia, told the House Commerce Sub-
committee on Health that for seven years the HEW
Department has been unable to develop satisfactory

regulations to implement this provision. “This litany

of delay, proposals, studies, and further delay, to

us, is a clear indication that the action of the 92nd
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Congress enacting this provision was fundamentally

unsound,” said Dr. Goodale. “The AMA believes

that the time for delay and study of this law is past.

Section 227 should be repealed now.”

The AMA spokesman said the financial relation-

ship between hospitals and their teaching programs

and faculty are as varied as are the programs them-

selves. “These relationships do have one thing in

common, though. They are all a result of, and a

response to, the unique characteristics and needs of

individual patients, individual hospitals, individual

training programs and individual teaching physicians.

This mix is not the same from one institution to an-

other, and indeed from one department to another

within the institution. Because each set of relation-

ships responds to a particular set of local circum-

stances and problems, no single national solution

will ever be satisfactory.”

“The law must take cognizance of individual needs

and circumstances. Anything less will only be unfair

and unmanageable. Section 227 cannot accommo-
date these justifiable differences and should be

abandoned.”

Dr. Goodale said implementation of the chal-

lenged provision “would almost certainly reduce the

patient revenues that legitimately and properly can

be used, at least in part, to support medical educa-

tion, without a significant improvement in program
administration. The economic stresses on medical

education are already severe. To aggravate this con-

dition by further reducing the funds, from whatever

source, that could be used to support medical train-

ing can only lead ultimately to a reduction in the

quality of care for patients.”

Health Planning Extension

Bill Passed

Congress has sent to the White House a three-year

extension of the health planning law shorn of most

of the controversial provisions that had worried

health providers.

Of large relief to physicians is that the bill’s

extended certificate-of-need approval for physicians’

offices applies only if expensive ($150,000 or more)
new equipment is to be used for hospital inpatients.

There had been a move in the Senate last year to

include all major equipment in physicians’ offices.

The $987-million bill was blocked in the last

Congress when House and Senate failed to reach

agreement. The measure has been caught in contro-

versy since its inception in 1974 with charges that

“health planners” have been arbitrary in disallowing

facilities and services and have overreached their

mandate by dictating the manner of medical prac-

tice. The argument for the bill has been that brakes

are needed to prevent duplicate facilities and hos-

pital equipment.

The bill eliminates a requirement in present law
that state and local planning decisions must conform
to national guidelines by the HEW Department, a

significant boost for local authority.

Health maintenance organizations (HMDs) gen-

erally were exempted from the planning law’s stric-
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tures as part of Congress’ desire to promote them.
Congress did go along with the administration’s

request for funds—$155 million—to assist hospitals

in closing down underused acute beds.

AMA & HEW Seek

Areas of Agreement
AMA officials have met with Patricia Harris,

HEW Secretary, to discuss important medical ques-
tions of mutual interest.

A major item on the agenda was the medical man-
power bill the administration is preparing to submit
to replace the program scheduled to expire next
year.

Mrs. Harris was accompanied by top aides, in-

cluding the assistant secretary for health, Julius

Richmond, M.D., whose role at HEW will be mag-
nified under the new leadership of Mrs. Harris.

The AMA delegation included Lowell Steen,
M.D., chairman of the Board of Trustees; Joseph
Boyle, M.D., AMA trustee; Robert Hunter, M.D.,
AMA president-elect; and James Sammons, M.D.,
AMA executive vice president.

Mrs. Harris indicated discussions with the AMA
and HEW will continue and increase if necessary.
She told the physicians that there are obvious areas
of disagreement “but we will seek areas of agree-
ment.”

Dr. Richmond will be the chief HEW official the
AMA should turn to, Mrs. Harris said, explaining
that she would consider items that needed to be
carried higher.

At the hour and a half session, manpower and
cost containment dominated the talks. The AMA’s
position of opposition to cost containment was out-

lined. Mrs. Harris said she felt the controversial bill

has a good chance of winning congressional ap-
proval, but at the same time she said she was de-
lighted with the success of the voluntary effort at

keeping hospital cost rises down.
Members of the two groups agreed that it had

been a productive first meeting.

HMO Policy; Make 'Em Wait
The Group Health Association, Washington,

D.C.’s largest health maintenance organization, has
conceded that lengthy appointment delays are inten-

tional to keep down costs.

Edward J. Hinman, M.D., association president,

told the Washington Post that “to fully respond to

the demands of every member would create costs

that would be unacceptable to the majority of mem-
bers.”

Routine obstetric and gynecological appointments
sometimes take as long as 12 weeks.

Another local HMO, the George Washington Uni-
versity Health Plan, told the newspaper its patients

face waits of up to eight weeks for routine visits.

Dr. Hinman said that “from a national perspective

the real issue is how are we as a nation going to do
everything we want for ourselves and still pay for

it?”
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(innouncemenl/
Jack Fosbinder Named

TMA Staff Attorney

Jan. 4-11

Jan. 19-23

Jan. 27-

Feb. 1

Feb. 2-8

Feb. 6-10

Feb. 7-10

Feb. 7-12

Feb. 9-16

Feb. 16-20

Feb. 25-29

Feb. 26-28

CALENDAR OF MEETINGS
NATIONAL

American Society of Clinical Pathol-

ogists—San Diego
American College of Allergists—Ameri-
cana Hotel, Miami Beach
International Gastroenterology and
Family Practice Conference (ACG,
AAFP, and Florida Hospital)—Dutch
Inn, Orlando
Pediatric and Newborn Radiology

Seminar (Children’s Hosp. of Los
Angeles and Rocky Mountain Poison

Center)—Snowmass, Aspen, Colo.

American College of Psychiatrists

—

Hilton Palacio Del Rio, San Antonio,

Tex.

Neonatal and Infant Respiratory Sym-
posium (Ohio State Univ.)—Marriott

Hotel, Los Angeles

American Academy of Orthopaedic
Surgeons—Georgia World Congress

Centre, Atlanta

Symposium on Practical Otology
(American Hearing Research Founda-
tion)—Snowmass, Aspen, Colo.

American Academy of Allergy—Hilton

Hotel, Atlanta

International Academy of Pathology

—

Hyatt Regency Hotel, New Orleans

Olympic Sports Medicine (U.S. Olym-
pic Medical Committee and American
Orthopaedic Medical Society for Sports

Medicine)—Sheraton Hotel, Boston

The Tennessee Medi-
cal Association an-

nounces the employ-
ment of Mr. Jack

Fosbinder to serve as

staff attorney. He
comes to the TMA
after being the assistant

director of the Health

Related Boards Di-

vision of the Tennessee

Department of Public

Health.

A native of Milwaukee, Wis., Fosbinder, age 30,

received his B.A. degree in history from Vanderbilt

University in 1971. In 1975, he received his Juris

Doctor degree from Memphis State University

School of Law.

Prior to becoming assistant director of the Health

Related Boards, Jack served as staff attorney for

the Regulatory Boards of the Tennessee Department
of Insurance and was in private practice in Nash-
ville.

In 1975, Mr. Fosbinder was selected to receive

the Order of the Barrister, Honorary Moot Court

Award. He is currently a member of the Omicron
Delta Kappa Honorary Society, the Tennessee Bar
Association, and the Nashville Bar Association.

Jack and his wife Lani have a 7-month-old daugh-

ter, Carrie.

LEADERSHIP/LEGISLATIVE CONFERENCE SET FOR JANUARY

A one-day TMA Leadership/Legislative conference is scheduled for Sunday, Jan. 13,

1980 at the Radisson Plaza Hotel in Nashville. Leaders in business as well as medicine

will discuss the challenges facing medicine in the coming decade. Dr. Tom Nesbitt, Im-

mediate Past President of the American Medical Association, will address the conference

as will Mr. Christopher C. York, Vice-President of New York’s Citibank, one of the

nation’s largest banking institutions. Congressman Newt Gingrich, a Republican from

the sixth congressional district of Georgia, will speak at a luncheon hosted by TMA.

State and national legislative proposals will be discussed in detail during the afternoon

portion of the meeting. Dr. James Hays, TMA President, will preside over the affair,

and all county society officers, legislative committee members, and interested physicians

are invited to attend. No registration fee will be charged. Mark your calendars now.
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imn conlinuino mcdkol
cdwcotion opportunilic/

The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Medical Education of the AMA. An accredited

institution or organization may designate for Cate-

gory 1 credit toward the AMA Physician’s Recogni-

tion Award those CME activities that meet appropriate

guidelines. If you wish information as to how your

hospital or society may receive accreditation, write:

Director of Continuing Medical Education, Tennes-

see Medical Association, 112 Louise Ave., Nashville,

TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Oncology
Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A.
Renal Diseases

Rheumatology
Surger>'

Cancer Chemotherapy . .

General
Neurological

Ophthalmology
Oral

Pediatric

Plastic

Renal Transplantation . .

Thoracic & Cardiac ...

Urology

Robert Oldham, M.D.
Paul W. GrifiBn, M.D.

William H. Hartmann, MJ).
David T. Karzon. M.D.

Marc H. HoUender, M.D.
Everette James, Jr., Sc.M., J.D., M.D.

H. Earl Ginn, M.D.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David HaU, D.M.D.
James A. O’Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, MJ>.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Participating Departments and Divisions

Allergy & Immunology .

.

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . .

.

Dermatology
Diabetes
Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Samuel Mamey,
Bradley E. Smith,

Gottlieb C. Friesinger, III,

James D. Snell,

John A. Oates,

Lloyd King,
Oscar B. Crofford,

David Rabin,
David N. Orth,

Steven Schenker,

. . .

.

W. Anderson Spickard,

Sanford B. Krantz,

Zell A. McGee,
Grant W. Liddle,

Gerald M. Fenichel,

Lonnie S. Burnett,

Anesthesiology Ramon S. Harris, M.D.

M.D. Family Practice John Arradondo, MJ>.
M.D. Internal Medicine

M.D. Cardiology John Thomas, MJ>.
M.D. Kermit R. Brown, MJ).
M.D. Qamar A. Kahn, M.D.
M.D. Chest Disease Joseph M. Stinson, M.D.
M.D. Paul A. Talley, M.D.
M.D. Edward A. Mays, M.D.
M.D. Dermatology Thomas W. Johnson, M.D.
M.D. David Horowitz, M.D.
M.D. Gastroenterology Ludwald O. P. Perry, M.D.
M.D. Buntwal M. Somayaji, M.D.
M.D. General Medicine Edward A. Mays, M.D.
M.D. Hematology/Oncology ....

M.D. Neurology Calvin L. Calhoun, Sr., M.D.
M.D. Gregory Samaras, M.D.
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Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Fee: $100 per week.

Henry W, Foster, M.D.

Axel C. Hansen, M.D.

. . . Wallace T. Dooley, M.D.

Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

....Charles E. Brown, M.D.

David B. Todd, MJ3.
Ira D. Thompson, M.D.

Marcelle R. Hamberg, M.D.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Jan. 26

Jan. 31-

Feb. 1

Feb. 21-22

March 9

April 11

May 9

May 15-16

June 18

July 18

Aug. 12

Sept. 9

Anxiety

(Ramada Inn, Kingsport)

Surgery Conference: GI Surgery

(Appalachian State University, Boone,

N.C.)

School Health II*

Pediatrics Guest Lecturer—Infectious

Disease

Medical, Nutritional, and Psycho-

logical Approaches to the Treatment
of Obesity*

Prevention of Mental Retardation*

Obstetrics Update*
Continuing Education in the Health

Sciences*

Basic Science Review II: Anatomy,
Physiology*

Office Practice Management*
Infectious Diseases Review*

* Presented at D. P. Culp Center

For information contact Office of Continuing

Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)

indicate the continuing education unit handling the

arrangements for a particular program.

Jan. 10 (C) Medicine Review: Hematology
Jan. 17 (C) Medicine Review: Cardiovascu-

lar Diseases

Jan. 17-18 (K) Advance Life Support

Jan. 21 (C) Selected Topics in Medicine:

Endocrinology — Hypertension

—Athens, Tenn.

Jan. 22 (C) Trauma and Other Emergencies

—Sewanee, Tenn.
Jan. 25 (M) Practical Use of Thrombolytic

Therapy
Jan. 28 (C) Selected Topics in Medicine:

Endocrinology — Hypertension

—Dayton, Tenn.
Jan. 29 (C) Trauma and Other Emergencies

—Cleveland, Tenn.
Jan. 31-

Feb. 2

(K) Emergency Medicine Confer-

ence—Banner Elk, N.C.
Feb. 4-8 (M) ACP Problems in Gastroenter-

ology—Keystone, Colo.

Feb. 7 (C) Medicine Review: Pulmonary
Diseases

Feb. 14-15 (C) Solving Problems in Drug Ther-

apy
Feb. 16 (C) Evaluations of Clinical Labora-

tory Findings

Feb. 21 (C) Medicine Review: Nephrology
Feb. 25-28 (C) Emergencies in Obstetrics and

Gynecology — Sahara Tahoe,
Stateline, Nev.

Feb. 28 (M) ACP Internal Medicine Review
Mar. 3-5 (M) 5th Annual Reproductive Medi-

cine Symposium
Mar. 13-14 (C) Current Concepts in the Man-

agement of Bums
Mar. 15 (C) Update: COPD 1980
Mar. 16-21 (M) 13th Annual Review Course for

Family Physicians

Mar. 20-22 (C) A Clinical Approach to Anemia
—St. Petersburg, Fla.

Mar. 21 (K) Dermatology for the Primary
Care Physician

Apr. 17-18 (C) Orthopaedics

Apr. 17-19 (K) 3rd Annual Family Practice

Specialty Update—Gatlinburg

Apr. 21-24 (C) Diagnostic Radiology—Sahara,

Las Vegas, Nev.

Apr. 24 (C) Medicine Review: Gastroenter-

ology

Apr. 24-25 (M) The Hyperactive Child—Re-
visited

May 1 (C) Medicine Review: Rheumatol-
ogy

May 4-7 (M) Fundamentals of Otolaryngo-

logic Allergy

May 8 (C) Medicine Review: Neurology

May 9-10 (C) Infection Control

May 15 (C) Medicine Review: Dermatology

May 21-24 (M) Rhinoplasty Seminar

May 22-23 (C) Endocrine Diagnosis & Therapy
for the Primary Care Physician
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May 24 (C)

June 2-3 (M)
June 5-8 (C)
June 12-14 (K)

June 16-19 (C)

June 23-26 (C)

New Concepts in Diagnosis:

Management of Diabetes

ACP Internal Medicine Review
Family Medicine Review
Practical Otolaryngology for

the Primary Care Physician

Diagnostic Radiology—Orlando,
Fla.

Emergencies in Obstetrics and
Gynecology—Orlando, Fla.

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga,

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville,

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis,
Tel. (901) 528-5547

or, write or telephone:

Dennis K. Wentz, M.D.
Director of Continuing Education

University of Tennessee Center for

the Health Sciences

800 Madison Ave.

Memphis, TN 38163
Tel. (901) 528-5605

May 11-16 11th Family Medicine Review, Session

II*

June 8-13 11th Family Medicine Review, Session

III*

•Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

BOWMAN GRAY SCHOOL OF MEDICINE

Courses in Ultrasound

Two eight-week courses in sonic medicine will

be offered at Bowman Gray School of Medicine on
tile following dates: Jan. 7-Feb. 29, 1980; and April

14-June 6, 1980. Credit: 30 hours per week in

AMA Category 1.

A one-week course in Abdominal Real-Time Son-

ography will be held on March 24-28, 1980. Credit:

30 hours AMA Category 1.

For information contact James F. Martin, M.D.,
Director, Center for Medical Ultrasound, Bowman
Gray School of Medicine, Winston-Salem, NC
27103.

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuitian Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.
For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

Continuing Education Schedule

Feb. 15-16 Fiberoptic Bronchoscopy: A Workshop,
Session II*

Feb. 24-29 11th Family Medicine Review, Session

I*

MEDICAL COLLEGE OF GEORGIA

Jan. 21-26

Feb. 7-8

Mar. 4-7

Mar. 20-22

April 15-16

April 18-19

May 5-10

June 12-14

July 21-25

July 28-30

15th Annual Family Practice Sympo-
sium
Psychiatry

Medical and Surgical Emergencies

—

Tamarron Ski Resort, Colorado
Clinical Cardiology

Neonatology
Predictive and Preventive Medicine
15th Annual Family Practice Sym-
posium
Internal Medicine—Holiday Inn of

Jekyll Island, Ga.
Taxes and Investments—Holiday Inn

of Jekyll Island, Ga.

Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing

Education, Medical College of Georgia, Augusta,

GA 30912.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Postgraduate Courses

Jan. 7-11 Workshops in the Pathophysiology, Di-

agnosis and Treatment of Electrolyte

and Acid-Base Disorders—Philadelphia

Feb. 4-8 Problems in Gastroenterology: A Clin-

ical and Pathological Approach

—

Crested Batte, Colo.
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March 10-14 Sixth Stanford-Palo Alto Medical Re-
search Foundation Winter Course in

Infectious Diseases—Snowbird, Utah
March 27-29 Clinical Recognition of Heart Disease

—Tucson, Ariz.

March 31- Topics in Clinical Hematology: Lym-
April 3 phoid and Plasma Cell Disorders

—

Seattle

April 9-11 Current Concepts of Clinical Infectious

Diseases—Charlottesville, Va.
April 16-18 Diabetes and Endocrinology, 1980

—

Cleveland, Ohio
April 16-18 Current Concepts in Cancer for the In-

ternist—Philadelphia

May 18-21 Immunologic Aspects of Disease—Di-

agnosis and Pathogenesis—Pittsburgh
May 26-30 A Review of the Old and New in the

Diagnosis and Therapy of Infectious

Diseases—Houston
June 9-11 Critical Care Medicine—Banff, Alberta,

Canada

For information and registration contact Regis-
trar, Postgraduate Courses, ACP, 4200 Pine St„

Philadelphia, PA 19104.

UNIVERSITY OF MIAMI
Jan. 28- A Neurological Update—Americana

Feb. 1 of Bal Harbour, Miami Beach. Credit:

30 hours AMA Category 1.

March 3-7 Basic Neurology for Psychiatrists and
Generalists—Konover Hotel, Miami
Beach. Credit: 30 hours AMA Cate-

gory 1.

March 27-29 Hepatobiliary Disease—Americana of

Bal Harbour, Miami Beach. Credit:

15 hours AMA Category 1.

March 27-29 Current Clinical Concepts in Oto-
laryngology—Americana of Bal Har-
bour, Miami Beach. Credit: 15 hours
AMA Category 1.

April 25-28 8th Annual Intensive Care Sympo-
sium—Eden Roc Hotel, Miami Beach.
Credit: 21 hours AMA Category 1.

For information contact Division of Continuing
Medical Education D23-3, University of Miami
School of Medicine. P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

COMPREHENSIVE CANCER
CENTER—FLORIDA

UNIVERSITY OF MIAMI

March 2-9 Oncology in General Practice—7-day

Caribbean cruise aboard the Calypso,

departing Miami. Credit: 3 8 Vi hours

AMA Category 1 and AAFP Pre-

scribed.

For information contact Peter W. A. Mansell,

M.D., Clinical Cancer Education Program, Centre
House, PH-E, 1400 N.W. 10th Ave., Miami, FL
33136, Tel. (305) 547-6103.

UNIVERSITY OF KENTUCKY
Jan. 3-10 Challenging Critical Care Problems

—

Marriott’s Marco Beach Hotel, Marco
Island, Fla. Credit: 30 hours AMA
Category 1. Fee: $325.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

INTERNATIONAL MEDICAL EDUCATION
CORPORATION

Cardiac Ischemia and Arrhythmias—Current Con-
cepts for Diagnosis and Treatment (13 hours AMA
Category 1)

June 6-8 Hospitality House, Williamsburg, Va.

Sept. 26-28 Water Tower Hyatt, Chicago

Cardiac Rehabilitation (13 hours AMA Category 1)

Jan. 25-27 Le Pavillion, New Orleans, La.

April 11-13 Orlando Hyatt, Orlando, Fla.

Coronary Disease, Exercise Testing, and Cardiac

Rehabilitation (13 hours AMA Category 1)

Jan. 25-27 Konover Hotel, Miami, Fla.

March 21-23 Water Tower Hyatt, Chicago

April 11-13 Hospitality House, Williamsburg, Va.

July 11-13 Orlando Hyatt, Orlando, Fla.

EKG Interpretation and Arrhythmia Management
(15 hours AMA Category 1

)

Feb. 29-

March 2

March 21-23

May 9-11

June 13-15

Sheraton Hotel, Ft. Lauderdale, Fla.

Le Pavillion, New Orleans, La.

Water Tower Hyatt, Chicago

Pinehurst Country Club, Pinehurst,

N.C.

July 25-27 Grand Hotel, Mackinac Island, Mich.

Aug. 22-24 Dutch Inn, Lake Buena Vista, Fla.

For information contact International Medical

Education Corporation, Division of Postgraduate

Education, Department 12, 64 Inverness Drive East,

Englewood, CO 80112, Tel. (800) 525-8646.

NEW ORLEANS GRADUATE MEDICAL
ASSEMBLY

Feb. 27- Assembly ’80—The Fairmont, New
March 2 Orleans. Credit: AMA Category 1.

Fee: nonmember physicians, $200;

students, residents, interns, and in-

training, no fee.

For information contact New Orleans Graduate
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Medical Assembly, Room 1538, Tulane Medical

Center, 1430 Tulane Ave., New Orleans, LA 70112,

Tel. (504) 525-9930.

PEDIATRIC DERMATOLOGY SEMINAR

Feb. 28- 7th Annual Pediatric Dermatology

March 2 Seminar—Eden Roc Hotel, Miami
Beach

March 2-14 Postconvention Flight-Cruise to Egypt
with optional extension to Israel.

For information contact Guinter Kahn, M.D.,

16800 N.W. 2nd Ave., N. Miami Beach, FL 33169,

Tel. (305) 652-8600.

UNIVERSITY OF CALIFORNIA, IRVINE

March 9-15 Mammoth Mountain Emergency Medi-
cine Ski Conference—Mammoth Lakes,

Calif. Credit: 24 hours AMA Category

1. Fee: $250.

For information contact Daniel L. Abbott, M.D.,
Medical Conferences, Inc., P.O. Box 52-B, Newport
Beach, CA 92662, Tel. (714) 642-7080.

NORTHWESTERN UNIVERSITY
MEDICAL SCHOOL

Center for Sports Medicine

March 9-16 Postgraduate Course in Sports Medi-
cine (including problems in runners,

racket sports, the adolescent athlete,

and athletic emergencies)—Interconti-

nental Hotel, Maui, Hawaii. Credit:

25 hours AMA Category 1

.

For information contact Marianne Porter, Center
for Sports Medicine, 2-063, 303 E. Chicago Ave.,

Chicago, IL 60611.

DUKE UNIVERSITY MEDICAL CENTER

March 11-1 5 Radiology Postgraduate Course (vari-

ous aspects of diagnostic radiology in-

cluding ultrasound and CT scanning)

—Hyatt Regency Hotel, Waikiki Beach,

Hawaii. Credit: 30 hours AMA Cate-

gory 1. Fee: physicians, $275; in-train-

ing, $150.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical Cen-
ter, Durham, NC 27710, Tel. (919) 684-4397.

JOHNS HOPKINS UNIVERSITY

April 14-25 Clinical Cytopathology for Pathologists

—Johns Hopkins University School of

Medicine and the Johns Hopkins Hos-
pital, Baltimore, Md. Credit: 120 hours

AMA Category 1.

For information contact John K. Frost, M.D., 610
Pathology Building, the Johns Hopkins Hospital,

Baltimore, MD 21205.

928

PENINSULA PSYCHIATRIC
HOSPITAL
Jones Bend Road

Louisville, Tennessee 37777

Peninsula Hospital is a 60-bed private psychi-

atric hospital, providing treatment for acute

emotional disturbances, alcohol and drug abuse,

with separate programs for adults and adoles-

cents.

Peninsula is accredited by the Joint Commis-
sion on Accreditation of Hospitals and is a mem-
ber of the American Hospital Association, Ten-

nessee Hospital Association, and the National

Association of Private Psychiatric Hospitals.

Treatment of Patients

The age range of patients is from teens to

advanced age. Peninsula's program applies to

all categories of nervous and mental disorders,

including alcohol and drug abuse.

The program includes individual psychother-

apy, large and small group therapy, as well as

special groups for couples, adolescents, parents,

families, alcoholics.

Activities

Recreational therapies include tennis courts,

gymnasium, swimming pool, handball, paddle-

ball, volleyball, softball, archery, jogging, fish-

ing, horseshoes, shuffleboard, weight lifting, and
mountain hiking.

Occupational therapies include crafts, music,

sewing, needle art, library, and table games.

A high school educational program is con-

ducted by an educational specialist and is co-

ordinated with public school programs.

Admission Procedures

Patients have access to the full range of ac-

tivities on the scenic 25 acre ground located

on Fort Loudon Lake.

Patients may be admitted by telephone ap-

pointment upon referral of their doctor or may
be self referred. It is desirable for the hospital

to receive information from physicians and

therapists who have previously treated the

patient.

Patient Inquiries Welcome

(615) 573-7913 Bruce Q. Green, M.D.

(615) 983-8216 Will Brownlow, Administrator
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Moderate Drinking May Prevent

Heart Attack, Researchers Say

Moderate daily consumption of beverage alcohol

may actually reduce the risk of fatal heart attack,

says a report in the Nov. 2 Journal of the American
Medical Association.

A Harvard Medical School research group studied

a series of 568 married men who died of heart

disease, and an equal number of matched controls.

It was found that moderate drinkers—two beers,

two glasses of wine, two highballs per day—were less

likely to die a coronary death than total abstainers.

The researchers studied a number of other factors,

such as cigarette smoking, previous heart disease

and overweight. They determined that “the protec-

tive effect in coronary disease is actually due to

alcohol itself rather than to other substances found
in each type of drink.”

There is only speculation thus far as to why this

is so. It may be related to increases in high-density

lipoproteins or decreases in low-density lipoproteins,

or there may be a personality factor. The more re-

laxed individual is satisfied with two drinks a day,

while the more tense person either drinks heavily or

abstains.

Zero intake of alcohol seems less healthful than a

moderate intake, but higher intakes of alcohol are

associated with increased rates of all of the well-

known problems that alcohol produces, from nutri-

tional, intestinal, nervous system, heart, blood, re-

spiratory and cancer problems.

Confidentiality of Computerized

Patient Information

Guidelines for physicians to insure the appropriate

protection of confidentiality of computerized medical
information are included in a Special Report supple-

ment to a recent issue of the AMA publication

“Computers and Medicine.”

“A physician should respect the patient’s expecta-

tions of confidentiality concerning medical records

that involve the patient’s care and treatment, but the

physician should also respect the patient’s authoriza-

tion to provide information from the medical record

to those whom the patient authorizes to inspect all or

a part of it for legitimate purposes,” says George J.

Polli, editor of “Computers and Medicine.”
Discussing the subtle differences between privacy,

confidentiality, and security, this new special report

930

includes 22 specific guidelines to assist physicians

and computer service organizations in maintaining

information stored in computerized data bases.

“Computers and Medicine” is a bimonthly news-

letter produced by the AMA Computers in Medicine
Program. The publication highlights new and in-

novative applications of computer technology in

health care including both clinical and administrative

activities.

For a copy of the special report, a sample issue of

“Computers and Medicine,” and a cumulative index

write to Computers and Medicine, American Medical

Association, 535 N. Dearborn St., Chicago, IL

60610.

Hospital Patients Found Safe

From Added ''Superinfection

"

Much has been written concerning problems of

patients in hospitals acquiring additional “super-

infection” from the treatment itself, but in a major

treatment area this just isn’t true, says a report in

the Sept. 21 Journal of the American Medical

Association.

Among more than 14,000 hospitalized general

medical patients who were receiving antibiotics in

22 Boston area hospitals, drug-related infection ap-

pears to have been an infrequent and most often

minor problem. In a series of 14,077 hospitalized

medical patients receiving antibiotics, superinfection

developed in only 95 (0.7%), while receiving drug

therapy. Serious infections occurred with a frequency

of less than one per 1,000 patients. Patients 60 years

or older had a risk of superinfection slightly higher

than that of younger patients, and women were at

slightly higher risk than men.

Gas Swallovring While Siphoning

Is Health Hazard of Energy Crunch

With the present gasoline shortage, the incidence

of gasoline swallowing by adults has greatly in-

creased. The Maryland Poison Information Center

normally receives fewer than one call per day in-

volving accidental swallowing of gasoline, and in

all of 1978 there were 235 calls. But during the

month of June, 1979, with lines at the pumps, a

total of 239 calls were received in the single month.

Most of the victims were adults. The calls stepped

up sharply toward the end of the month as gasoline

supplies diminished with depletion of the state’s

monthly allocation.

Most of the callers said they had swallowed one

mouthful of gasoline. Apparently none of the victims

suffered prolonged health consequences from swal-

lowing the motor fuel, although many suffered

vomiting, coughing, choking and other symptoms.
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The Placement Service of the Tennessee Medical Association is designed
to assist both physicians and communities and is offered as a public
service. Further information is available from the Placement Service

Office, 112 Louise Ave., Nashville, TN 37203—615t327-1451.

LOCATIONS WANTED PHYSICIANS WANTED

INTERNIST and PEDIATRICIAN (associates): INTERNIST—age
29, graduate of Ohio State University College of Medicine in

1975—desires group practice in East or Middle Tennessee city

with 25,000+ pop. Board certified, internal medicine. PEDIA-
TRICIAN—age 29, graduate of Ohio State University College
of Medicine in 1975—desires group practice in East or Middle
Tennessee city. Board eligible, pediatrics. Both available July,

1980. LW-1411

INTERNIST—age 31, graduate of University of Tennessee Col-

lege of Medicine in 1975—desires group or academic practice
preferably in East Tennessee area under 100,000 pop. Holds
Tennessee license. Available March, 1980. LW-1477

RADIOLOGIST, DIAGNOSTIC—age 28, graduate of Indiana Uni-

versity College of Medicine in 1976—desires solo or group
practice in East Tennessee city with 20,000+ pop. Presently
completing residency. Available July, 1980. LW-1478

ORTHOPEDIC SURGEON—age 33, graduate of Gandhi Medical
College (India) in 1972—desires solo or group practice in

Tennessee city under 100,000 pop. Board eligible, orthopedic
surgery. Available January, 1980. LW-1479

PEDIATRICIAN—age 30, graduate of Topiwala National Medi-
cal College (India) in 1973—desires solo, group or institutional

practice in East Tennessee city with 20,000+ pop. Board
certified, pediatrics. Available January, 1980. LW-1480

INTERNIST with interest in cardiology—age 30, graduate of

Topiwala National Medical College (India) in 1974—desires
solo or group practice in Tennessee city with 20,000+ pop.

Presently completing cardiology fellowship. Available July,

1980. LW-1481

INTERNIST with interest in endocrinology—age 31, graduate
of J. N. Medical College (India) in 1970—desires solo or group
practice in Tennessee city with 20,000+ pop. Board certified,

internal medicine, endocrinology and metabolism. Available

July, 1980. LW-1482

GENERAL SURGEON—age 34, graduate of National University

(Mexico) in 1970—desires solo or group practice in Nashville

area. Board eligible, general surgery. Holds Tennessee license.

Available January, 1980. LW-1483

FAMILY PHYSICIAN—age 31, graduate of University of

Rochester College of Medicine in 1974—desires group prac-

tice in Tennessee. Available March, 1980. LW-1484

RADIOLOGIST—age 40, graduate of University of Tehran
(iran) in 1966—desires solo, group or institutional practice in

Tennessee. Board certified, radiology. Available within short

period after agreement. LW-1485

OB-GYN, FAMILY PHYSICIAN, PEDIATRICIAN and INTERNIST—needed in Savannah in southwest Tennessee; 10,000 total

city and county pop; drawing area of 60,000. Office space,
equipment and housing available. PW-379

FAMILY PHYSICIAN or INTERNIST—needed in Parsons for
clinic practice. Fully equipped 37-bed hospital in area. Excel-
lent recreational area. PW-391

FAMILY PHYSICIAN and OBSTETRICIAN—needed in Waynes-
boro in southwest Tennessee. Modern 80-bed county general
hospital in area with expansion planned. Office space, equip-
ment and housing available. Excellent recreational area. PW-392

FAMILY PHYSICIAN—needed as associate for clinic practice
in Gatlinburg, an East Tennessee city with 3,500 permanent
pop. and approximately 9 million tourism population per year
into Great Smoky Mountains National Park. One physician
presently in area. Five large hospitals in Knoxville, 40 miles
away. Office space including ER, x-ray department and com-
plete lab available. PW-491

FAMILY PHYSICIAN(S)—needed to join busy family physician
in Elizabethton in East Tennessee. Excellent opportunity.

PW-495

EMERGENCY ROOM PHYSICIAN—,'eeded in Johnson City in

upper East Tennessee. Located in beautiful southern Appala-
chian Mountains. Accredited 421-bed general hospital. Medical
school affiliation. Minimum annual salary guarantee. PW-496

FAMILY PHYSICIAN and PEDIATRICIAN—needed in Chatta-
nooga for HEW-funded neighborhood health center. Ambulatory
care. Office space, equipment supplied. Good salary with
fringe benefits. PW-498

ANESTHESIOLOGIST—needed in Nashville to join multispe-
cialty group. Must be board certified or eligible. PW-528

INTERNIST—needed in Hendersonville, located 20 miles from
Nashville. New community hospital with large medical staff.

Full service capabilities. New office building available. PW-529

FAMILY PHYSICIANS (2) and OPHTHALMOLOGIST—needed in

Shelbyville, a Middle Tennessee city with 26,000+ pop. County
general hospital and nursing home in area. Office space and
housing available. PW-530
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1979 MEMBERSHIP ROSTER
TENNESSEE MEDICAL ASSOCIATION

An alphabetical listing of members of The Tennessee Medical Association by County Medical Society is published as a service to the
membership. 'The various membership categories are noted by special symbols.® denotes Veteran Status; t denotes Military Status.

BEDFORD COUNTY
MEDICAL SOCIETY

Shelbyville
Donald D. Barnes
Lana S. Beavers

®W. L. Chambers
“Albert L. Cooper
John S. Derryberry
Taylor Farrar
Sue W. Johnson
Grace E. Moulder
Earl Rich
Aubrey T. Richards
B. Carl Rogers
C, T. Stubblefield
Sara Womack

BENTON-HUMPHREYS
MEDICAL SOCIETY

Camden
W. H. Blackburn
R. I. Bourne, Jr.

Joe S. Butterworth

Neu) Johnsonville

James J. Lawson
Waverhi

Maysoon S. Ali
Subhi D. S. Ali
Mark Hartley
Wallace T. McClure
Huba Nagy
Lois Nagy
Joseph W. Stephens
Arthur W. Walker

Courtland, AL
Harold L. Blanton

BLOUNT COUNTY
MEDICAL SOCIETY

Alcoa

}

. S. Henderson, Jr.

ames S. Henry
Colin L. Kamperman
J. Thomas Mandrell

FriendvUle
Mary Cragan

Louisville
Samuel D. Evans
Bruce Green
Michael J. Groenke

Maryville
O. K. Agee
Kyung M. Ahn
Marvin R. Beard
J. A. Belknap
Billy H. Blanks
John A. Bollinger, Jr.

John H. Bowen
H. A. Callaway, Jr.

James M. Callaway
J. W. ChristofiFerson

William C. Crowder
W. W. Crowder
James R. Delashmit
Sandra Denton
David C. Don-
William E. Elliott

Raymond A. Finney
Ted L. Flickinger
R. H. Haralson, Jr.

R. H. Haralson, HI
C. N. Hatfield
Louis E. Haim
Paul W. Hoffmann
James T. Holder
Cecil B. Howard
John R. Huffman
Stephen P. Humphrey
John J. Ingram, III

Homer L. Isbell
Elgin P. Kintner
Sam S. Lambeth
Roy W. Laughmiller
Frank S, Lovingood

“John F. Manning
Kenneth Marmon
Gordon McCall
David L. McCroskey
N. A. McKinnon, Jr.

James H. Millard
Robert D. Mynatt
H. S. Nelson
Henry S. Nelson, Jr.

M. D. Peterson
Jack Phelan

John Pittinger
James N. ProflBtt

Robert D. Proffitt

“Bainard P. Ramsey
Charles Raper
James Ricciardi
Robert W. Seaton
O. L. Simpson. Jr.

J. B. SmaUey, Jr.

H. T. Vandereriff
Christopher Vinsant
Lowell E. Vinsant

Rockford
Robert F. Leyen

Seymour
Russell H. Dreyer

Townsend
Richard J. Mynatt
Fayetteville, NC

Julian C. Lentz

BRADLEY COUNTY
MEDICAL SOCIETY

Benton
John B. Standridge

Chattanooga
WULiam O. Campbell

Cleveland
William T, Aldrich
Robert L. Allen
John M. Appling
Charles W. Arnold, Jr.

Marvin R. Batchelor
John M. Bryan
Glenn Byers
Peter Bzik
John W. Chambers
Allan Chastain
Chalmer Chastain, Jr.

Robert H. Cofer
Ed N. Duncan
A. Estes Felker
Jack R. Free
Donald B. Gibson
Mamice S. Goldman
Robert D. Hays
C. Richard Hughes
Wm. F. Johnson, Jr.

Wffliam W. Johnson
Harry B. Johnston
Frank K. Jones, Jr.

Cecil H. Kimball
M. Bart Knight, Jr.

C. A. Kyle, Jr.

James C. Lowe
Gary K. McAllister

“Joseph McCoin
S. G. Meredith, Jr.

Hays Mitchell
Jack Monnig
John Murphy
Nicholas Ne^on
John Parkinson
E. Harris Pierce
John Powell
William Proffitt

Don E. Robinson
John A. Rogness
Charles Romaine
Fenton L. Scruggs
William R. Smith
*W. C. Stanbery
Edwin G. Swart, Jr.

“Claud H. Taylor
Ronald W. Thomas
James R. Thurman
Gilbert A. Vamell
Clyde P. Younger

Copverhill
WiUiam R. Lee

Blue Ridge, GA
W. C. Zachary, Jr.

BUFFALO
RIVER VALLEY

MEDICAL SOCIETY

Centerville
Parker D. Elrod
Bertie L. Holladay
L. Frank McBrayer

Chattanooga
James H. McGinley

Dickson
Robert M. Coleman

Hohenwald
Veena Anand
Virender Anand

Linden
William Blender
Gordon H. Turner, Jr.

Parsons
Charles M. Alderson
John D. Freeman
James A. Meeks
James R. Wilkinson

Shreveport, La.
Michael G. Molitor

CAMPBELL COUNTY
MEDICAL SOCIETY

Harrogate
George L. Day
G. Stanley Thompson

Jellico

Lee G. Durham
Ronald D. Hartman
Charles A. Prater
Jesse L. Walker
Charles H. Wilkens

LaFollette
E. G. Cline, Jr.

Thomas L. Cohen
J. D. Crutchfield
M. L. Davis
James C. Farris
James W. Giles
Ronald D. Hall, HI
John C. Pryse
“Roscoe C. Pryse
L. J. Seargeant, Jr.

Burgin H. Wood
Lake City

John S. Burrell

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga
Jerome H. Abramson
Chester G. Adams
J. E. Adams, Jr.

John W. Adams, Jr.

William P. Aiken
Edgar D. Akin
J. T. Albritton
Krystyna T. Alimurka
Hilda N. Alisago
Billy Jason Allen
Charles H. Alper
Harry S. Anderson
Coleman L. Arnold
Ira Lee Arnold
Joseph S. Atkinson
Joel Eugene Avery
A. Merton Baker, Jr.

Fred B. Ballard, Jr.

Samuel L. Banks
W. A. Banks, Jr.

V. R. Bareddy
H. Verdain Barnes
Juancho C. Bautista
Robert K. Berglund
John Bruce Berry
William B. Berry
E. F. Besemann
Samuel S. Binder
W. R. Bishop
Glenn K. Blackburn
Charles A. Blake
Henry C. Blovmt, Jr.
Catherine Boatwright
Lonnie Roy Boaz, Jr.

Peter E. Boehm
Walter E. Boehm
Walter M. Boehm
Aristioles L. Boiser
John M. Bolinger
Miehael I. Bonder
J. O. Bowers, Jr.

Robert E. Bowers
John F. Boxell
WiUiam D. Brackett
Frank S. Brannen
Robert D. Braun
Charles T. Brice
Thomas C. Bri^t, HI
John Brimi
Ronald C. Brooksbank
Neil Charles Brown
R. L. Brown

Calvin P. Bryan
T. F. Buchanan, Jr.

E. F. Buchner, III

William F. Buchner
Arch H. Bullard
John Arthur Burke
Randel P. Bums
Thomas L. Buttram
W. R. Buttram, Jr,

Winston P. Caine, Jr.

Gary B. CaldweU
Donald R. CampbeU
Don Allen Cannon
Maurice A. Canon
Ramon L. CarroU, Jr.

Bennett W. Caughran
David A. Chadwick
M. Chamberlain, II

C. Robert Clark
Murrell O. Clark
R. B. Clark, III

C. R. Cleave]and
Joel B. Clements
Oscar H. Clements
R. C. Coddington
J. R. Collins
“Frank C. Combes
J. H. Corey, Jr.

George Edwin Cox
John M. Cox
M. Sue C. Cox
Phil D. Craft
Robert E. Lee Craig
J, F. Crawley, Jr.

James H. Creel, Jr.

John M, CroweU
“Joe Tom Currey
Thomas W. Currey
Thomas H. Curtis
Bedros D. DaghUan
B, E. Dahrling, II

Malcolm B. Daniell
James Wilson Davis
Jimmy B. Davis
Robert G. Demos
P. L. DeRuiter
Robert T. Dodd
Joseph James Dodds
R. B. Donaldson
Richard W. Donelson
W. C. Dowell
James Robert Drake
Stanley J, Dressier
David H. Dmcker
Philip J. Dugan
Daniel Dupourque
P. M. DuVoisin
William K. Dwyer
W. C. Dyer, Jr.

Frank R. Eldridge
John C. Ellis

John M. Epps
Henry Clay Evans, Jr.

John Thomas Evans
James E. Eyssen
“James R, Fancher
Edward B. Feinberg
Theodore A. Feintuch
P. A. Femandez-Cruz
*R. V. Fletcher
“J. M. Foley
Augustus C. Ford
W. R. Fowler
Guy M. Francis
Stuart A. Frank
A. H. Frve, Jr.

“Orville Carlos Gass
Shawn Gazaleh
George C. Gibson, Jr.
Robert H. Giles, Jr.
Edwin Wayne Gilley
James K. Goodlad
A1 W. Gothard
Frank B. Graham, III

Joseph W. Graves
William R. Green
W. C. Greer
Wallace D. Grissom
B. F. Grotts
R. B. Hagood, Jr.

David Parks HaU
Foster Hampton, HI
B. D. Hamsberger
Charles D. Harris

“Carl A. Hartung
H. K. Harvey
Charles W. Hawkins
J. Henry Hawkins
Paul E. Hawkins

CauleyW. Hayes, Jr.

James R. Headrick
James W. Hedden
R. S. HeUmann
H. B. Henning
Warren B. Henry
G. K. Henshall, Jr.

H. B. Hevwond. Ill

“Homer David Hickey
J. M. Higgason
David C. Hightsue
Jack D. Hixson, III
R. G. Hofmeister
P. B. Holliday, Jr,
Moon Wha Hong
Charles M. Hooper
R. A. Hoppe
Richard A. Hopper
John O. House
Charles D. Howard
Noel C. Himt
W. P. Hutcherson
“D. Isbell
T^ewitt B. James
Oliver W. Jenkins, Jr.
Yune-GiU Jeong
J. Paul Johnson, Jr.

Harrv E. Jones
Russell A. Jones
Hvtham A. Kadrie
Hyman M. Kaplan
Yutaka Kato
C. D. Kennedy
John H. Kennedy
J. J. Killeffer

C. W. Kimsey
Walter H. King, Jr.

Clyde Roy Kirk
Durwood L. Kirk
Michael Kosanovich
Jeffrey J. Kovan
Richaj-d A. Krause
Ethem Y. Kuzucu
Irene J. Labrador
D. P. Labrador, Jr.

F. D. Lansford, Jr.

John W. Laramore
Richard S. Lasky
L. H. Lassiter

J. V. Lavecchia, Jr.

H. M. Lawrence, Jr.

Stewart Lawwill, Jr.

Jay F. Lewis, II

Chung-Yuen Liu
“P. H. Livingston
Ira Morris Long
Michael A. Love
Jose M. Luayon
Robert E. Mabe
W. B. MacGuire, Jr.

Donald F. Mackler
D. V. MacNaughton
Luis G. Maldonado
Venk Mani
Tim Joseph Manson
C. B. Marsh
“W. H. Marsh
Hossein Massoud
Cooper H. McCall
David P. McCallie

“Augustus McCravw
C. D. McDonald, Jr.

John S. McDougal
Preston C. McDow
George R. McElroy
Roger R. McFaddin
Ralph McGraw, Jr.

Edel F. McIntosh
James E. McKinney
Thomas P, McNeill
Avelino V. Mercado
Gary E. Meredith
Jack J, Messina
Michael B. Meyer
Louis J. Michaelos
Robert T. Miller
Thomas P. Miller
Don Gilbert Mills
Jerry W. Mitchell
Ronald L. MoUoy
Thomas C. Monroe
R. W. Montague
John R. Morgan
Rufus S, Morgan
S. H. Morrow, III
Thomas E. Moses
William J. Moss
T. F. Mullady, III

Fay B. Murphey, Jr.

R, Smith Murray
R. W. Myers, Sr.
Marvin M. Nathan
Merrill F. Nelson
E. T. Newell. Jr.

Philip T. Newton, Jr,
Robert L. \ ichols
Ralph E. Nipp
Paul V. Nolan
Barry Parker Norton
D. M. O’Neal
Alan G. Odom
Robert N. O-^uiundsen
George M. Ozbom
W. C. Pallas
Arun R. Paranjape
Walter D. Parkhurst
“Robert L. Patterson
William C. Patton
John G. Paty, Jr.
Stanley R. Payne
Martin Allen Perez
Thornton D. Perkins
Millard Foy Perrin
W. A. Peterson, Jr.

Wesley Petty
James C. Pickett
Richard E. Poehlein
Phillip G. Pollock
C. A. Portera
E. L. Posey, HI
Anilkumar S. Potdar
W. H. Price
Glenn L. Pride
Walter Puckett, III

Jesse O. Ouillian
Joe Anne OuiUian
James G, Quinn
Maurice S. Rawlings
Charles Jackson Ray
“Charles W. Reavis
“W. David Record
E. E. Reisman, Jr.

J. E, Reynolds
J. R. Reynolds
Alexander Rhoton
K. C. Richmond
Robert W. Ridley
Deloris E. Rissling
A. B. Rittenberr>’, Jr.
A. P. Rogers
William E. Rowe
Esperanza A. Rowell
James R. Royal
B. W. RuflFner, Jr.

Don Jere Russell
Benjamin G. Santos
H. A. Schwartz
Edgar L. Scott, Jr.

Molly E. R, Seal
George Z. Seiters, Jr.
Charles F. Seman

“Clarence Shaw
George W. Shelton
Adel N. Shenouda
“W. J. Sheridan
James W. Sherrell
Leroy Sherrill

Edwin H. Shuck. HI
Edwin H, Shuck, Jr.

Chas. W. Sienknecht
George Lete Sivils

Walter H. Smartt
M. J. Smith, Jr.

S. P. Smith
Thomas A. Smith
Paul E. Snyder, Jr.

Pete S. Soteres
R. T. Spalding
Eleanor Stafford
Norman L. Stahl
James A. Stanko
R. F. Stappenbeck

“Harold Jones Starr

W. H. Steele, Jr.

W. A. Stem
W. Stembergh, Jr.

Joseph H. Stickley
Harry Alfred Stone
Larry Damas Stone
Phillip S. Stone
W. H. Stonebumer
J. E. Strickland, Jr.

William K. Striker
Mary E. Stroud
C. L. Suggs, Jr.

Nat H. Swann, Jr.

Charles Ray Swift
Myron J. Szczukowski



George N. Taylor
Thomas E. Taylor
Arthur A. Temlock
Thomas S. Templeton
Bernard Tepper
David J. Tepper
Jack Tepper
Paul C. Thompson
Robert C. Thompson
Eionald R. Thomer
Pe Than Tin
D. H. Turner
A. Steven Ulin
Louis Ulin
Banchob Utadej
M. R. Vance
Thomas O. Vechinski
•W. E. VanOrder
Roger Gordon Vieth

Gus John Vlasis

C. H. Vnn Cannon
A. J. Von Werssowetz
Fredia S. Wadley
Harrv Lee Walton
Charles S. Watras
W. V'cithers. Tr.

Sandford L. Weller
M. W. Westermeyer
Argil J. Wheelock
L. Spires 'Vh'taker, Jr.

William O. White
J. L. Ir.

Richard B. Williams
Sam J. Williams, III

W.B. Willingham, Jr.

Bnlph R. Wooley
Kinsman E. Wright, Jr.

Jackson Joe Yium
Julian Macow Yood
George G. Yonng
Lawrence I. Young
Joseph I 7iickerman

Cleveland
•Delmas K. Kitchen

ColleRedale
Robert L. Jensen
Harold E. Messinger

Copperhill
•Herschel H. Hyatt

J. T. Layne
Dayton

L. F. Litteil, Jr.

•James Jacob Rodgers

Dunlap
C. G. Graves, Jr.

Arthur M. Owens

Hixson
R. W. Boatwright
Elizabeth B. Dickinson
R. F. Dominguez
Zolia G. Dominguez
Gerald I. Jones
Phyllis E. Miller

M. G, Padalia
Millard W. Ramsey
John S. Rich

Jasper

James G. McMillan

Knoxville
Elmer W. McKenzie
Lookout Mountain

•J. Jesse Armstrong
•James L. Caldwell
John W. C. Fox
J. W. Johnson, Jr.

•Rudolph M. Landry

Pikeville

Thomas G. Cranwell
Charles W. Herbert

Signal Mountain
George M. Cannon
•O. M. Derryberry
•B. B. Holt, Jr.

•Gene H. Kistler

•M. F. Langston
Allen D. Lewis
H. G. Sibold
A. Y. Smith. Ill

Philipp Sottong
James H. Spaulding, Jr.

Robert C. Taylor

South Pittsburg

J. B. Hackworth, Jr.

J. B. Havron
W. L. Headrick, Jr.

Hiram Beene Moore
Norman L. Ownby
George C. Ramsey
E. M. Rvan
Viston Tavlor. Jr.

Whitwell
•Cleo Chastain
W. G. Shull

Bridgeport,AL
H. L. Elmore

Ider, AL
•Robert Eyssen

Boca Baton, FL
•G. M. Roberts, Jr.

Longtoood, FL
•Ralph E. Gleffe, Jr.

Tarpon Springs, FL
•John L, Cooley

Venice, FL
•Dean W. GoUesy
•Elliott F. Harrison

Decatur, GA
Dabney J, Valadez

Ft. Oglethorpe, GA
Earl R. Campbell, Jr.

Bruce A. Elrod
Thomas E. Hayes
Eldwin T. Hulse
Ih Koo Park
F. J, Smiley

Ringgold, GA
Drewry E. Haskins

Rossville, GA
W. D. Crawley, Jr.

Alexandria, VA
•Irvin S. Miller

Pittsburgh. PA
Morris Z. Effron

Guyana, South America
•Raymond D. Neufeld

J. Stephen Williamson
Robert B. Wilson

COCKE COUNTY
MEDICAL SOCIETY

Newport
Reece B. DeBerry
A. J. Garbarino, Jr.

D. H. McConnell
Glenn Shults

F. M. Valentine, Jr.

COFFEE COUNTY
MEDICAL SOCIETY

Manchester
C. H. Farrar
Howard Farrar

Harrison Y.N. Yang
Coulter S. Young
Ja-Nan Yu

Tullnhnma
Ralph Brickell, Jr.

Robert M. Canon
Marvin C. Fraley

Bruce E. Galbraith

Edwin E. Gray, Jr.

C. B. Harvev
Jerry L. Kennedy
Ho Kyun Kim
Tames M. King
Robert W. Koshman
Gulla B. Krishna
Charles V' Marsh
Sandip Shukla
Claude C. ‘^neddy

Francisco Vallejo

Luz A. Vallejo

Charles H. Webb
M. Clark Woodfin, Jr.

CONSOLIDATED
MEDICAL ASSEMBLY

Adamsville
Juan T. Aristorenas
Michael H. Smelser

Bells

Russell W. Mayfield

Bemis
A. N. Williams, Jr.

Bolivar

John Q. Baker
Harvev H. Barham
Robert Dunavant
Qiarles L. Frost

Brotonsi'ille

Kenneth L. Dickson
Bobby D. Hale
David E. Stewart

T. C. Thornton, Jr.

Jerald White
Camden

Alvin T. Hicks
Robert L. Horton

Friendship
Lamar A. White

Grand Junction

N. H. Edwards

Henderson
Darrell King
Oscar M. McCallum
R. L. Wilson

Humboldt
Billy L. Couch
J. H. Crenshaw
T. M. Crenshaw
Sarvotham Kini

Huntingdon
Jerry F. Atkins
N. B. Bhat
Bill Scott Portis

Jackson
C. V. Alexander, Jr.

Roy Appleton
Thomas K. Ballard

James Barker
Jim Barnes
Glen Barnett
Robert J. Barnett

S. L. Bicknell
EUas K. Bond, Jr.

Jack H. Booth
Jane W. Brown
Joe L. Brown
William F. Burnett
Swan Bumiss, Jr.

•J. H. Chandler
Charles W. Cox
James T. Craig, Jr.

Sterling R. Craig
Edward F. Crocker
William G. Crook
John P. Curlin
Ruth E. Dinkins
G. D. Dodson, Jr.

James H. Donnell
•Jack E. Douglass
R. A. Douglass, Jr.

Clarence Driver
Edwin W. Edwards
Blanche S. Emerson
Blair D. Erb
James L. Fenley, Jr.

Charles S. Foster

Fred Friedman
Oliver H. Graves
Robert C. Hall
Stephen Hammond
Walton W. Harrison

•George Harvey, Jr.

G. E. Hazelhurst, Jr.

Bruce E. Herron
Charles B. Herron
Bobby Higgs
Robert S. Hill

Jerry Hornsby
Ben F. House
G. B. Hubbard
T. James Humphreys
Leland M. Johnston
Chester Jones
John A. Kendall
Duval H. Koonce
Donald S. LaFont
James D. Lane
J. A. Langdon, Jr.

Donald R. Lewis
Bruce B. Maley
Robert B. Mandle
William C. McAfee
Harold T. McTver
L. Jane McDowell
A. L. Middleton
Jesse Miller, Jr.

Alfred J. Mueller
Lamb B. Myhr
George Pakis. Jr.

James A. Phillips

J. ^. Price, Tr.
_

Charles L. Quilty
Raymond W. Rhear
John G. Riddler
Russell H. Robbins
W. H. Roberts
Joseph P. Rowland
Allen L. Schlamp
Barnett Scott

George W. Shannon
Beniamin Sharpe, Jr.

John Shaw
Lee C. Sheppard, Jr.

Harris L, Smith
Robert T. Smith
Raphael C. Sneed
James Spruill

Charles Stauffer

Lowell Stonecipher
Charles Story

Alvin Summar
James T. Swindle
Geo. E. Thomas
James L. Thomas

•j. R. Thompson, Jr.

S, A. Tniex, Jr.

R. T. Tucker, Jr.

James Warmbr^, Jr.

Jimmy F. Webb
Edward H. Welles, HI
Richard L. Williams
F. E. Williamson, Jr.

Wavne H. Wolfe
Arthur M, Woods
George Wvatt
•Paul E. Wylie
Harold R. Yarbro

Warren Ramer, Jr.

Jack C. Stripling

Charles W. White
Memphis

Ralph Goodman
McKenzie

William M. Grant
James T. Holmes
James H. Robertson
Ghazanfar A. Sheikh
S. S. Walker, Jr.

Milan
Aurea R. Del Rosario
Sam J. Denney
James O. Fields

Ronald G. Twilla
James H. Williams
Phillip G. Williams

Savannah
H. D. Blankenship, Jr.

A. G. Churchwell

Km D. Lay
omas V. Roe_

Michael L. Smith
Howard W. Thomas
James H. Thomas
Howard Whitaker, Jr.

Selmer
T. N. Humphrey
Harry Peeler
James H. Smith
Monte E. Smith, Jr.

Harold W. Vinson

Somerville

John L. Armstrong
John M. Bishop
Ray Hawkins, Jr.

Frank S. McKnight
L. H. Plemmons
Karl Byington Rhea
Lee Rush, Jr.

Trenton

J. F. Bradley, Jr.

Ian L. Cohen
E. C. Grafton, Jr.

William G. DeSouza
John Wesley Ellis

John Green
l-’mes W. Hall

Charles N. Hickman
C. L. Holmes
Hasmukh D. Patel

J T,. Williams
John C. Williams

Whiteville

Aubrey Richards

Nelson R. Foster Vaugh^
J. M. Omohundro, HI Verne E, Allen

•Joe T. Whitfield Clyde Alley, Jr.

Frank C. Womack, Jr. •William E. Allison

Kenton
A. H. Gray

Lexington
Wesley F. Jones
Maurice N. Lowry
Warren C. Ramer

CUMBERLAND
COUNTY

MEDICAL SOCIETY
Crossville

James Bamawell
Roberto B. Baylosis
Christopher M. Bell

Richard L. Bilbrey

Robert W. Booher
Richard C. Bravm
James T. Callis

J. T. Campbell, Jr.

Jack C. Clark
R, E. Cravens
P. M. Deatherage
Carl T. Duer
Beatrice L. Durham
Paul A. Ervin, Jr.

William E. Evans
Fred A. Guthrie
Danny Hall
R. Donathan Ivey

John M. Jackson
David W. Litchford

T. Gavin Monaghan
Fred W. Munson
Rav A. Olaechea
Larry D. Reed
Joseph D. Robertson

•Stuart Seaton
Joe K. Wallace
R. H. Wood, Jr.

Rockwood
J. W. Lindsay

DAVIDSON COUNTY
MEDICAL SOCIETY

Ashland City

James Baldwin

Bell Buckle
Fred Dillard Ownby

Brentwood
Terry R. Allen
George W. Andrews
William R. Huffman
David H. Morgan
W. F. Sheridan, Jr.

Burns
Harry A. EJdwards, Jr.

Franklin
•Sidney W. Ballard

Goodlettsville

William F. Fl^t, Jr.

James S. Hastie
Lee F. Kramer
Wendell D. Lovan
Giog Sing Po
William O. T. Smith

Hendersonville
Helen C. Burks
Charles M. Cowden
W. Gordon Doss
Rita K. Frenchman
•Cyrus E. Kendall
William D. Martin
Daniel Mendoza
Thomas F. Mogan
Divina Tan Po
Ron N. Rice
F. C. Robinson
Gilmore M. Sanes, Jr.

E. C. Shackleford, Jr.

R. L. Strom

Johnson City
Edgar H. Pierce, Jr.

Lebanon
Robert C. Bone

Madison
A. A. Agbimag
Joe Gary Allison

Zillur Athar
Charles B. Beck
L. Dale Beck
W. J, Binkley
James A. Bookman
Wilbert E. Brooks
Lloyd R. Broomes
James E, Bumes
Robert E. Burr
William J. Card
Sam W. Carney, Jr.

K. P. Channabasappa
S. G. Chikkannaian
Kenneth L. Classen
William E. Coopwood
Frederec B. Cothren
Joseph M. Crane
Arthur R. Cushman
William G. Davis
Hillic F Evans
A. K. M. Fakhruddin
Khushru H. Frenchman
John H. Furman
Harold L. Gentry
George B. Hagan
Robert L. Haley, Jr.

Thomas E. Hanes
James M. High
Warren T. Hill

William H. Hill

Thomas J. Huber

J

ames M. Hudgins
erry C. Hunt

Robert 1. Linn
W. H. Marshall, Jr.

H. T. McCall
Cecil E. McMiulry

J. O. Miller, Jr.

Conchita T. Pecache

J. C. Pennington, Jr.

R. L. Pettus, Jr.

Robert D. Pilkinton

Ben J. Alper
Peggy A. Alsup
Arthur R. Anderson, Jr.

•E. E. Anderson
Edward E. Anderson
Edwin B. Anderson
Edwin B. Anderson, Jr,

H. R. Anderson

J. E. Anderson, Jr.

J. S. Anderson, Jr.

Robert S. Anderson
William C. Anderson
Charles R. Arendale, Jr.

Frederick S. Arnold
Larry T. Arnold
Peter N. Arrowsnuth
Harvey Asher
George R. Avant
Mark S. Averbuch
Elizabeth Backus
Harry Baer
Roderick I. Bahner
Thurman Dee Baker
Preston Hite Bandy
•Edward H. Barksdale

Norman A. Barnes
Paul Harold Barnett

Robert B. Barnett

Ralph I. Barr
David Barton
Allan D. Bass

E. Dale Batchelor

Jack M. Batson
Mahin Bayatpour
D. Scott Bayer
Luther A. Beazley, Jr.

Richard A. Belden
Robert L. Bell

H. W. Bender, Jr.

•Lynch D. Bennett
Edmund W. Benz

M. Lawrence Berman
Louis J. Bernard
Stanley Bernard
Warren R. Berrie

Geoffrey Berry
John H. Beveridge

Patricia M. Bihl

Otto Billig

F. T. Billings, Jr.

George T. Binkley

Ben J. Birdwell

R. T. Birmingham
E. L. Bishop, Jr.

Lindsav K. Bishop

Michael R. Bishop

Jos. M. Bistowish, Jr.

Stanley J. Bodner

Frank H. Boehm
Robert L. Bomar, Jr.

James D. Bomboy
Arthur G. Bond
John Beniamin Bond
Glenn H. Booth, Jr.

Michael B. Bottomy
G. W. Bounds, Jr.

David G. Bowers, Jr.

•Anna M. Bowie
William J. Boyd, Jr.

•John M. Boylin

H. B. Brackin, Tr.

•Cloyce F. Bradley

Sm^d"'HTomeshi^ 6earn Bradley

prod W. Ryden
Chi Y. Ryu
Pepito Salcedo
Toseph W. Scobey
Norman L. Sims
Russell R. Smith
Brent A. Soper

C. G. Stockard, Jr.

V. W. Stiiyvesant

•Joe Sutherland
M. Suwanawongse
Richard P. Taber
Harry T. Tate
Lynda Tirao
•Arthur J.

Viehman
Lloyd A. Walwyn

Mt. Juliet

E. D. Magpantay
A. Z. Manalac, Sr.

(ioon D. Son

Murfreesboro
Albert R. Lawson
Jerry E. Puckett

Nashville
Eduardo E. Abisellan
Georgina A. Abisellan
Maurice M. Acree, Jr.

Crawford Adams
Robert W. Adams, Jr.

R. B. Addlertone
Benton Adkins
I. A. Alcantara

James M. Brakefield

H. Victor Braren
John B. Breinig

Kenneth L, Brigham
T. E. Brittingham

Arthur L. Brooks

John C. Brothers

Dorothy Brown
James H. Brown
Kermit R. Brown
Phillip P. Brown
E. W. Browne, Jr.

Harry Gray Browne
John Bruno, HI
J, Thomas Bryan

R. D. Buchanan
R. N. Buchanan, Jr.

Reuben A. Bueno
•Joseph G. Burd
M. Terry Burkhalter

Lonnie S. Burnett

Gerald R. Bums
Ian M. Burr
George R. Burrus

Roger B. Burrus

B. F. Byrd, Jr.

Guillermo Cadena
B. H. Caldwell, Jr.

T. B. Caldwell, HI,

Calvin L. Calhoun
Tames J. Callaway
Thomas W. Campbell
W. Barton Campbe"

felyVw. Mender, Jr.

William C. Alford C. G. C^non, Jn

J. H. Allen, Jr. Richard O. Cannon, H



Andrew B, Carlsen
E, Tom Carney
G. K. Carpenter, Jr.

Charles M, Carr
Oscar W. Carter
Robert A. Carter
Norman M. Cassell

P, C.-Tedesco
"John S. Cayce
Lee F. Cayce
Ralph J. Cazort
Robert L. Chalfant
Jill F. Chambers
Pong Moon Chang
John E. Chapman
Eric M. Chazen
Abraham Pacha Cheij
•Amos Christie

William M. Clark

Jeannine A. Classen
Mary E. Clinton
Louis W, Close
Cully A. Cobb
Robert T. Cochran
Alan G. Cohen
Wesley L. Coker
John H. Coles, III

George Edward Cooke
Robert S. Cooper
Richard T. Coppoletti
Charles Corbin, Jr.

Robert T. Comey
Jackson D. Cothren
Robert B. Cotton, Jr.
Ome A. Conch, Jr.

Vincent R. Couden
Craig M. Coulam
Frederic E. Cowden
George Boyd Grafton
Paul S. Crane
H. James Crecraft
William B. Crenshaw
Angus M. G. Crook
Terrall P. Crook
Sidney S. Curry
W. Andrew Dale
James F. Daniell
Anh Huu Dao
William J. Darby
Philip V. Daugherty
Carla M. Davis
Evelyn J. Davis
George William Davis
John L. Davis
Michael David Davis
•Theodore W. Davis
Richard J. Davis
Thomas J. Davis, Jr.
Bruce E. Day
Richard H. Dean
Harold J. DeBlanc, Jr.

Thos. C. Delvaux, Jr.
H. C. Dennison. Jr.

John R. E. Diddns
Samuel H. Dillard
Walter L. Diveley
John H. Dixon, Jr.
William M. Doak
William D. Donald
Alan C. Dopp
•Earl D. Dorris
Robert T. Doster, Jr.
•Henry L. Douglass
William L. Downey
Mark A. Doyne
Jesse E. Dozier, Jr.
L. Rowe Driver, Jr.
Ray L. Dnbiiisson

•Price H. Duff
Gary W. Duncan
George E. Duncan
R. C. Dunkerley, Jr.
G. Dewey Dunn
William P. Dutton
John F. Edland
Doran D. Edwards
Joe M. Edwards
Robert H. Edwards
William H. Edwards
Lloyd C. Elam
Roy O. Elam, HI
James H. Elliott

“P. C. Elliott
James W. Ellis

Melvin L. Elson
Yilmaz Ervasa
Alfonso Escobar
Irwin B. Eskind
T. Horace Estes
E. William Ewers
Don L. Eyler
Roy C. Ezell
Robert B. Faber
Leslie Falk
William T. Farrar
J. L. Farringer, Jr.

W. H. Faulk, Jr.

Charles T. Faulkner
James W. Felch
Richard W. Feldman
Philip Felts
Stephen K. Felts
Stephen S. Feman

Gerald M. Fenichel
Harold A. Ferguson

•Ray O. Fessey
J. N. Fidelholtz
John P. Fields
Frederick L. Finke

•Robert M. Finks
Joseph H. Fishbein
Benjamin Fisher
James H. Fleming, Jr.

Ross Fleming, Jr.

John M. Flexner
Howard R. Foreman
Garth E. Fort
Henry W. Foster

•John H. Foster
Eugene W. Fowinkle
S. Benjamin Fowler

•Richard France
Robert S. Francis
Rupert A. Francis
Rand T. Frederiksen
R. J. Freeman
Walter W. Frey
Thomas Friddell
Gottlieb C. Friesinger
John C. Frist, Jr.

Robert A. Frist
Thomas F. Frist
Thomas F. Frist, Jr.
Don L. Gaines
Charles K. Gardner
•James C. Gardner
W. A. Gardner, Jr.
Sam Young Garrett
Fay M. Gaskins
Robert R. Gaston
Robert B. Gaston, Jr.
William M. Gavigan
David W. Gaw
William R. Gaw
Daniel C. Geddie
Erol Gen'^a
Amil J. Gerlock, Jr.
C. N. Gessler
Krishna D. Ghosh
Richard L. Gibson
Charles M. Gill
Ronald Gilmer
H. Earl Ginn
Frank B. Glascock
M. E. Glasscock
D. M. Glassford, Jr.
Alan D. Glick
John P. Glover, Jr.
John R. Glover
F. W. Gluck, Jr.
W. G. Gobbel. Jr.

Melvin L. Goldin
Fred Goldner. fr.

•James E. Goldsberry
Paul C. Gomez
H. C. K. Gowda
Alan L. Graber
Louis S. Graham, Jr.
Thomas P. Graham
Antonio M. Granda
Burton Paine Grant
H. A. Graves. Jr.
Roland W. Gray
Frank A. Greco
Edmon L. Green
Louis D. Green
Neil E. Green
Paul A. Green, Jr.
Ralph Greenbaum
Harry Lee Greene
John W. Greene
Clifton E. Greer, Jr.
David ^V. Gregory
James P. Gregory, H
Marvin G. C’-f>gn7-v'

D. E. GremilUon, Jr.
John J. Griffin
Paul P. Griffin
John W. Griffith, Jr.
John H. Griscorn
•Thomas Grizzard
Erich B. Groos
Laurence Grossman
Milton Grossman
James Growden. Jr.
W. E. Giipton, Jr.
Gary S. Gutow
Arnold Haber. Jr.
Lennelle W. Haddox
Keith W. Hagan
Kenneth L. Haile

•David W. Hailey
Charles E. Haines
H. David Hall
Wallace H. Hall, Jr.
Gerald Halprin
Thomas R. Haltnm
Marcelle R. Hamberg
C. M. Hamilton
T. R. Hamilton
•William M. Hamilton
John W. Hammon, Jr.
Roy G. Hammonds
Axel Carl Hansen
Robert A. Hardin
Robert Hardy
Jackson Harris

Perry F. Harris
Wm. H. Hartmann
Alexander E. Harvey
Aubrey B. Harwell
William B. Harwell, Jr.
Norman D. Hasty
•James T. Hayes
J. Brevard Haynes, Jr.
James H. Haynes
H. Campbell Haynie
James William Hays
Craig R. Heim
Richard M. Heller
James B. Helme
R. R. Henderson
Douglas C. Henry
J. L. Herrington, Jr.
•John G. Herzfeld
Ray W. Hester
B. K. Hibbett, III

•J. B. Hibbetts, Jr.
Daniel R. Hightower
Irving R. Hillard
Edward R. Hills
Charles S. Hirshberg
James K. Hitchman
Charlie Joe Hobdy
G. W. Holcomb, Jr.
•Fowler Hollabaugh
Marc H. Hollender
Hugh D. Holliday
J. W. Hollifield
Thomas W. Holzen
Richard T. Hoos
Robert G. Horn
David H. Horowitz
Frederick Horton
Aubrey J. Hough, Jr.
Mark Houston
Everette Howell, Jr.
Henry C. Howerton
Yemg-Temg Hsueh
C. H. Huddleston
Gordon B. Hughes
Stinson E. Humphrey
Terry K. Humphreys
Patrick T. Hunter, HI
Samuel B. Hiuiter
Joseph E. Hurt
Joseph W. Huston
Vernon Hutton, Jr.

Maurice Hyman
Robert W. Ikard
M. D. Ingram, Jr.

Juanita J. Isaacs
A. P. Isenhour, Jr.

Mohammed Ismail
Joseph M. Ivie
C. Gary Jackson
Roger T. Jackson
J. Kenneth Jacobs
Everett James
David A. Jarvis
Frai^ L. Jayakody
David E. Jenkins
James T. John, Jr.
Ernest K. Johnson, HI

•Hollis E. Johnson
H. Keith Johnson
Ira T. Johnson, Jr.

James W. Johnson
John M. Johnson, Jr.
John S. Johnson
R. M. Johnson
C. R. Johnston
Robert K. Johnston
David S. Jones
E, Palmer Jones
Frank E. Jones
John D. Jones
Orrin L. Jones, Jr.
Harold Jordan
Thomas M. Jordan
Lawrence A. Judy
Allen B. Kaiser
Jayakiunar R. Kambam

•R. H. Kampmeier
Herman J. Kaplan
Peter R. Kaplan
David T. Karzon
Alfred Kasselberg
William S. Keane
Paul C. Kemmerly

•J. Allen Kennedy
W. D. Kenner, III
W. G. Kennon, Jr.

Michael J. Keyes
Oamar A. IChan
Allen P. Killam
Anthony W. Kilroy
Jack P. Kinnard
Lowrv Dale Kirby
Roy W. Kirchberg, Jr.
F. K. Kirchner, Jr.

Sandra G. Kirchner
Howard S. Kirshner
Ralph R. Kling. Jr.

O. Morse Kochtitzky
Leonard J. Koenig
Ronald Kourany
M. W. Kronenberg
Michael E. Kuzur
Kent Kyger
John W. Lamb

Roland D. Lamb
F. Hayden Lambert
L. P. Laughlin
H. T. Lavely, Jr.

Samuel J. LaVoi
G.A. Lawrence, Jr.
David Lee
Joseph F. Lentz
John M. Leonard
Virgil S. LeQuire
James P. Lester
Malcolm R. Lewis
Grant W. Liddle
Joanne Lovell Linn
A. B. Lipscomb
Richard L. Lisella

James P. Loden
Jimmi H. Logan
Thomas P. Logan
William R. Long
James A. Loveless, Jr.

H. N. Lowom, Jr.
• Jackson P. Lowe
E. Ray Lowery, Jr.
John N. Lukens, Jr.

•Philip L. Lyle
John B. Lynch
Ronald B. Lynn
Charles W. MacMillan
Robert D. MacMillan
James J. Madden, Jr.

•Robert H. Magruder
Robert E. Mallard
Bonnie Malvea

•Guy M. Maness
•W. R. Manlove, Jr.

Samuel R. Mamey
R. R. Martinez
Thomas E. Mason
Ralph W. Massie
J. J. Matzelle
•James A. Mayer
Ben R. Mayes
Charles E. Mayes
Robert E. McClellan
Robert L. McCracken
James B. McGehee
Charles W. McGinnis
James E. McGriff
John C. Mclnnis
Embry A. McKee
Thurman D. McKinney
Alexander McLeod
John W. McMahan
M. Charles McMiuray
E. W. McPherson
Warren McPherson
Wroten McOuirter, Jr.

•Horace B. McSwain
William F. Meacham
Clifton K. Meador
Arnold M. Meirowsky
Stephen P. Melkin
James W. Menzie
Cullen R. Merritt, II

Ralph Metheny, Jr.

Vergil L. Metis, III
Alvin H. Meyer
Michael A. Milek
Andrew H. Miller
Joe Morris Miller

•Lloyd C. Miller
James Brown Millis

M. Francis Minch
J.ee R. Minton
Fernando T. Miranda
Gita Mishra
Mona K. Mishu
Jose Missri
Carl E. Mitchell
Douglas P. Mitchell
Edwin H. Mitchell
John Allan Molin
•Roy W. Money
M. A. Montgomery
Harry T. Moore. Jr.

Patrick H. Moulton
James R. Movers
Carlos A. Muhletaler
Joseph L. Mulherin, Jr.

Robert L. Neaderthal
I. Armistead Nelson
Dewey G. Nemec
Tom E. Nesbitt
Martin G. Netsky
Oscar F. Noel
Philip J. Noel. Jr.

Margaret S. Norris
Charles G. Norton
Arthur J. Nussbamn
John A. Oates
Kevin M. O’Brien
Depis M. O’Dav
J. W. O’DonneU, IH
James A. O’Neill, Jr.

Richard R. Oldham
Robert K. Oldham
James P. O’Leary
Thomas W. Orcutt
David N. Orth

•James C. Overall
Ronald E. Overfield
Robert C. Owen
Richard P. Ownbey

•Homer M. Pace, Jr.
David L. Page
Harry Lee Page, Jr.

T. F. Paine, Jr.

G. Palacio-Del VaUe
Adelisa Panlilio
Roy W. Parker
Winston Pams
T. F. Parrish
Bernard J. Pass
P. Takis Patikas
A. Knox Patterson
Robt. C. Patterson, Jr.

Warren R. Patterson
C. G. Peerman, Jr.

C. Eugene Peery, Jr.

Henry P. Pendergrass
T. G. Pennington
Pedro J. Perales
George Louis Perler
James M. Perrin
Frank A. Perry, Jr.
Helena P. Perry
James M. Perry, Jr.

L. O. P. Perry
John E. Peters
William M. Petrie
William A. Pettit

J. M. Phythyon
D. B. Pickens. Jr.

Richard D. Pinson
•Charles B. Pittinger
Kenneth L. Poag
Phillip P. Porch, Jr.

Constantine Potanin
Thomas E. Potts
Jack P. Powell
•David B. P’Pool
David B. P’Pool, Jr.

Richard L. Prager
Richard E. Presley
James S. Price
C. W. Ouimby, Jr.

Robert W. Quian
David Rabin
K. M. Rajashekaraiah
William B. Ralph, Jr.

James A. Ramsey
Lloyd H. Ramsey
Churku M. Reddy
•Eugene M. Regen
Eugene M. Regen, Jr.

Frank M. Remliert
Joseph H. Remillard
Patricia J. Remillard
Roy J. Renfro
Robert N. Reynolds
Vernon H. Reynolds
Robert K. Rhamy
Lenore De Sa Ribeiro
John R. Rice
James P. Richards
L. Douglas Richardson
Ronald L. Richardson
Robert E. Richie
Greer Ricketson
Douglas H. Riddell

•Elkin L. Rippy
•Samuel S. Riven
L. B. Robbins, II

Lowell W. Rogers
Barrett F. Rosen
Howard E. Rosen

•Alvin B. Rosenbloom
Marvin J. Rosenblum
Sol A. Rosenblum
Louis Rosenfeld
R. E. Rosenthal
Peirce M. Ross
Fred A. Rowe, Jr.

Robert Monroe Roy
Salil Rov
Deborah S. Ruark
Rohert V, Russell
Wilson G. Russell
Samuel B. Rutledge
Robert N. Sadler
William G. Sale, HI
Howard L. Salyer
Louis Sampson
Dan S. Sanders, Jr.
Harvey S. Sanders
Mitchell K. Sanders
Richard J. Sanders
Paula C. Sandidge
Joseph J. Sannella
Houston Sarratt
Robert G. Satterfield
John L. Sawyers
Julia E. Sawyers
J. H. Sayers, Jr.

Charles D, Scheibert
Eric Schendel
Stephen Schillig

R. P. Schneider
T^awrence G. Schull
Herbert Schulman
Marv P. Schultz
Jonathan M. Schwartz
J. R. Schweikert
H. William Scott, Jr.

Addison B. Scoville

C. Gordon R. Sell

Sarah W. Sell

John S. Sergent
Michael B. Seshul
Robert A. Sewell
Nelson E. Shankle
John L. Shapiro
Stewart A. Shevitz
Abram C. Shmerling
John A. Shields

•Brian T. Shomey
H. H. Shoulders, Jr.

•Harrison J. ShuU
Harrison J. Shull, Jr.

David R. W. Shupe
Burton Silbert

•Thom. E. Simpkins, Jr.

Lucien C. Simpson
B. C. Sinclair-Smith
Aristides Sismanis
Paul E. Slaton, Jr.

William T. Slonecker
Bradley E. Smith
Charles B. Smith
Charlie R. Smith
Clyde W. Smith
•Daugh W. Smith
Grover R. Smith, Jr.

•Henry Carroll Smith
Luther E. Smith
Marion L. Smith
Murray W. Smith
Raphael F. Smith
Samuel A. Smith
James D. Snell, Jr.

Robert B. Snvder
Joseph E. Sofranko
B. N. Somayaji
M. J. Spalding
Harvey Spark
W. A. Spickard
Stuart C. Spigel
Bertram E. Sprofkin
Daphine Sprouse
Robert E. Stein
Frank W. Stevens
Frank W. Stevens, Jr.

James O. Stewart
Lee William Stewart
William J. Stone
William S. Stoney
Dennis Stouder

•Joe M. Strayhom
•W. D. Strayhom, Jr.

W. D. Strayhom. Ill

Wilbom D. Strode
Steven Stroup
Paul R. Stumb
W. D. Sumpter, Jr.

Hakan Simdell
A. J. Sutherland, Jr.

Jerry S. Sutton
David J. Switter
Loyda C. Tacogue
M. B. Tallent, Jr.

John M. Tanner
G. J. Tarleton, Jr.

Edward L. Tarpley
Dean G. Taylor

•Pauline Tenzel
Paul E. Teschan
Richard B. Terry

•Robert T. Terry
•A. B. Thach. Jr.

•Clarence S. Thomas
C. S. Thomas. Jr.

Emil Dewev Thomas
James N. Thomasson
David D. Thombs
John B. Thomison
John B. Thomison, Jr.

Rena M. Thomison
John G. Thompson, Jr,

William R. Thompson
Charles B, Thome
Spencer Thornton
Crafton H. Thurman
Stephen S. Thurman
K. Shannon Tilley

Edmund F. Tipton
Jesus F. Tirao

•Willard O. Tirrill, Jr.

W. O. Tirrill, IH
Kirkland W. Todd, Jr.

RnViert TJ. Tosh
Juan J, Touya
Anthony E. D. Trabue
•C. C. Trabue, IV
William H. Tragle

J. Douglas Trapp
L. E. Traughber, Jr.

C. R. Treadwav
Aubrev L. Tucker, Jr.

•Cecil B. Tucker
John M. Tudor, Jr.

Bruce T. Turner
Dorothv T. Turner
Walter C. Udoji
Anthony P. Urbanek
Robert A. Valosik
John E. VanHooydonk
Geeta P. Vasudeo
Earl E. Vastbinder
James L. Vincent
P. Z. Vora



W. B. Wadlington
Robert VV. Wabl
Ethel Walker
Rodger T. Wallace
John M. Wampler
James W. Ward
Bnssell D. Ward
•Thomas F. Warder
John S. Warner
P. B. Wasndev
G. J. Waybiim, Jr.

Ben H. Webster
Jane Ruth Weinberg
Charles E. Wells
Arville V. J^Tieeler

Walter W. WTieelhouse
Roger K. White
Thomas C. WTiitworth
Charles A. Wiggins
E. E. Wilkinson
Melbourne A. Williams
W. C. Williams, Jr.

Larry G. Willis
James P. Wilson
Vernon Wilson
Eugen J. Winter
Edward H. Withers
Frank G. Witherspoon
Norman E. Witthauer
John S. Wolf, Jr.

LawTence K. Wolfe
Song W. Wong
G. Wallace Wood
C. C. Woodcock, Jr.
•M. C. Woodfin
John R. \\'onds
Raymond Woosley, Jr.
Jerry L. Word
Dennis C. Workman
Taylor M. Wray
Doris J. Wright
John K. Wright
Samuel S. Wright
John Lanier Wyatt
David R. Yates

•Kate Savage Zerfoss
•Thomas B. Zerfoss
T. B. Zerfoss, Jr,

C. W. Zimmerman
Old Hickory

Henry D. Murray
Howard C. Pomeroy
•Edward Bullock Rhea
Inocentes A. Sator
Wendell W. Wilson

Spring HiU
Walter E. Rrown, Jr.

Smurnn
Dominador Blanco, Jr.

Socrates Pinto-Cisneros

Troy, AL
Randolph Batson
APO San Francisco,

CA
Inpow Hong
Loma Linda, CA

•Julian C. Gant
Los Angeles, CA

•Harry Witztum

Bradenton, FL
•W^iUiam B. Farris

Ft. Lauderdale, FL
•Laura M. Fisher

Wichita, KS
fP. G. Pascua

Lexington, KY
Pegg>- Domstad
Wmiamsburg, KY

•John R. Jones

Baltimore, MD
Rose M. Robertson

West Point, NY
fJames Fitzwater

Hamilton, OH
Carl W. Rogers

Deepden, Australia
John D. Franklin

DICKSON COUNTY
MEDICAL SOCIETY

Chnrlotte
•Mary B. Cook
James C. Elliott, Jr.

Chattanooga
Jade S. Kaley

Dickson
Stanley M. Anderson
Walter A. Bell. Jr.

Clyde E. Collins
Daniel B. Drinnen
Jeffrey Gordon
Phillip W. Hayes
James T. Jackson
William M. Jackson
Marcelle Mahan
Bobby J. Smith
Joseph Steranka

Hiam Ngoc Thuan
Eldred H. Wiser

FENTRESS COUNTY
MEDICAL SOCIETY

Clarkrange
Shelby O. Turner

Jamestown
B. Fred Allred
DiHp N. Joshi
Jack Smith

FRANKLIN COUNTY
MEDICAL SOCIETY

Decherd
Dewey W. Hood

Sewnnee
Robert Z. Barton
Dudley C. Fort, Jr.

Charles B. Keppler
Russell J. Leonard
IHetcher S. Stuart
Wendell B. Thrower
•Roger A. Way

Winchester
Jn C. Andertnn
Richard A. Bagby, Jr.

George Eckles
-itK Kite

Rex Hubbard
Gerald K. lohnson
Elaine Kennedy
James G. Stensby
James Van Blaricum
Rodolfo VUlar

GILES COUNTY
MEDICAL SOCIETY

Pulaski
B chert B Aaee
Charles W. Burger
Buford P. Davis, Jr.

James V. Fentress
A. C. Foronda

•Walter J. Johnson
William H. Murrey
William K. Owen
Anne M. Rasche
Richard Rasche

GREENE COUNTY
MEDICAL SOCIETY

Greeneville
Ma>nard Austin
Ramon Azaret
Lloyd Barnes
Michael W. Bean
T. F. Beckner, IH
Robert G. Brown
W. C. Chapman, Jr.

Douglas C. Cobble
Ronald A. Cole
Robert A. Cooper
Robert S. Cowles, Jr.

James F. Easterly
J^nke T.. BUpnViiirg

Luke L. Ellenburg, Jr.

Robert S. Flohr
Haskell W. Fox
•Rae B. Gibson
Hal C. Henard
Gordon P. Hoppe
N. P. Homer
C. D. Huffman
Tsong S. Huong
Ben J. Keebler
W, L. Mason
Marlin Mathiesen, Jr.

Ha'kell B. McCollum
T. P. McGee, Jr.

James B. \(cKinnev
Dee L. Metcalf. TH
George T. No\'inger
Georee W. Oden
Dawd O Patterson
Calsin B. Resiere
James S. Rodgers
Jehn T,. ‘'haw
William Smead
Richard E. Stanley
Robert M. Strimer
Kenneth Susong
W. C. Thacker
Thomas Webster

Johnson City
Kenneth L. Roark

Mosheim
Dale Brown
•Graydon Evans

Wildwood. QA
•Leroy E. Coolidge

HAMBLEN COUNTY
MEDICAL SOCIETY

Dandridge
O. L. Merritt

Jefferson City
•Da-vid C. Cawood
John W, Ellis. Jr,

•Samuel C. Fain

John W. Fetzer, Jr.

Jessie E. Howard
•Frank L. Milligan
Leslie Milligan
Estle P. Muncy

Lowland
James H. Hickman. Jr.

M orrtstown
W. K. Alexander
J. G. Amadore, Jr.

Douglas Andrews
L. R. Barclay
•Mack J. Bellaire
C. C. Blake
H. T. Brock
A. P. Bukeavich
M. E. Bukovitz
J. D. Caldwell
Gary R. Chambers
Simg J. Chung
Jerry Crook
John K. Davis
Robert H. Donald
Clarence J. Duby, Jr.

P. J^. Fnsnn
Marshall Goldberg
Cecil C. Graham
David L. Greene, Jr.

Robert Gronewald
W. J. Gutch, m
Crampton H. Helms
John H. Kinser
O. R. Lowry, IH
Everette G. lL\'nch
David W. McNefl
H. G. Presutti
O. C. Renner, Jr.

Josiah B. Sams
Charles .Scott

H. E. Sullivan, HI
Timothv W. Thurston
Powell M. Tnisler
Jose Wee-Eng
D. V. Willhanks
Raymond B. Yates

\ew Tazewell
L. R. Jackson

Rutledge
•Leander C. Bryan
Tenny J. Hill

SneedvUle
Paul E. Reed

White Pine
Erman Dale Allen
B. J. MiUard

HAWKINS COUNTY
MEDICAL SOCIETY

RogerscUle
R. B. Baird, Jr.

Ralph Gambrel
William E. Gibbons
E. M. Henderson

HENRY COUNTY
MEDICAL SOCIETY

Buchanan
°W. P, Griffey, Sr.

Paris
Robert D. Adams
W. B. Campbell
Glenn S. Garrett
W. P. Griffev. Jr.

Terrv Harrison
T. W. Howell

•I. H. Jones
Barrv.’ P. McIntosh
T. MeSwain Minor
E. P. ^^nhley, Jr.

J. D. \fobley

J. E. Neumann, Sr.

D. M. Norman
William Rhea. Sr.

James B. Robertson
Kenneth G. Boss
John M. Sen ter, Jr.

Frank B. Sleadd
T. Rav Smith
Vince C. Tusa
John Van D>’ck
T. C. Wood

JACKSON COUNTY
MEDICAL SOCIETY

Qainesboro
Eliiah M. Dudney
Jack S. Johnson

KNOXVILLE ACADEMY
OF MEDICINE

Merrill D. Moore, Jr.

Robert E. Neely
Concord

K. B. Camenter
Malcolm F. Cobb
R. H. Duncan, Jr.
Fred M. Furr
Carl E. Gibson

•B. D. Goodge

Robert W. Meadows
Doris K. Thomson

Corryton
•A. D. Simmons

Harrogate
Roy C. Ellis, Jr.

Kodak
Otha H. Yarberry

Knoxville
Gene V. Aaby

•L. Alton Absher
James J. Acker
Joseph E. Acker, Jr.

Tea Edward AcuH
William J. Acuff
Robert L. Akin
Paul S. Ambrose
Thomas I. Anderson
Edmund B. Andrews
Charles G. Ange
David W. Ange
Henry G. Arnold, Jr.

John W. Avera
Anne B. Avery
Robert B. Avery
Shirley B. Avery
Wm. R. Bailey, Jr.

Martin R. Baker, Jr.
Gordon S. Ballou
Floyd N. Bankston
Robert L. Barnes, HI
Walter C. Beahm
Daniel F. Beals
Joe D, Beals
AlfT<=“d D. Beasley
J. Frank Beasley
Thomas K. Beene
John H. BeU
Spencer York Bell
Bruce Bellomy
Walter Benedict
James C. Benton
Philip G. Bickers
Albert W. Biggs
Monte B. Bigas
David A. Birdwell
Archer W. Bishop, Jr.

•Charles W. Black
Joe W. Black, Jr.

H. A. Blake
L\-nn F. Blake
Leon Boaartz
Karl E. Bolstad
W. E. Bost
Wade H. Bos^:^’ell

Leonard A. Brahson
Jacob T. Bradsher, Jr.
Richard F. Brailey
A libra D. Branson

•Robert G. Brashear
Roland J. Brett
Robert J. Brimi
James C. Britt
Joseph L. Broady

•Claston M. Brodine
Robert T. Brooks
Fred F. Brown, Jr.

•Horace E. Brossm
A. Laird Biyson
Ra>mond C. Bunn
John H. Burkhart
J. Ni. Burkhart
John T. Bnshore
Slartha S. Bnshore
William G. B>Td
J. Ed. Campbell, Jr.

John W. Campbell
•P. H. Cardwell
C. Sanford Carlson
Donald G. Catron
JJovd G. CavloT
John T. Chesney
L. Warren Chesney
Marv’ Chin
H. E. Christenberry, J
K. W. Christenberry
K. W. Christenberry,

]

•Henry Christian
•Edward S. Cla\ton
Wm. W Cim,d
Robert R. Cole
B. H. C.ollier. Jr.

Joseph F. CoUigan
I. Reid CoBmann
Frank V. Comas
Charles Congdon
D. Raymond Conley
Edward D. Conner
John H. Cooper, Jr.

David A. Corev
Dennis Coughlin, Jr.

James B. Cox
Tohn T. Craven
Da\*id J. Creutzinger
Toe C. Cmmley
T. P. Cullum
Morris N. Dalton
Eh->-n V. Da\ddson
Daniel Davis
Llovd C. Davis
Martin Dams
Joseph C. DeFiore. Jr

Joseph B. DeLozier

•W. A. DeSautelle
Albert W. DiddleWilliam T. Dobbins
Sheldon E. Domm
Larry Dorsey
Robert E. Dougherty
James E. Doss-ns
Evel>Ti E. Dresner
Mars’ Brock Duffy
Richard N. Diiffy, HI
James B. Dukes
Orville J. Duncan
John A. Eaddy
C. R. Earnest, Jr.

Jerome F. Eastham
C. S. A. Ebenezer
James B. Ely
Jerry J. Embry
Richard J. Erickson

John H. Evans
David F. Fardon
Richard K. Farris
•Frank A. Faulkner
Mark P. Fecher
George Fillmore
George H. Finer
Richard A. Fogle
William E. Foster
Coy Freeman
J. Marsh Frere, Jr.

Mellon A. Fry, Jr.

William F. Gallivan
Frank B. Galyon
Joseph I. Garcia, Jr.

WUliam H. Gardner
George L. Gee, Jr.

Robert H. Gentry
C. F. George, Jr.

David G. Gerkin
J. Viman Gibbs
Verne E. Gilbert
Robert B. Gilbertson
Riohard A. Gillespie

John H. Gilliam
Catherine Gilreath
Abner M. Glover, Jr.

Charles W. God-'mn
Charles A. Gouffon
Conrad L. Grabeel
Frank B. Gray
Southgate W. Green
Robert C. Griffith
James R. Gu\ton, Jr.

T. F. Haase. Jr.

Robert E. Hall
Jamshed U. Haq
Frank J. Haraf
Joseph W. Harb
Walter S. E. Hardy
R. Leslie Hargrove
Kenneth A. Harper
Robert W. Harris

J. C. Hathaway, Jr.

Frank J. Haufe
T. J. T. Hayes. Jr.

Ray M. Hayworth
Don R. Heiser
Douglas K. Hembree
James L. Hemphill
R. Winn Henderson
Bertram R. Henry
James E. Henry, Jr.

•George G. Henson
Howard K. Hicks
Hubert C. Hill
James H. Hill

OHver W. Hfll, Jr.

R. L. Hobart. Jr.

Fred W. Hodge
•David F. Hoey
Marc L. Holbrook
Robert P. Hornsby
Bennett F. Horton
l^on C. Hoskins
William M. Hovis
G. T. Howard, Jr.

John W. Howe
C. I. Huddleston
Jas. F. Hudgens, Jr.

A. R. Hudson, Jr.

Fred E. Hufstedler
•Perry M. Huggin
Fred A. Hurst
Kristie H. Hurst
Larry C. Huskey
Charles C. Hutson
Hugh C. Hyatt
F. C. Jdr.1

•Clifton E. Irwin
William R. Jansen
Glenn E. Jeffries, Jr.

•A. L. Jenkins
Kenneth O. Jobson
Clifford 0. Johnson, Jr

J. R. Johnson
Joe Breese Johnson
Francis S. Jones
Richard R. Jost

Paul L. Jourdan
Margaret E. Joyce
Clark E. Julius

John T. Kane
Fred B. Kaserman

Anthony A. Kattine
A. Pat Kelly
•H. M. Kelso
A. Glenn Kennedy
John O. Kennedy
John E. Kesterson
Val KhairoUahi
Fred A. KiUeffer
Irvin R. King
Stacy H. Kinlaw
C. C. Kirk, Jr.

Carl Klein, Jr.

Victor H. Klein, Jr.

Lamar L. Knight
Robert E. Knowling

•Keith F. Kraemer
Stephen Krauss
G. M. Krisle, IH
William G. Laing
•A. H. Lancaster
Robert C. Landgren
Robert D. Lange
Donald E. Larmee
Robert F. Lash
Kent E. Latham
William M. Law
M. Douglas Leahy
J. Serge LeBel
Joe H. Leonard

•John H. Lesher
Thomas E. Lester
James V. Lewis
Robert A. Lewis
Felix G. Line
Eugene B. Linton
Thomas L. Lomasney
Frank London
Henry H. Long
Thomas H. Lowry
Carmen B. Lozzio
Joe L. Luna
A. S. Luttrell
Thomas P. L>’nch
John R. Maddox, Jr.

Robert R. Madigan
Ed M. Malone, Jr.

Richard O. Manning
John S. Marcy
j. H. L. MarshaU
Carl T.. Matbews
J. Barrett Matthews
Charles C. Mauldin, Jr.

Lonnie C. May, Jr.

A. Ray Mayberry
Margaret Maynard
Perry B. McCallen
Curtis P. McCammon
Bruoe R. ^^oCampbelI
William J. McCoy, HI
William E. McGhee
Larry D, McGinn
Carroll W. \ToGinnis
Donald K. McKenzie
Jerome F. McKenzie
Marion B. McKinney
William R. McKissick
T iTrr\'

Wm. T. MePeake. IH
Anthony L. Meyers
Carter Miller, Jr.

Michael hi. Miller
Thomas R. Miller
William O. Miller
Sarada N. Misra
Donald E. Mitchell
Foy B. Mitchell
Jack Murphy Mobley
j. L. Montgomery, Jr.

Joseph T. Montgomery
Joseph B. Moon
John D, Moore, Jr.
PnViPT-r g Moore
Charles W. Morefield
D. E. Afooreside
Lance Morehead
Travis E. Morgan
Robert W. Morris, Jr.

Steven A. Morris
James E. Moseley
E. Jay Mounger
Robert Mueller
E. T,. Murrav, Jr.

•William S. Muse, Sr.

William S. Muse, Jr.

James D. Myers
Stephen E. Natelson
Rill M. Nelson
Carl A, Nelson, Jr.

John R. Nelson, Jr.

Wm. A. Nelson, Jr.

H. L. Neuenschwander
•Park Nioelev
•Hazel Marie Nichols
Christopher Norwood
Elvin B. Noxon
Richard A. Obenour
Harry K. Ogden
Homer C. Ogle
Michael V. Otis
Bergein F. Overholt

•B. M. Overholt
Robert M. Overholt

Turan OzdQ
Ronald L. Pack



Snm G. Pappas
Roy B, Parsons
Vijaya R. Patil

Francis K. Patterson

R, F. Patterson, Jr.

R, W. Patterson, Jr.

William L. Patterson

WiUiam A. Paulsen
F, H. Payne
C, G. Peagler
RandaU £. Pedigo
Fred N. Peebles
Ronald Pen>
Preston Phelps, Jr.

Ira S. Pierce
Stephen F. Pierce

Cecil E. Pitard
•Samuel Joseph Platt

F. Raymond Porter
William F. Powell
Bruce R. Powers
Wilson W. Powers
Gilbert W. Pratt
H. Hammond Pride
T. C. Prince, Jr.

James C. Prose
John T. Purvis
Andres A. Ramos
John A. Range
•Joe L. Rauistun
£. L. Raulston, Jr.
Freeman i-.. Uawson
Thomas L. Ray
W. Gilmer deed
R. F. Regester, Jr.
William A. Reid
Paul u. nicUcius
Billy N. Riggms
Ronald L. Kimer
Toivo E. Rist
Jack T. Roberts, Jr.
Richard noLuusun
John C. Rochester
J. C. Rodgers, Jr.

Gaylon R, Rogers
William iv.. n^^ers
Cecil D. Rowe
Robert L. Rubright
Norman H. Rucker
Burton M. Rudolph
David A. RuefiF
Jack Rule
henneth B. Rule
Robert C. Russell
Alex Ruth
C. E. Rutherford, Jr.
Kyle O. Ruttierturd
John C. Rylands
John H. Oallold
Robert L. Sam
Ronald K. Sandberg
Jerry E. Sanders
R. W. Schafermeyer
Edwin W. Ochauniberg
William J. Schneider
Roy L. Seals
James H. Segars
John R. Semmer
Paul B. Serrell
R. C. Sexton, Jr.
Digby G. beyuiour
Samir B. Shamiyeh
Gregory I. Shenk

•Alex B. Shjpiey
N. H. Siddiqi
E. Charles Sienknecht
Jon R. Simons
Charles C. bmeltzer
£. B. Smith
Robert L, Smith

•Vernon 1. Smith
William B. Smith
Alan Solomon
Sheldon B. Soss
Marvin H. Spiegel
William P. Stallworth
Thomas F. Stevens
J. Hooper Stiles, Jr.

•J. M. Stockman
Christiana Sugantharaj
T. A. Sullivan, Jr.
William R. Sullivan
C. G. Sundahl
Wm. K. Swann, Jr.

Jo G. Sweet
Jean C. Tarwater
Edward L. Tauxe
James W. Taylor
Dale A. Teague
Richard L. lenney
William M. Tipton
Forrest G. Tompkins
Hiroshi loyohara
Elmer L. 1 reat
BUly C. Trent
Lucian W. Irent

•Geo. M. Trotter. Jr.

James E. Turner
M. Frank Turney
William A. Tyler, Jr.

Roger C. Van Arsdell
William Vandergrilf
Carlos L. Velado
M. H. Vickers, Jr.

Dwight R. Wade, Jr.

Bruce Walker
Norma B. Walker
James W. Wall <

Calvin R. Wallace
Sidney L. Wallace
David H. Waller
Donald E. Wallis
C. L. Walton, Jr.

Robert E. Ware
James H. Waters, Jr.

David T. Watson
Glenn F. Watts
George R. Webber
•Alvin J. Weber
R. A. Wedekind, Jr.

Franklin S. Weingarten
Charles M. Wenaer
•Fred West
“Herbert N. Whanger
Herbert F. White
Arthur W. Whitehurst
Richard L. Whittaker
John W. Whittington
Rohert B. Whittle
George A. Williams, II

Lee L. Williams
M. L. Williams
•G. A. WiUiamson, Jr.

Perry J. Williamson
I.enn T. Willien
William N, Williford
Richard B. Willingham
Stephen G. Wilson. Tr.

•John D. Winebrenner
Paul E. Wittke
Charles D. Wohlwend
John H. Wolaver
George H. Wood
Paul T. Wooten
James P. Worden
Glenn E. Wright
James D. Yates
Ronald F. Yatteau
William T. Youmans
Vernon H. Young
Vincent T. Young
Eugene G. Zachary
Charles R. Zirkle
George A. Zirkle, Jr.

Lenoir City
Harold D. Freedman

“T. H. L. Heintzelman
tJerry R. Rogers
Walter C. Shea, Jr.

Peter G. Stimpson

Loudon
Corrie Blair
Samuel A. Harrison
W. B. Harrison
William T. McPeake
Elsie V. Tomkinson
J. R. Watkins

Louisville
Peter L. Cason

Netn Tazewell
William N. Smith

Onk Ridge
Seaton Garrett, Jr.

David H. Sexton

Powell
William D. Black
Cecil E. Russell, Jr.

Rockford
Morris D. Campbell

Seymour
James B. Bell

Sneedville
T. H. Pierce

Strawberry Plains
Robert W. Creech
•Roland M. Webster

Townsend
Frederick W. Carr

Vonore
•Troy Bagwell

Little Rock, AR
Patrick H. Biukhart
Ft. Lauderdale, FL

•Jarrell Penn
Leesburg, FL

•John D. Moore
Pompano Beach, FL

•Edwin E. Miller

Sanibel, FL
•Zelma L. Herndon

Battle Creek, Ml
E. R. Tatineni

Biloxi, MS
JTakuo Sonoda

APO New York, NY
tWilliam M. Keeling

Asheville, NC
•Donald T. Neblett

Alexandria, VA
•George L. Inge

LAWRENCE COUNTY
MEDICAL SOCIETY

Lawrenceburg
* Virgil H. Crowder
Virgil H. Crowder, Jr.

W. O. Crowder, Jr.

Boyd P. Davidson
Norman L. Henderson
James C. Hudgins, Jr.

Lida D. Mavuicio
Laurence B. Molloy
Jerry Qualls
Homer Lee Staley
Carson E. Taylor
Henry L. Thomas

Loretto
Ray E. Methvin
M. H. Weathers, Jr.

Waynesboro
Jaime V. Manguhat

LINCOLN COUNTY
MEDICAL SOCIETY

Ardmore
•Clyde B. Marshall

Fayetteville

Sam M. Ashby
Luwui E. blalack
Anne U. Bolner
H. R. M. Gowda
William D. Jones
David R. McCauley

“Robert E. McCown
“J. V. McRadv
Warren T. Norman
Bobby G. Norwood
Yashwant P. Patel
T. A. Patrick, Jr.

Paul E. Whittemore
William Young

Lynchburg
•F. Harlan Booher

MACON COUNTY
MEDICAL SOCIETY

Knoxville
Pleas Copas, Jr.

Lafayette
Charles Chitwood, Jr.

Marvin E. Deck
G. L. Holmes, III

MARSHALL COUNTY
MEDICAL SOCIETY

Lewisburg
Kenneth P. Brown, Jr.

James L. Johnson
J. C. Leonard
Melvin G. Lewis
H. A. Morgan, Jr.

K. J. ^elps, Jr.

Kenneth J. Phelps, Sr.

William S. Poarch
Jones F. Rutledge
N. N. Sharma
Stephen H. Sherman
William L. Taylor
Dale A. Van Slooten

J. F. VonAlmen, Jr.

MAURY COUNTY
MEDICAL SOCIETY

Columbia
Robert H. Beaver
Sidney A. Berry
Charles R. Brite

John P. Brown
R. R. Clifford, Jr.

Ernest L. Cobum
'Ihumas S. Dake
Eslick Daniel
Patricia C. Davis
Thomas R. Dimcan
Harold W. Ferrell
G. A. Fiedler, Jr.

James M. Fitts, Jr.

William G. Fuqua
C. C. Gardner, Jr.

Daniel R. Gray, Jr.

Joel T. Hargrove
Patrick E. Hartman
Valton C. Harwell
Jan Hombuckle
Charles C. Hudson
WiUiam N. Jemigan
James B. Kelley
Ralph Kustoff
Ambrose M. Langa
Allyn M. Lay
Robin Lyles
G. R. Mayfield, Jr,

Clay R. Miller
Spencer G. MitcheU
Kenneth L. Moore
Lavnrence R. NickeU
John R. Olson
William F. Orr
Earl Q. Parrott

M. T. Rayburn, Jr.

W. A. Robinson, II

Stephen P. Simmons
Andrew W. Sisk
R G. Thompson, Jr.

Billy J. Vinson
•Leon S. Ward
Thomas R White
H. James Wiesman
J. V\ allace Wilkes, Jr.

T. K. Young, Jr.

Monteagle
•Edwin K. Provost

Mt. Pleasant

J. O. Williams, Jr.

Huntsville, AL
Charles A. BaU
McMiNN COUNTY
MEDICAL SOCIETY

Athens
Geo^e Ackaouy
William Bowers
James R. Boyce
C. T. r-.n-nll

•Lewis D. Curtner
\V III. M. Davis
Wm. E. Foree, Jr.

Roger C. Fulmer
Shelley F. Griffith
Larry J. Hargis
Robert G. Hewgley
Milnor Jones
George Kirkpatrick
John C. McKenzie
William G. Morris
G. E. Rozar. Jr.

•Lester H. Shields
James F. Slowey, HI
Iris G. Snider
Robert W. Trotter

Charleston
H. P. Whittle, Jr.

Englewood
James F. Cleveland

Etowah
Yimg Gil Lee
Luis J. Ordonez
Antonio S. Periut
Harish B. Soni
Rena Soni
Thomas W. Williams

Madisonville
Jung T. Park

MEMPHIS-SHELBY
COUNTY

MEDICAL SOCIETY

Arlington
Malcolm A. Baker

Bartlett
Harkala Janardham

Collierville

Charles H. Hubbert
J. E. Outlan

Cordova
Frank J. Adcock, IH

•L. W. Diggs
Linda K. Yates

Eads
B. A, Moeller

Germantown
Hoi J. Bang
G. H. Burkle, III

Marvin Gottlieb
Shang-Po Huang
Robert J. Kaplan
Patrick J. Murphy

•Robert S. Norman
James R. Wennemark
Michael T. Zanone

Humboldt
Charles E. Couch, Sr

Kingsport
•Arlington C. Krause

Memphis
Robert F. Ackerman
John Q. Adams
J. Robert Adams
Lorenzo H. Adams
Robert F. Adams
William M. Adams, Jr,

Henry L. Adkins
•Justin H. Adler
G. H. Aiyazian
Howard T. Akers
Hagop S. Akiskal
John F. Albritton
A1 M. Alexander, Jr.

2Jenab A. Ali
James F. AUbritten
Chester G. Allen
Frank S. AUen
James R. Allen
Robert G. Allen

•F. H. Alley
•Jacob Alperin
James L. Alston
Rex A. Amonette

Garland D. Anderson
J. P. Anderson
•Sam B. Anderson, Jr.
William F. Andrews
D. N. Anishanslin
Robert A. Anthony
John W. Apperson, Jr.

William B. Applegate
Charles R. Arkin
W. H. Armes, Jr.
P. M. Aron off

•Malcolm Aste
H. E. Atherton
Leland L. Atkins
R. A. Atkinson
John W. Atwood
Sue C. Atwood
John R. Austin
Mahir R. Awdeh
W. W. Aycock

•J. C. Ayres, Jr.

John W. Baird
Iryin C. Baker
J. Earl Baker
George I. Balas
George F. Bale
Reid L. Ballenger
•Roy Manning Barber
G. L. Barker
Roy J. Barnes
James R. Barr
Jerome N. Barrasso
Reed C. Baskin

•George H. Bassett
Joseph C. Battaile

N. A. Battaile
Howard L. Beale
5^es F. Beattie, Jr,

B. L. Beatus, Jr.

Emmett D. BeU, Jr.

James S. BeU
Steven Hunter BeU
A. L. Rellott, Jr.

•H. E. Bennett
R. F. Renton
Tulio E. Bertorini
A. R. Bevilacqua
Richard O. Ricks
W. M. Bielskis, Jr.

•J. D. Biles
E. S. Birdsong, Jr.

Calvin R. Bishop
Alan L. Bisno

•W. A. Bissom
Ajit K. Biswas

•W. T. Black, Jr,

Carolyn F. Blackwell
Samuel J. BlackweU
John R. Blair

Basil A. Bland, Jr.

Breen Bland
Phil B. Bleecker
Herbert Blumen
H. B. Blumenfield
Jos. A. Blythe, HI
James W. Boals
Joseph C. Boals, HI
Robert T. Bobo
Robt. M. Boehm, Jr.

Howard A. Boone
James L. Booth
C. W. Borg
James L. Boswell
Richard L. BosweU
R. L. Bourland
R. L. Bourland, Jr.

William L. Boiurland
•E. P. Bowerman
•Robert L. Bowlin
AUen S. Boyd, Jr.

B. M. Brady
Winston Braun
J. T. Bridges
Louis Goodno Britt

Maury W. Bronstein
Brown Brooks
Mike Jones Brown
Charles H. Bnmt
Thornton Bryan, Jr.

James W. Bryant
Robert Buchalter

J. S. Buchignani, Jr.

Joseph A. Buchignani
Madison H. Buckley

A. Buranapiyawong
Larry D. Burke
W. B. Burrow
William D. Burton
Dorothv H. Butler
Richard M. Butler
James S. Byas
Shed Hill Caffey
R. A. Calandruccio
Edward P. Caldwell
M. K. CaUison

•E. G. CampheU
Deo James Canale
James L. Canale
Terrance Canale
Bland W. Cannon
Charles A. Cape
Dominic J. Cara, Jr.

R. S. Caradine, Jr.

Peter G. Camesale
David S. CarroU
Dan Camithers, Jr.

Harvey W. Carter

J. Roland Carter
•L. L. Carter
E. L. Cushion
Michael P. Casini

•A. H. Chamberlin, Jr.

Fenwick W. ChappeU
Steven T. Charles
Shekhar C. Chatterjee
Charles P. Cheatham
Richard C. Cheek
Carolyn M. Chesney

•Richard E. Ching
Joe M. Chisolm, Jr.

John C. Chisolm
Robert P. Christopher
Howard J. Chuang
Colin C. D. Qarendon
Dwight W. Clark, Jr.

Glenn Clark
James A. Clark, Jr.

Charles L. Clarke
Hugh Adams Clarke
Edwin W. Cocke, Jr.

Robert L. Cockroft
Brian M. Cohen
Lawrence L. Cohen
^chard A. Cohn
F. Hammond Cole, Jr.

Francis H. Cole
Wm. L. Cole, III

Sidney A. Coleman
Blaine C. Collins

Frank H. CoUins

J. H. Collins
Lynn W. Conrad
John P. Conway
Charlie W. Cooper
George A. Coors
G. D. Copeland
Glenna L. Corley
Doris P. Courin^on
Clair E. Cox
Rufus E. Craven
Lloyd V. Crawford
P. T. Crawford
Andrew Crenshaw
T. K. Creson, Jr,

John Thomas Crev/s
Herman A. Crisler, Jr.

“J. A, Crisler, Jr.

J. R. Crockarell
Diane W. Crocker
Robert A. Crocker
Robert N. Crockett, Jr.

Virgil G. Crosby
Lee R. Crowe, Jr.

Loren A. Crovra
Joseph E. Crupie
Terry Park Cruthirds
Alyin J. Cummins
Dayid L. Ctmningham
Ray Eugene Curie
Thomas A. Currey
C. O’Hara Daugherty
Orin L. Davidson, Jr.

Orin L. Davidson, HI
Edna M. F. Davis
Harry Davis

•J. M. Davis
J. T. Davis, Jr.

Thomas A. Davis
W. J. Deaton
Charles J. Deere
H. L. Dellinger, Jr.

McCarthy DeMere
R. L. DeSaussure, Jr.

Michael H. DeShazo
Melvin W. Deweese
R. A. Dilawari
Preston V. Dilts, Jr.

Phillip Hays Dirmeyer
Stewart E. Dismuke
Don E. Dismukes
Jere M. Disney
J. M. Dobson
Herbert S. Dodge
John B. Dorian
Thomas G. Dorrity

Charles V. Dowling
Arnold M. Drake
Lynn A. Drake
Paul T. Dreiming
R. D. Drewry, Jr.

•Horton G. DuBard
Larry £. Duberstein
John K. Duckworth
Nancy C. H. Duckworth
Patricia Duckworth
Marion Dugdale
Don DeWindle Duke
W. D. Dunavant
Dan A. Dunaway
James T. Duncan, Jr.
Jerald M. Duncan
Hamel Bowen Eason
Leslie Edmund Eason
•E. S. Eddins
A. S. Edmonson
Barry I. Eisenstein



Joseph Allen Elgart
HoHnev f!. Elliott

John R. Emmett
Jerry Engelberg
Richard L. Ennis
E. U. Epstein

•Cyrus C. Erickson
Stanley W. Ersvin

®C. Barton Etter
Irving K. Ettinan
O. A. Eubanks, Jr.

•J. D. Evans
Milton L. Evans
•B. E. Everett. Tr.

William D. Falvey
C. C. FiKpiin, Jr.

Harold O. Farlev
T. Albert Farmer, Jr.
Turlev F-irrur

George E. Farrell, Jr.
C. C. Farrow. Jr.

William L. Faulkner
James Rodney Feild
Harold Fo’octein
Sandor Feldman
John M. Ferguson
Thaddeus H. Ferrell
William J. Fidler, Jr.
Robert D. Fink
Raymond J. Fioranelli
D. F. Fisher
J. N. Fisher, Jr.

Robert M. Fisher
Norman B. Fizette
James B. Flanagan
William H. Flanagan
Irvm Uurant Fleming
Julian Glenn Fleming
George S. Flinn, Jr.
Noel T. Florendo
A. K. Flowers
Bobby F. Flowers
William P. Flowers
Max Foner
Thirachit Fongwitoo

•Robert L. Forman
James E. Fortune
F. F. Fountain, Jr.
Hugh Francis, Jr.

Jerry Francisco
Edgar R. Franklin
C. E. Frankum
Lovely A. Free
Barney Freeman, III
Jerre M. Freeman
W. Edward French
Harry Friedman
Ricardo R. Fuste
E. W. Gadberry
Telmo A. Galindez
J. T, Galyon
Stephen L. Gammill
J. C. Garbarini, Jr.
H. C. Gardner
John H. Gardner
L. G. Gardner, Jr.

H. Edward Garrett
Richard H. Garrett
Tames R. Gav
John O. Gayden

•Elsbeth Gehorsam
Gar^ L. George
Lewis Watson George
Barrv E. Gerald
Terry E. Geshke
Thomas Gettelfinger

•C. E. Gillespie
John Joseph Gilluly
B. H. Ginn
Frederick Gioia
George E. Gish
James Robert Givens
Thomas G. Gladding
Louis Glazer
Wm. Cole Gr>d^ev
Turgut K. Gokturk
Richard H. Gold
Robert E. Gold
Fred A. Goldberg
Jerry B. Gooch
Willis M. Gooch, III
T. F. Goodman. Jr.
William J. Gorline
•Henry B. Gotten
•Nicholas Gotten
Nicholas Gotten, Jr.
Robt D. Gourley
Wiifnrd R Graeg, Jr,
William M. Grant
William C. Grant
J. F. Gratz. Jr.
L. R. Graves, Jr.

C. R. Green
James B. Green, Jr.
Daniel E. Griffin
John P. GriflSn
Jerry Wade Grise
H. T. Grizzard
A. J. Grobmyer, Jr.

A. J. Grobmyer, til
F. T. Grogan, Jr.

Charles W. Gross
Ronald K. Grossman
J. L. Guyton

Rodger C. Haggitt
James S. Haimsohn
M. Hajghassemali
H. H. Halford. Jr.

Jack R. Halford
Emmet R. Hall, Jr.

•Vonnie A. Hall
Marearet A. Halle
Emily T. Hamilton
R. S. Hamilton
W. T. Hamilton
J. M. Hamlett, III
John B. Hamsher
Aram H. Hanissian
Moshe Harell
Charles W. Harlan
Harvey C. Harmon
Ethel Ashton Harrell
O. B. Harrington
Buford Terrell Harris
John Harris
Ronald T. Harris
Mallory Harwell
Howard B. Hasen
Fr€*d E. Hatch, Jr.
A. K. Hawkes
C. Douglas Hawkes
.Jean M. Hawkes
Cyril L. Hay
William T. Hayes
Thomas G. Head
Albert F. Heck
Mark E. Heerdt
Michael D. Heilman
Donald C. Henard
T. H. Hendrix Tr.

Walter H. Henley
Louie C. Henrv
Richard Heoworth
B. W. Herndon, Jr.
C. G. HerrintTfon, Jr.
Roger Lew Hiatt
Dennis A. Higdon
T. W. Higtonbntharn
tTeorge R TT..tTav, Tr,
•George B. Higley, Sr.
Fontaine S. Hill

•James M. Hill
John R, H-n
John R. Hilsenbeck, Jr,
E. E. Hinec
T.eonard H. Hines
Guy Hirsch. IH
John M. Hodges
W. K. Hoffman. Jr.
R. S. Hollahaiigh
Nancy E. Holland
Thomas T . Holliday
David Holloway, Jr.

•J. E. Holmes
T. P. Holmes. Tr.
Perry D. Holmes
Huev T. Holt
Stenhen T. Hood
Arthur E. Home
Glenn E. Horton
Hilbert T,. H^at^bkiss
C. H. Housholder
Tohn T,. Homton
H. S. Howard. Tr.
•W. T. Howard
Robert J. Howse
Tohn Patton Howser
Ronald E. Hubbard
Toseph S. Hudson
Carl W. Huff
John D. Huffman
411en H. Hiurbos

•F. A. Hugbo<;. Tr.

•Tames G. Hughes
tobn tA. Hughes
•Max Hughes
Robert Rule Hughes
Tohn V H*'TTimel

Tames C. Hunt
Sam E. Huuter
Charles E. Hutchins
T.inda T.. Hutchins
.Samuel E. Hvde, HI
Thomas F. Tgnaczak
J. H. Ijams
Patricio A. Ilabaca

•C. W. Tngle
A. J. Ingram
C, E. Tabbour
T. T. Tabbour
Thomas M. Tackson
Panduranga JallepaUi
D. H. Tames, Jr.

Hal P, Tames
•Tesse A. James
L. 1C. Jarred
Charles L. Jarrett
Gerald W. Jauchler
Oliver C. Jeffers

Jon C. Jenkins
Anthonv P. Jerome
T. Don Johnson
James G. Johnson
Larrv H. Johnson

•Adbert M. Jones
Joe Paul Tones

Quitman W. Jones, Jr.

R. Luby Jones

Robert R. Jones
Sidney 9. Jones, Jr.

•A. Wilson Julich
E. J. Justis, Jr.

Edward S. Kaplan
Jerry Kaplan
S. B. Kaplan
Laila Kassees-Wahid
L. A. Kasselberg
Gilbert Katz
Gary L. Kellett
Bobby J. Kelley

•Ernest G. Kelly
R. T. KeUy
Robert A. Kerlan
H. G. Kessler
Alim Khander
Patsy Ruth Kiefer
Varkes Kiledjiam
Noah B. KimbaU
Charles M. King

•J. Cash King
John M. Kington
Robert Kirkpatrick
Robt. M. Kisabeth
Abbas E. Kitabchi
Robert Paul Kline
•W. F. Klotz
David H. Knott
F. H. Knox, Jr.

R. L. Knox
Asghar Koleyni
Thipavan Kongtawng
Marshall L. Koonce
Charles E. Kossmann
Altred P. Kraus
Melvin M. Kraus
Joe R. Krisle, Jr.
Frank W. Kroetz
Joel I. Kronenberg
Roy Kulp
Cary M. Kuykendall
N. W. Kuykendall, Jr.

J. Warren Kyle
L. M. Lamar, Jr.

H. Z. Landis
C. T. Langford, Jr.
James W. Langston
Wm. A. Lankford
Perry J. Larimer
Robert E. Laster
•Frank A. Latham
M. W. Lathram, Jr.
A. E. Laughlin
A. E. Laughlin, Jr.
Jesse A. Lawrence
Robert E. Lawson
Edward H. Lazar
Cong V. Le
M. A. Lebovitz
Ling Hong Lee
•Aaron M. Lefkovits
Helio Lemmi
Richard K. F. Leung
Michael J. Levinson
Melvyn A. Levitch
L. C. Lewis, Jr.
Myron Lewis

Phil M. Lewis
Phillip L. Lieberman
H. F. Linder
Frank W. Ling
Alys H. Lipscomb
G. G. Lipsev
Jeffrey Lipshitz
Melvin Litch, Jr.

William Little, Jr.
G. R. Ijivermnre. Tr.

D. G. Lockwood, Jr.
Charles E. Long
William E. Long
J. C. Lougheed
Varna Peyton Love
George S, Lovefoy
Martha A. Loving
Robert W. Luther
Michael H. Lynch
Edward H. Mabry
Edward H. Mabry, Jr.
W. F. Mackey
Holt B. Maddux
Albert L. Maduska
Michael J. Magee
•Thomas A. Ma^da
James K. Maguire
Battle Malone, H
Alan T. Mandell
John C. Maukin
James A. Mann
Arsen Manugian
Riad M. Mardoum
Wm. T. Mariencheck
Jose Marin
Howard W. Marker

•Philip Markle
Michael R. MarshaU
George W. Marten
Daniel C. Martin
Jeannette Martin
Roy W. Martin

•R. F. Mason
William W. Mason
Gordon L. Mathes
Ernest H. Mathis
Oliver S. Matthews

Wm. P. Maurv, Jr.

William N. May
R. F. Mayer
L. H. Mayfield
Kit S. Mays
James E. McAfee
Robert P. Me Burney
John W. McCaU, Jr.

John G. McCarter. Jr.

J. J. McCaughan, Jr.

Randolph M. McCloy
James G. McClure
H. A. McCormack
L. K. McCo'vn
E. F. McDaniel, Jr.

Martha McDonald
Robert C. McEwan
John L. McGee
Frank A. McGrew, EH
E. E. McKenzie

•J. Wesley McKinney
A. M. McLarty
B. E. McLartv
T. E. McLemore, Jr.
T. W. Meriwether, III

William E. Metzger
A. H. Meyer, Jr.

David Meyer
Robert Miles
Lee W. Milford, Jr.

Fox Miller
G. L. Miller, Tr.

•Harold R. Miller
Joseph Hardy Miller
Richard A. Miller
Richard B. Miller
R. D. Miller
•R. W. Miller
Stephen T. Miller
Thomas I, Miller
George T. Mills

J. Pervis Milnor, Jr.

Trving C. Minkin
•B. G. Mitchell
W. R. Mitchum
E. C, Mobley
William L. Moffatt
Edward N. Mogan
Mohammed Moinuddin
Shamin M. Moinuddin
Edward M. MolinsV'
Thomas W. Monaghan
R. H. Monger, Jr.

David F. Moore
F. B. Moore, Jr.

James A. Moore
Marion R. Moore
Moore Moore. Jr.

John T. Morris
William R. Morris
John C. Morrison
Larry B. Morrison
Windsor V. Morrison
William H. Morse
William Hill Moshier
•Henry Moskowitz
J. Palmer Moss
•T. C. Moss
William B. Moss
Thomas E. Motley
Salwa Moustafa
Christine T. Mroz
Ernest E. Muirhead
Wade T. Murdock
Cynthia D. Murphy
J. Garnett Murphy
Walter H. Murphy
William M. Murphy
W. F. Murrah, Jr.

Ian F. Murray
William S. Myers
Alan M. Nadel
James F. Nash
John Paul Nash
Ganesh Nayak
Wilmer L. Neal
Charles L. Neelv, Jr.

C. Netchvolodoff
Larry B. Newman
Thomas W. Nichols
G. C. Nichopoulos
James J. Nickson
Harvey B. Niell
O. T. Nikolovsld
Eugene R. Nobles, Jr.

Horace N. Noe
W. C. North
W. L. Northern, Jr.

•D. W. Oelker
Evelyn Bassi Ogle
•W. S. Ogle
Claude D, Oglesby
Amos Okrah
Charles B. Olim
•Joseph C. Orman
PhU E. Orpet, Jr.

Frank J. Osborn
Patrick J. O’Sullivan

William J. Oswald
James H. Owens

•Henry Packer
Alfred H. Page
Gene R. Page

Roy Calvin Page
Devaiah Pagidipati
Max W. Painter
R. E. Palmer, IV
Genaro Palmieri
Joseph Parker
C. W. Parrott, Jr.

R. A. Paskowitz
•Samuel Paster
Morris Pasternack
James W. Pate
Kelly Patterson
R. E. Patterson
R. H. Patterson, Jr.

Russell Patterson HI
Sam Polk Patterson
Stanley M. Patterson
Raphael N. Paul
•G. E. PauUus, Jr.
Robert J. Peace
Phillip A. Pedigo
John D. Peeples, Jr.

John V. Pender, Jr.

Modesto G. Peralta
Edgar E. Perry
William C. Phelps
Jerry C. Phillips
•William E. Phdlips
Guy J, Photopulos
Maurice C. Plan, Jr.
Jiihii IJ. Pigott
Robert S. Finals
Maitui L. Ihiistem
James A. Pitcock
Alan Bailey Platkin
Gerald 1. Plitman

•R. M. Pool
C. H. Porter
Huey H. Porter
William R. Porter
Carolyn A. C. Price
S. A. Pridgen
Wm. Roby Pridgen
L. C. Prieto, Jr.

Russell J. Proctor
Billie H. Putman
P. J. Quinn, III
Richard B. Raines
•Sam L. Raines
William T. Rainey
D. R. Ramey, III

Terry F. Randolph
Paul D. Randolph
Pallavi V. Rawtani
Morris W. Ray
Edward M. Reaves
•John T. Redmon
Edward W. Reed
Robert C. Reeder
H. Eugene Reese
Harvev C. Reese, Tr.

John M. Reisser, Jr.
Walter A. Rentrop
W. E. Rentrop
Hal S. Rhea
Hal S Rhea. Jr.

C. T. Rhodes, Jr.
Elbert Richardson
R. L. Richardson, Jr.
T. M. Richardson
Charles R. Riggs
W. W. Riggs, Jr.
Robert W. Riikola
Frances O. Riley
J A. Roane
S. Gwin Robbins
•Frank L. Roberts
J. T. Robertson
C. G. Robinson, Jr.

J. A. Robinson
J. E. Robinson, Jr.
L. B. Robison, Jr.
John F. Rockett
Gordon K. Rogers
N. R. Rojas
Gerald M. Rosen
E. W. Rosenberg
Zachery Rosenberg
Jacob Rosensweig
R. M. Buch
Walter A. Buch, Jr.
Morton S. Rucker
Henrv G. Rudner, Jr.
Chester Ruleman, Jr.
John W. Runyan, Jr.
Thomas E. Runyan
J. M. Russell, Jr.
William L. Russo
Julian L. Rutschman
Geo. M. Ryan, Jr.
Harold S. Sacks
C. F. Safley, Jr.

Fred P. Sage
Jorge E. Salazar
Nathan K. Salky
L. C. Sammons, Jr.

Alan D. Samuels
•S. H, Sanders
David M. Sanford
Jack C. Sanford, Jr.

W. T. Satterfield, Jr.

S. J. Schaeffer, Jr.

Donald E. Schaffer
Harry I. Schaffer

William A. Schaffer
•D. E. bcheinberg
Betty J. Schettler
William H. Schettler
V. A. Schlesinger
•Phil C. Schreier
Harriet L. Schroeder
Jerome Schroff
S. S. Schwartz
Ben. F. Scott, HI
•C. B. Scott
Daniel J. Scott, Jr.

Edwin L. Scott
Joseph M. Scott
Randall L. Scott
James L. Seale
Jeno I. Sebes
Anthony Segal
Jack Segal
Maurice P. Segal
E. C. Segerson
•Milton B. Seligstein
Kenneth D. Sellers

•R. E. Semmes
Ray O. Sexton
Nonnan U. Shapiro
Wm. V. Shappley, Jr.

•John L. Shaw
John J. Shea, Jr.

M. C. Shea, Jr.

Robert Shearin
Wm. E. Sheffield
Robert W. Shier
Stephen M. Shiffman
F. IT. Sbipkev Jr.

Ronald M. Shippel
John A. Shively
L€*slie B. Shumake
J. S. Siegel

Saul Siegel
Robert L. Siegle
M. N. Silverman
James C. H. Simmons
Clifford W. Sims
Thomas D. Sisk
Paul R. Sissman
Marvin R. Skaggs
•Edward F. Skinnex
H. T. Slawson, Jr.
Avron Abe Slutsky
C Gavlon Smith
•Hugh Smith
Joyce G. Smith
Kirbv Lee Smith
Vernon T. Smith, Jr.
Vincent Dee Smith
William C. Smith
•F. W. Smvthe. Jr.
Charles V. Snider
Dowen E. Snyder
J. T. Sohm
A. N. Sollee, Tr.

Abiodun Solola
Vincent T.. SolomitO
Mark S. Soloway
F'lgene T *5niotta

Eugene J. Spiotta, Jr.
Larry B. Spiotta
•D. IT. Spnint
Charles E. Stallings
C. Conner Stanford
James F. Stanford
T. V. Stanley, Jr.
Rav G. Stark
Jason L. Starr
A. Frank St. Clair
W. P. Stepp
Eugene N. Stem
Thomas N. Stem
Cleo W. Stevenson
E. N. Stevenson
Robin M. Stevenson
C. V. Stewart, Jr.
Marcus J. Stewart
S. R. Stewart
G. H. Stollerman

•S. Fred Strain
H. T. Stratton
A. N. Streeter
R. J. Sbibblefield
Tav M. Sullivan
Joseph A. Sullivan
R. T,. Snmmitt
A. T. Sutherland, III

•W. n. Siitliff

Patrick J. Sweeney
E. W. Svdnor, Jr.
Owen B. Tabor
Hall S. Tacket
•B. S. Talley
M. H. Tanenbaum
H. A. Taylor, IH
•Robert C. Tavlor
Wm. W. Taylor, Jr.
Paul F. Teague
Idti A. Teiwani
John W. Templeton
Terry P. Templeton
Ronald L. Terhuno
Leon C, Terry
M’chTci C. Thomas
Lloyd R. Thomas, Jr.
Paul A. Thompson
Terry L. Thompson



William C. Threlkeld
Samuel M. Tickle

Don R. Tielens
Robert E. Tooms
John W. Tosh
A. S. Townes
Gary F. Trew
•Alvin B, Tripp
M. L. Trumbull
I. F. Tullis, Jr.

Kenneth F, Tullis
H. K. Turley, Jr.

John C. Turley
John C. Turley, III

Prentiss A. Turman
•R, B. Turnbull
S. H. TumbuU, Jr.

•Carrol C. Turner
G. Randolph Turner
Jan L. Turner
Louis Edward Tyler
A. Roy Tyrer, Jr.

®Wm. T. Tyson, Jr.

James J. Upshaw
J. D. Upshaw, Jr.

David A. Usdan
Edmund Utkov
•Eugene A. Vaccaro
K. U. Vanden Brink
Helen Van Fossen
C. F. Varner
Walter E. Vemer
•Leonard J. Vernon
Sidney D. Vic-k

Leonidas N. Vieron
John Robert Vincent
Valerie Voehl
John T. Vookles
David Everett Wade
James D. Wakham
Frances C. Walker
James W. Walker
Parks W. Walker, Jr.

R. P. Walker
W. W. Walker, Jr.

Fred C. Wallace
•^mes A. Wallace
R. G. Wanderman
Lee L. Wardlaw
O. S. Warr
O. S. Warr, III

W. W. Watkins
Wm. L. Webb, Jr.

Ben P. Webber
Alvin J. Weber, III
Bill C. Weber
J. J. Weems
Joseph L. Weems
Thomas D. Weems
Alva B. Weir, III
Van H. Welle
Herbert B. Wender

Samuel Wener
Anne C. Wentz
Dennis K, Wentz
J. M. Wesberry
Harold Maxell West
Thomas L. West
D. K. Westmoreland
John N. Whitaker
Charles E. \\^ite
Frank L. White
James H. Wh te, Jr.

Thomas J. White, IH
William G. White
W. J. Whitehead
Gene L. Whitinrton
Lawrence W. Whitlock
W. L. Whittemore
Sheldon Wieder
I. D. Wiener
Robert A. Wiener
W. Wiggins Wilder
Joe L. Wilhite
E. B. Wilkinson, Jr.

Beverly J. Williams
H. Glenn Williams
Linkwood Williams
Paul H. Williams
R. D. B. Williams
Van R. Williams
Gordon L. Wills
John Ross Wills
Arthur J. Wilson
Donald B. Wilson
Harry W. Wilson

J. E. WUson
J. E. Wilson, Jr.

J(An M. Wilson
J. McCullough Wilson

J. B. Witherington
Rodney Y. Wolf
George W. Wood
Matthew W. Wood
Thomas O. Wood
J. C. Woodall, Jr.

G. R. Woodbury
Linda P. Woodbury
T. J. C. Woods
Clifton W. Woolley
Richard L. Wooten
G. H. Workman, Jr.

Jerrv Lewis Worrell
G. F. Worthan, Jr.

Earle L. Wrenn, Jr.

Dana J. Wright
L. D. Wright. Ir.

Phillip E. Wright, II

L. D. Wruble
•Henry Wurzburg
C. F. Yates

J. G. Young
John D. Young, Jr.

L. Gordon Yukon
Paulus Zee
B. M. Zussman

Millington

•James F. Bradley
F. H. Goode
Billy W. King
C. G. Landsee
Huber Springs, AR

•James R. Shelton

Mtn. Home, AR
Ray E. Stahl, Jr.

Encinintas, CA
•H. B. Boyd

Naples, FL
•Francis Murphey

St. Petersburg, FL
John G. Adams, Jr.

Tampa, FL
tGeorge P. Jones, Jr.

Deerfield, IL
Robert P. Dobbie, Jr.

Clarksdale, MS
•Mary S. Bouldin

Southaven, MS
Jack C. Biggs
Leland R. Cornelius

Little Switzerland, NC
“Lillie C. Walker

Columbus, OH
John Q. Durfey

MONROE COUNTY
MEDICAL SOCIETY

Knoxville
Robert R. Casey
William L. Harvey

Madisonville
Frank H. Lowry
H. M. McGuire

Sweetwater
James L. Allen
James H. Barnes
Orren W. Hyman
Telford A. Lowrv
Edward D. Snyder

•J. E. Young
Pelham, AL

Walter F. Mauney

MONTGOMERY
COUNTY

MEDICAL SOCIETY
Clarksville

E. R. Atkinson
Richard B. Austin, HI
R. T. Barrett
James F. Bellenger
A. R. Boyd
Carlos Brewer
Greer A. Busbee, HI
J. G. Bush
T. M. Cunningham, Jr.

Sam N. Doane, Jr.
D. W. Durrett, Jr.

J. T. Farrar
•Mack Green
•V. H. Griffin
David L. Gullett
B. T. Hall
Michael S. Hall
Tames Hampton
Doug U. Hong
Wm. D. Hudson, HI
B. T. IgJehart
D. J. Jackson
Robert C. Jackson
Edwin C. Jordan
Howard R. Kennedy
Robert C. Knehn, Jr.

Geo. I. Kurita, Jr.

Buford B. Ledbetter
J. H. Ledbetter, Jr.

Fritz F. Lemoine
J. W. Limbaugh, Jr.

R. S. Lowe, Jr.

O. S. Luton
William G. Lyle
F. G. McCampbell
J. R. Milam
Joseph W. Miles, Jr.

T. J. Montgomery
V. Tupper Morehead
Terry G. Peacher
Keith D. Peterson
Douglas D. Porter
Wm. W. Prine, Jr.

Don Richardson
N. B. Self

Rita A. Siler

Gary L. Silvey
James R. Smith
W. P. Titus, III

Harold F. Vann
J. R. Walker
W. H. Wall, Jr.

Frank Wilson
John F. Wright, Jr.

R. W. Young, Jr.

Dover
Robert Henry Lee

Erin
James C. Lett
Douglas W. Ligon
Albert Mitchum

Memphis
Edwin O. Taylor

Robinson, IL
Thomas K. Hepler

Trenton, KY
Jesse C. Woodall

NORTHWEST
TENNESSEE
ACADEMY OF
MEDICINE
Dresden

Edward H. WeUes, Jr.

Dyersburg
Wyatt R. Algee, Jr.

Jesse Paul Baird
Thomas V. Banks
J. D. Connell
Walter E. David
Gordon Freeman
Daniel P. Green, Jr.

Robert L. Harrington
Douglas Haynes, Jr.

A. Peter Inclan
Jerry M. Jemigan
Eloiett Johnson
Robert T. Kerr
E'ton King
Donald N. Lyerly
Jas. Chalmers Moore
Olyn Fred Moore, Jr.

James R. Noonan
John A. Reaves. Jr.

James R. Reynolds
James H. Smith
Richard David Tavlor
Thomas R. Thompson
W. T. Thornton Tr.

Jesus Torpoco-Ortiz
L. A. Warner, Jr.

I.vdia V Wntc/^n
Joseph W. Wolfe

Friendship
Mostafa K. Zanaty

Gleason
R. M. Jeter

Greenfield
Nathan F. Porter

Martin
Hobart H. Beale
Kenneth Carr
William L. Duncan
Ira F. Porter
I. W. Shore
David A. Smith
O. K. Smith, Jr.

Enos C. Thurmond
Jose A. Veciana

Newbem
William L. Phillips

Ridgely
William B. Acree

Ripley
Arden J. Butler, Jr.

Larry M. Farris
B. G. Robbins
William H. Tucker
Claude R. Webb

Tiptonville
Edward B. Smythe

Trimble
V. Art Murphy

Troy
Chesley H. Hill

Union City
Charles W. Akins, Jr.

J. Kelley Avery
M. A. Blanton, III
Bruce B. Brown
Harold Butler
Robert L. Cameron
Joe Campbell
B. E. Clendenin, Jr.

David C. Cook
Halbert B. Dodd
Rodriquez Escarcega
Dan C. Garv
John R, Hunter
Laurence W. Jones

E. P. Kingsbury, Jr.

R. G. Latimer, Jr.

Roy F. Lawrence
Rodger P. Lewis

•E. McCall Morris
James W. Polk
James H. Ragsdale
Michael B. Ryan
Robert F. Sanner
Grover F. Schleifer, III
Charles F. Skripka, Jr.

Robert R. Young, Jr.

Kansas City, MO
Thomas W. Johnson

OVERTON COUNTY
MEDICAL SOCIETY

Byrdstown
B. H. Copeland

Livingston
Malcolm E. Clark
Denton D. Norris
Will G. Quarles, Jr.

Jack M. Roe
Jerry L. Shipley

PUTNAM COUNTY
MEDICAL SOCIETY

Algood
J. T. Moore, Jr.

Cookeville
Vaughn N. Barnard
Sam r. Barnes
James L. Breyer
Frederick J. Chapin
•Jack L. Clark
William N. Cook
John D. Crabtree
James T. DeBerry
Walter Derrvberry
Dale E. Douglas
William C. Krancis
Stephen V. Goryl
Lloyd R. Hassler
W. M. Humphrey
C. L. Jones, Ji.

Charles E. Jordan
Thomas L. Lawrence
Jere W. Lowe
James D. Panzer
Boyce B. Pryor
James W. Shaw
•Thurman Shipley
Harry L. Stuber
Donald W. Tansil
\\ III lain S. Tavlor
Emilio Verastegui
Joseph W. Wahl
Claude M. Williams
Chas. T. Womack, III

Guy Zimmerman, Jr.

Fairfield Glade
•John H. Dougherty

Monterey
•Claude A. fTolUns

Katherine G. Wolfe
San Ramon, CA

•T. M. Crain

ROANE-ANDERSON
MEDICAL SOCIETY

Clinton
A. W. Bishop

•Parley M. Dings
Henry Hedden, Jr.
William M. Hicks
Daniel M. Thomas

Harriman
A. Julian Abler
Charles J. Corea
E. C, Cunningham
Robt. S. Heilman, Jr.

H, Stratton Jones
•Louis A. Killeffer
John R. Sisk

Kingston
Carolyn A. Beard
Bvron D. Campbell
•Nathan Sugarman
R. E. Wilson

Norris
Samuel G. McNeeley

Oak Ridge
Frederick J. Barry
R. R. Bigelow
Richard G. Brantley
Geron Brown, Jr.

Elaine M. Bimick
Marvin G. Caldwell
Robert B. Camp
Charles L. Campbell
Alex G. Carabia
Marlin D. Collier
John P. Crews
C. E. Darling, Jr.

John D. DePersio
Robert E. DePersio
Armando Do Vega
Richard A. Dew

Laurence R. Dry
Robert W. Dunlap
Earl Eversole, Jr.

T. Guy Fortney
Frank Genella, Jr.

James T. Gillespie
Francis Goswitz
Helen V. Goswitz
Timothy D. Gowder
Thomas J. Grause
Charles Gurney
William P. Hardy
Donald Hartman
David G. Heald
Ernest Hendrix
James I. Hilt-'n

Thomas R. Holbert
H. J. Hostetler
Robert G. Howard
Karl F. Hubner
Thomas A. Jenkins
John Jemigan
Raymond A. Johnson
E. Elliott Kaebnick
Harold E. Kerley
Avery P. King
HerscheU King
Ira E. Lew
Lynn Lockett
William A. Loy
Kenneth F. Luckmann
C. C. Lushbaugh
Joseph S. Lyon
Sam O. Massev
V. W. McLaughlin
Cletus J. McMahon
Ki iiiii th T. Miller, Jr.

Ronald T. Muench
Joseph Palatinus
Etna L. Palmer
Lewis F. Preston
William W. Pugh, Jr.

C. Julian Ragan
Francis R. Reid
Phillip M. Ricks
John Riggsbee
James M. Rouse
Henry B. Ruley
John K. Schanze
David W. Seav
C. W. Sensenbach
L. L. Sheely
R. Waid Shelton, Jr.

Liselotte Sigmar
Lee A. Smalley
Paul E. Spray
David G. Stanley
George Stevens. HI

•C. R. Sullivan, Jr.

Joo E. T'ttle

Phillip W. Turner
D. T. Upchurch
Wm. Gary Walters
John W. Welch
Gino Zanolli

Oliver Springs

S. J. Van Hook

Rockwood
C. Harwell Dabbs
Thomas A. Fuller

Howard M. Lynnes
John V. Snodgrass

Fayetteville, NC
Richard J. Moore
Corpus Christi, TX

James M. Tozer

ROBERTSON COUNTY
MEDICAL SOCIETY

Cedar Hill

Robert H. Elder

Cross Plains
Ora W. Ramsey

Springfield

John B. Bassel
Warren G. Hayes
John M. Jackson
Sarbjeet S. Kumar
Carroll M. Looney
G. Tom Proctor
James R. Quarles
Panchanan Satpathy

•William P. Stone
John B. Turner
Raymond H. Webster
•John E. Wilkison

White House
Edita Milan

RUTHERFORD
COUNTY/STONES
RIVER ACADEMY
OF MEDICINE
Auburntown

Herman LaVelle

Memphis
Ben A. Shelton

MurfreesboTO

J. Paul Abernathy
Carl E. Adams
Harold Akin
J. H. Alexander
James T. Allen
Joseph C. Bailey
“W. S. Barham
Richard B. Bell
F. P. Bond
James T. Box
Henry K. Butler, Jr.

Jerry N. Campbell
S. Frank Carter, HI
Henry A. Cohen
J. r. Cunningham
Bernard S. Davison
John H. Dixon
David T. Dodd
Paul C. Estes
James W. Gamer, Jr.

Rufus J. Garrison
S. C. Garrison, Jr.

Sidney L. Gilbert
C. E. Goodman, Jr.
Richard E. Green
Robert H. Hackman
Sam H. Hay
C. A. Heffington, Jr.
George S. Hester
David L. Hudson
Kenneth D. Hunt
Oscar T. Johns
J. K. Kaufman
Douglas W. Kendall
Robert L. Kendall
Joseph Knight
R. T. Knight
Seimg H. Lee
Charles W. Lewis
Fred R. Lovelace
Matt B. Murfree
James A. Nunnery
Eugene P. Odom
Stephen G. Odom
Robert G. Ransom
•W. D. Rosborough
Robert S. Sanders
William W. Shacklett
Charles D. Smith
George W. Smith
Wm. Radford Smith
James A. Starrett

J. W. Tenpenny
E. C. Tolbert
Robert P. Tuma
Tom A. Turner
B. P. Tumpin, Jr.
Barton W. Warner
Olin O. Williams
Terry James Witt
Jesse H. Young, Jr.

Smyrna
Karlanders Otterland

Woodbury
Gary B. Bryant
Rodney C. Bryant
William A. Rrvant
Frederick J. Myers

•Russell E. Myers
L. L. Reuhland
Herbert R. Wolf

Loveland, CO
•R. B. Moore

Venice, FL
•Robert D. HoUowell

SCOTT COUNTY
MEDICAL SOCIETY

Chattanooga
Robert Dixon

Onrida
David B. Coffey
George L. Kline
Horace Leeds
Roy McDonald
Milford Thompson

SEVIER COUNTY
MEDICAL SOCIETY

Sevierville
•Robert A. Broady
David C. Chaffin
John C. Jacobs, Jr.

Charles Kidd, Jr.

Charles L. Roach
John L. Sonner, II
•Robert F. Thomas
Vincent B. Tolley
James R. Van ArsdaU

Pigeon Forge
Charles E. Waldroup

SMITH COUNTY
MEDICAL SOCIETY

Bell Buckle
Norton Hutchison

Alexandria
David E. Darrah

Franklin
H. Lome Dyer

Carthage
Hugh E. Green



David G. Petty
John M. Roe
F. T. Rutherford, Jr.

Celtna
Nora B. Tiongson
R. V, Tiongson

HartsvUle
Edgar K. Bratton

SmUhville
Melvin L. Blevins
Hugh Don Cripps
Stephen L. Floore
John K. Twilla

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Blountville

•J. W. Erwin
Bristol

Wesley F. Adams
®Harry W. Bachman
H. W. Bachman, Jr.
Frank S. Blanton, Jr.
Herbert H. Bockdan
Billy Booth Brinkley
Anthony L. Broglio
F. T. Buchanan
R. S. Buddington
J. E. Butterworth, Jr.
Claude M. Calcote
Ronald D. Caldwell
H. Austin Carr
Nathaniel J. Chew
Bennett Y. Cowan
Alvin S. Crawford
Claude Crockett, Jr.
James L. Early
"Julian Q. Early
TerreU C. Estes
R. L. Fankhniiser
John A. Fincher, Jr.
Samuel P. Fuller
Waiter R. Gaylor
Jc^m T. Gibson
Robert M. Glasgow
Fred B. Greear, Jr.
W. S. Green, Jr.
W. C. Grigsby, Jr.

Everette L. Haas
Basil T. Harter
King A. Jamison
Ronald C. Kelly
Fred R. Knickerbocker
Joseph H. Kurre
Nelson E. Link
Kermit Lowry
John O. Marcy
James G. McFaddin
Joe E. Mitchell
Bruce W. Mongle
Neil F. Mooney
Phil H. Morrison
Marion J. Murray, Jr.
Floyd E. Nicley
Wade H. Nowlin
J. A. Pettigrew
Robert A. Repass
Jeffrey P. Robbins
Alvin C. Rolen
William F. Schmidt
Frank S. Sikora
Harold A. Sims
F. D. Slaughter
Lorenzo D. Strader
Hal S. Stubbs
"Thomas C. Todd
E. A. Turpin, Jr.

"Donglas D. Vance
F. V. Vance, Jr.
Robert L. Vann
William H. Whisnant
Sidney S. Whitaker
Sidnev A. Wike
Joan T. Williams
"Homer P. Williams
Sarfraz A. Zaidi

Church Hill

Warner L. Clark
Travis H. Roberson

Kingsport
Edmond L. Alley
Donald B. Aspley
Richard D. Baker
Donald W. Bales
Thomas R. Benning
C. Robert Bice, Jr.

J. Kent Blazier
Ballard H. Blevins
James it. Boles
George W. Booze
Arthur M. Boyd
Howard T. Brock
P. F'. Brookshire, Jr.

H. Jim Brown
®R. Hyatt Brown
D. G. Burmeister
Keith H. Byrd
Donald A. Cameron
James H. Carmack, Jr.
E. Kent Carter
Locke Y. Carter
John C. Cate
Donald P. Chance
C. E. Chapman
Gilbert J. Chartier
Dennis C. Chipman
R. C. Cnnstensen
Joe B. Cooper
David A. Cowden
David L. Cox
Jack R. Crowder
John L. Dallas
Niranjan J. Dave
Leo I. Davis
Daniel L. Dickerson
Merwin R. Dieckmann
Robert D. Doty
Wm. M. Dyer, Jr.
"William C. Eversole
V\ illiam Allen Exum
Frank S. Flanary
Joe F. Fleming
Don A. Flora
Claude R. Garfield
David K. Garriott
Robert M. Geer
R. M. Gendron
V'dlard G. Glass
Billy N. Golden
Juan Gondo
Elmer A. Greene
William P. Griesby
Michael N. Haddad
Kenneth E. Harper
V illiam Harrison, Jf.
Oifford C. Heindel
G. E. Hernandez
M Hogan. Jr.

William D. Hudson
Ronald W. Hunter
Henry G. Jackson, Jr.
Roy J. Jarvis
Robert H. Jemigan
Malcolm M. Jones, Jr.
Robert C. Jones
Samuel R. Jones
Robert Earl Keith
C. Burton Keppler
Kenneth R. Kiesau
Fred T. KimbreU, Jr.
Joseph A. King
John A. Knapp
S. Krishnamoorthy
Kenneth C. Lynch
Robert E. Maddox
Joseph K. Maloy
F. G. McConnell
James L. McCoy
John R. McDonough
James E. McGuire
Herbert J. Michals
Jerry L. MiUer
I ee H. Miller

Ebert M. Mohler, Jr.
John H. Moore, III
Ralph F. Morton
A T Mo<!ne
Nabil W. Moukheibir
James B. Nichols, Jr.
Robert E. Northrop
LaVeme E. Olney
C. Richard Owen
C. Mack Patton
Robert C. Patton
R. E. Pearson
Joel 0. Peavyhouse
John N. Perdue, Sr.
John S. Powers, Jr.
Norman S. Propper
J. Shelton Reed
Clav A. Renfro
Lesh'e B. Reynolds, Jr.
N. A. Ridgeway, Ir.

Kenneth J, Robertson
Anthony H. Robinson
Malcokn E. Rogers

Thos. Nelson Rucker
Julio A. Salcedo
Ricardo D. Sambat
"Walter E. Scribner
Merritt B. Shobe
James E. Shull

Paul J. Sides, Jr.

Carl W. Slocum
Joseph F. Smiddy
Lyle R. Smith
Warren Y. Smith
A. Isaac Sobel
Dale E. Solomon
Joseph A. Solomon
Douglas J. Springer
Robert T. Strang
L. J. Stubblefield
Victor P. Sulkowski
Hugh M. Sullivan
Harrison D. Turner
James S. Vermillion
Peter Wadewitz
William C. Walley
D. G. Westmoreland
H. Jackson Whitt
J. Dwight Whitt
J. E. Williams
Robert Williams
John A. Wilson
Michael J. Winsor
James W. Wolfe

Mountain City
"Robert O. Glenn

SurgoinsvUle
Joel D. Gonce
Blowing Book, NC

Floyd Davis

Winston-Salem, NC
Paul F. White
Hilton Head, SC

•W. S. Credle

Houston, TX
William L. Russell

Bristol, VA
Clara J. Toothman

Dungannon, VA
R. H. Feierabend, Jr.

NjckelsviUe, VA
_David L. Lane

SUMNER COUNTY
MEDICAL SOCIETY

Gallatin
N. K. Bhagavan
J. R. Blackshear
Lloyd T. Brown
Kenneth R. Case, Jr.
Joe David Cox
John Flynn
Haldon W. Hooper
B. N. Lakshmikanth
James A. Lilly
W. R. Massey
Robert A. Moore
Clarence R. .Sanders
W. H. Stephenson
Wm. David Stewart
John K. Thompson
M. Alfred Todd
James R. Troutt, Jr.

J. B. Wallace
R. C. Webster

HnrtsoiTle

Jack W. Carey, Jr.
Ira Neeley Kelley

Portland
Albert G. Dittes
James T. Ladd
Ln Ponce
R. H. Ruckle
R. W. Simonton, Jr.

Westmoreland
Thomas F. Carter

TIPTON COUNTY
MEDICAL SOCIETY

Covington
W. A. Alexander
Travis L. Bolton
Jiunn H. Ho
Norman L. Hyatt
B. S. McCullou^
James Ruffin. Jr,
Deio Viprakasit
Suttiwara Viprakasit
J. D. Witherington

Memphis
John R. Janovich

Munford
Hugh W. Vaughn
A. S. Witherington, Jr.

WARREN COUNTY
MEDICAL SOCIETY

McMinnville
Wallace B. Bigbee
Harry E. Burck

"Julius P. Dietrich
Joseph F. Fisher
Diana Lynn Ford
John C. Gaw
Hoyt C. Harris
Thomas L. Hill
G. Jackson Jacobs
Jimmy E. Jenkins
Michael A. McAdoo
James L. Moore
Barun A. Mukherji
Nirmal K. Pal
T. L. Pedigo
James E. Phillips

"Bethel C. Smoot
C. Fred Taylor, Jr.

J. R. Troop, Jr.

SmithviUe
William Knowles, Jr.

Spencer
Margaret Rhinehart

WASHINGTON-CARTER
UNICOI COUNTY

MEDICAL
ASSOCIATION

Elizabethton
S. Martin Bronson
Richard Bucher
Nicholas P. Burik
Teodorico P. Cruz, Jr.
"W. G. Frost
R. Eugene Galloway
J. L. Gastineau
Royce L. Holsey, Jr.
Atef A. Ibrahim
Robert D. Jones, Jr.

Ricardo Martin, Jr.

Floyd E. May
W. Joyce May
"Elmer T. Pearson
Edgar E. Perry
D. T. Slagle
Tedford S. Taylor
Charles J. Wells

Erwin
Earl Baines
Judd Colinger, Jr.

Robert H. Harvey
Lawrence D. Mullins

Robert S. Oiiinn

FaU Branch
Henry B. Dearman

Johnson Citu
Irshad A. Ahmad
Charles E. Allen
Robert C. Allen
M.S.K. Arkee
W. P. Bailey, Jr.

Gay K. Battle

J. Wayne Battle, Jr.
W. R. Beaver
Bernard J. Begley
Boyce M. Berry
W. A. Bridgforth, Jr.
"George H. Brown
Paul E. Brown, Jr.
Lester R. Bryant
Duane C. Budd

"G. J. Budd
Harold W. Burnette
E. Malcolm Campbell
Richard S. Carter
Robert L. Clark
Charles P. Cole
William J. Cone
Philip S. Coogan
Lewis F. Coshy, Jr.
Alfred N. Costner
C. M. Creech
Douglas H. Crockett
Horace B. Cupp, Jr.
Robert G, Dennis
Jan DeWitt
Avtar S. Dhaliwal

Burgin E. Dossett, Jr.

B. H. Dunkelberger
F. R. Edens
Richard L. Elliott

Charles A. Fish
"Walter Fleischmann
David Freemon
Byron W. Frizzell
Ira B. FiiUer, III

"Ira M. Gambill
Newton F. Garland
James W. Gibson, Jr.

James H. Godfrey
L. E. Gordon, Jr.

C. E. Goulding, Jr.

Larry G. Grahmn
"Charles S. Gresham
Robert J. Gubler
"James O. Hale
Ben D. Hall
Walter D. Hankins
Alfred C. Hanscom
Arthur S. Harris
Claude C. Haws
Richard B. Heintz
Charles H. Hillman
Robert S. Hines, Jr.

Curt Hofer
Sam N. Huddleston
Robert G. Hutchins
Nat E. Hvder, Jr.

Charles E. Jnman
Peter J. Irigaray
Calvin J. Johnson
John C. Johnson
W. E. Kennedy
Wm. R. Kincaid
John F. Lawson

"Carroll H. Long
Alphonso Lopez
James C. Mahoney
W. T. Mathes, Jr.
Thos. B. McGinnis
W. R. McGowan, Jr.
"Thomas P. McKee
John B. McKinnon
Walter A. McLeod, Jr.
Edwin A. Meeks
Jayant B. Mehta
Ray W. Mettetal
Mary L. Michal
John M. Miller
Jack E. Mobley
Calvin Morgan, Jr.

R. S. Morrison, Jr.
Cowan Moss, Jr.
Marion K. Myers
Terry L. Myers
John Neale, III
Peter A. Oliva
Orland S. Olsen
C. O. Parker, Jr.

W. A. PhiUipe
John P. Platt
Thomas P. Potter, Jr.

Randolph P. Powell
James Jacob Range
G. A. Rannick
B. A. Richardson
David P. Roe
Clarence L. Ru ffin

"J. M. Sams
George K. Scholl
W. A. SchueUer
A. L. Shaw
Alvin D. Shelton
F. Michael Shepard
H. H. Sherrod
D. M. Sholes, Jr.

M. Sidky-Afifi
"Charles K. Slade
"Mel D. Smith
Barbara B. Snell
C. L. Spannuth
Edward B. Steffner

"H. F. Swingle, Jr.
Ted F. Sykes
C, T. R. Underwood
C. J. Vandiver, Jr.

S. E. Vermillion
"Harry N. Waggoner
Phil V. Walters
Charles Wassum, ITT
Clinton Steve Webb
Edward T. WesL Jr.
Norman E. White
William A. Wiley, Jr

H. J. Williams
George D. Wilson
James M. Wilson

John M. Wilson, Jr.

"S. D. Wilson
Charles P. Wofford
James F. Wood

Jonesboro
Lawrence S. Moffett

Mountain City
Joseph E. Swanton

Mountain Home
Clyde O. Brindley
Lyman A. Fulton

NashvUte
J. Gordon Gregory

Singer Island, FL
"Joseph R. Bowman

Baton Rouge, LA
Timothy H. Ewing
Blowing Rock, NC

"Rutledge MUler
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